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Modifying the Case-Mix Medicaid Nursing Home System to Encourage
Quality, Access and Efficiency

EXECUTIVE SUMMARY

Public Funds for Nursing Homes

Nursing homes receive public funding from states in many ways. They are m#ursed for

the care they give to Medicaid residents through the Medicaid nursing home

reimbursement systems. These systems sometimes include adds to the reimbursement

rate for hard to place residents or for residents with special needs. In additiospme states

have grant programs that give additional Medicaid funds for special projects; some give

AAAEI EOEAO AAAEOET T Al - AAEAABAOAOCORAAT RO ARDAE
incentives to promote quality). Some of these states have begunrhove their

reimbursement system from one based only on facility costs to one more focused on

quality. Given the fiscal crisis that New York State and other states find themselves in and
OEA T ATUu AAOA DPOT Al AT O OOEI I itAs@EcIGHELthe stdd |1
undertake a comprehensive assessment of these funding streams. How are funds being
granted? Is the state getting quality care for its money? Can the system be modified in a
way that all public funds going into nursing homes ectourage and ensure access, quality

and efficiency? Can the Medicaid reimbursement system be modified to focus on positive
OAOEAAT O 1 OOAT 1 AO OAOEAO OEAT OEIPIU 11 £EAAEI

(@}
O;

Case Mix Nursing Home Reimbursement

Casemix reimbursement has kecome the most frequently used payment system for
Medicaid nursing home care Many states moved to a casmix system in order to: (1)

improve access to care (for heavy care residents) by varying the reimbursement

OAOA xEOE OEA OA Oipidvk keffzi@r@y aAd cbnfais GoBts by ppyisgg 4 E
prospectively; and (3) enhance quality of care by linking reimbursement to the acuity of
care.

However, a casanix system also has a number of inherent disincentives for quality and
access: (1) because faciligis are paid higher rates for heavier care residents, there is a
possibility that lighter care residents, those in the lower paying categories, who still need
nursing home care, may not be attractive to nursing homes and will not get the care they
need; (2) because residents who improve are reclassified into a lower paying category,
there is a built in disincentive for facilities to help residents improve; and (3) because
profits can be made by spending less than the prospective rate, facilities may not be
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spending what they need to in order to care for the residents they admit; they may not be
more efficient, they may simply be withholding care.

Project Goals

This study is focusing on how different states, using a caseix reimbursement system,
encourage a&cess, quality and efficiency. Given the potential negative incentives in cane
reimbursement systems, a number of states have added creative components to the
payment methodology in order to ameliorate their effects and have looked for other ways

to use Medicaid funds to give incentives for access, quality and efficiency. By analyzing and
evaluating these components, the goals of this project are to make recommendations to:

1. Modify the nursing home caseamix system to better encourage quality care, aces
and efficiency.

2. Relate nursing home reimbursement to inspection and enforcement systems.

Relate nursing home reimbursement to quality outcomes.

4. Respond to the specific New York State budget proposals as the state identifies,
assesses and implements way® modify its reimbursement system, so that it better
achieves these goals of quality and efficiency in the face of the current economic
crisis.

w

Methodology

1. Detailed information was gathered on the characteristics of each of the 34 states using a
case-mix nursing home Medicaid reimbursement system similar to New York State. Four
main sources were used to collect these data: state statutes and regulations, provider
manuals distributed by the states, information gathered from previously published

scholarly articles and, in our seven case study states, interviews with state officials.

2. In order to get the perspective of those most directly affected by these issues, online
surveys were developed to be sent to ombudsmen and citizen advocacy group&acth of
the 34 casemix states researched. Those surveyed were asked to convey their level of
awareness of specific initiatives in their state and their impressions of how these initiatives
have affected quality care.

3. Using the data gathered from ouresearch and surveys, seven states were selected for
further analysis as case studies. These seven states, Georgia, Kansas, Maryland, Minnesota,
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Mississippi, Texas, and Utah, were selected because of their unique initiatives for access,
efficiency, and quéity. Using a uniform set of questions, state officials responsible for

Ei b1 Ai AT OET ¢ AT A AAi ET EOOAOEI ¢ OEAEO OOAOAOS
interviewed by telephone.

4. All of the collected data were analyzed and used as a basis for theivigbial case studies
presented in this final report.

Findings

Access Incentives

In order to encourage nursing home admittancedT | A OOAOAO HA@® CEOAT O,
AAAEI EOUGBO OAOA T O EAOA AAOGAT T PAA ODPMRAEAI OAO
consider hard to place or in need of more resources. Some states have programmatic

requirements attached to these adebns, in order to make sure that the added funds are

going into care; others have given the addns just for admitting the resident. Some states

have addons to encourage access for Medicaid residents and to encourage higher

occupancy levels. Other states offer funds for special equipment for residents who need

more expensive treatments. A number of the states that have introducedaons to rates

or other ways of encouraging facilities to admit certain categories of residents began their

initiative when the states identified people who were finding it difficult to gain admission

to state nursing homes; others began based upon prowedlobbying of their legislatures

and governors. It is unclear whether all of these initiatives are needed and whether they

have been successful in meeting their goals. Typical adas are for: (1) ventilator

dependent residents; (2) braininjured residents; and (3) residents with dementia or

'l UEAEI AOB O8 . Ax 91 OE EAO A 1 0i ARO T &£ OEAOAN

others without.

Quiality Incentives

In order to encourage quality, states have used Medicaid funds in various ways. A number
of states have structured their Medicaid casenix reimbursement system in ways to
encourage spending in direct care (acknowledging that spending in direct care is critical to
guality care). They have done this by setting ceilings (caps) higher on direct care exges
than for other expenses, such as idirect expenses, or they have put caps only on-irect
expenses. Most do not offer efficiency incentives in the direct care areas to encourage
spending. Some states even require facilities to spend any savingey have incurred as a
result of spending less than the caps or floors on direct care. One state pays facilities a
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higher rate for two months when a resident improves enough to move to a lowgraying
category, to encourage facilities to help residents impve. This state also requires
documentation that a negative outcome was not the fault of the facility before they
reimburse for certain treatments for that outcome. A few of the states are denying
efficiency incentives to facilities with deficiencies; op state lowers the rate for facilities
with major care problems. Another state will be tying reimbursement directly to quality by
using quality scores to develop limits on certain cost centers. It permits more spending if
quality is high. The higher the faility's quality score, the higher its cost limits will be.

Some states have also used pools of Medicaid funds from outside the structure of
traditional reimbursement funds to give to eligible nursing homes to encourage quality.
These include grant progams for special projects improving quality; additional funds for
PDAOAEI Oi ET Gfor-DRIOEI jOOBMAWAASG AT A T OEAO ET AAT OEOAO
project is focusing on ways in which states can redirect the reimbursement system from
purely a facility cost based system to one which is based more on quality outcomes. Thus,
money that is used in these special pools of funding must also be seen as a part of the
reimbursement system.

Efficiency Incentives
States used two basic methods to encourage fadiis to operate efficiently.

1 The first method sets limits on reimbursement which are tied to either the median
or mean costs of all facilities within a state or peer group. There are two ways the
states are using this method:

o Reimbursement is limited © a set rate, regardless of the historical costs of
the facility. Thus, a facility is reimbursed at a median or average stavéde
or peer groupzwide rate.

o Ceilings and sometimes floors are set on spending as a certain percentage of
the median or mean tate (or peer group)wide cost. In such a system,
facilities spending above a ceiling or below a floor will receive that ceiling or
Al 11T 0 OAOEAO OEAT OEA EZEAAEI EOQUBO AAOOAI

1 The second method gives bonuses (efficiency incentives) to fatidis who keep their
costs below a ceiling.

Some states may be combining elements of both of these methods.
Other methods:

1 Some states limit the fraction of the total cost that can be spent on a particular cost
center (for example, administrative cost enter or other indirect cost center).
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1 Some states require the facilities to maintain a certain occupancy level.
1 Some states give bonuses for making changes to a facility that will make it more

efficient such as energy conservation renovations.

Recommendations

Access
States should nogive extra funds to facilities to admit certain residents without:
1 Identifying a specific need.
1 Setting goals for the incentive.
1 Mandating both programmatic requirements and positive outcomes.
1 Frequently evaluating whether the incentive is meeting its gals.
1 Dedicating resources to make sure that such evaluations are carried out for as long as
the incentive is in place.
Quiality
i States should encourage spending in direct care.
T ,ETEO 1 600 AA 1 AAA OF NOAI EOU AAQhceOEO]

system and enforcement systems.

States should begin to move their reimbursement systems from one focusing only on
facility costs to one more focused on quality by moving Medicaid funds over time into a
pool of money to be distributed to nursing hones based upon a variety of positive
outcome indicators.

Facilities with major care problems should be disqualified from programs that provide
additional funding.

All programs should be continually evaluated. Are they successful in meeting their
goals? Fotthis, it is crucial that resources be dedicated to evaluation.
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Efficiency

9 States should be encouraging spending in direct care, most of which relates to direct care
staff, not discouraging it.
o Ceilings and floors should be used for the direct care sts and
o Facilities spending below the floor in direct care must be required to spend the
difference between the floor and their costs on direct care or return the funds to
the state. States using a single statewide or peer group wide rate for facilities
should consider using ceilings and floors for direct care costs.

1 States should encourage spending in direct care areas by not permitting efficiency
payments in their direct care cost component.

1 Efficiency payments should be considered in those non direct areas not related to
care or quality of life.

1 In order to save money, states should consider capping certain costs as a percentage d
total costs. Such caps should be put on total indirect costs (or costs within this category
less related to care sule as administrative costs, owner compensation, etc) to make sure
that spending in these areas are not disproportionate to the amount being spent in

direct care.
1 States should create incentives for facility improvements which are cost efficient, such &
OEA ET OOAI 1 AOGETT 1T &£ OCOAAT 6 EI BOI OAT AT @

have the opportunity to save money in the long run.

1 States should have a formal process in place, with a source of funding, to evaluate the
effect of the structure of their system on efficiency and quality. Have costs gone down?
Has quality been compromised as costs have been contained or gone down?

Long Term Care Community Coalition March 2009© 8



Modifying the Case-Mix Medicaid Nursing Home System to Encourage
Quality, Access and Efficiency

INTRODUCTION

Public Funds for Nursing Homes

Nursing homes receive public funding in many ways. They areimbursed for the care they give to

Medicare and Medicaid residents through the Medicare and Medicaid nursing home reimbursement

systems. These systems sometimes include adds to the reimbursement rate for hard to place

residents or for residents with special needs. In addition, some states have grant programs that give

additional Medicaid funds for special projects; some give facilities additional Medicaid funds for

DAOAI O ET Gfor-DARIOIAEI jOOBAA KR ASG AT A 1T OEAO ET AAthaddiscdAO O b
crisis that New York State and other states find themselves in and the many care problems still

AGEOOET ¢ ET 1 OO OOAOAB3O 1 O0O0CET ¢ EIi AOGh EO EO AOOA
assessment of these funding streams. How are fundsibg granted? Is the state getting quality care
for its money? Can the system be modified in a way that all public funds going into nursing homes

encourage and ensure access, quality and efficiency? Can the Medicaid reimbursement system be

modifiedtofo)AOO T 1 DI OEOEOA OAOEAAT O 1T OOAI i AO OAOEA
Nursing Home Medicaid Reimbursement

When states set up their nursing home Medicaid reimbursement systems, they must make
a number of decisions concerning access, quality and eféoicy. Among these are:

1 Whether to use a retrospective system (i.e., facilities are reimbursed after giving
care based upon their actual costs), a prospective system such as case (i.e.,
facilities are given a rate before they give care based upon the@rojected costs) or a
combination of both.

1 Whether to use a system where reimbursement is limited to a set rate, regardless of
the historical costs of the facility or whether to set ceilings and floors on spending as
a certain percentage of the median omean state (or peer groupjwide cost).

1 Whether to group facilities into peer groups for calculating rates based upon
common characteristics such as geographical location, size, etc.

1 Whether to set limits on reimbursement for certain expenses such as adinistrative
costs.

1 Whether efficiency bonuses will be used.

Whether to direct higher payment to certain areas such as direct care.

1 How to encourage quality performance.

=a
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1 How to encourage access of hartb-place residents and residents with special
needs.

Case Mix Nursing Home Reimbursement

Casemix reimbursement has become the most frequently used payment system for

Medicaid nursing home care. In addition to the Federal Government using it for Medicare
reimbursement to nursing homes, 34 states in additiomno New York State now use it for
reimbursing facilities. In casemix reimbursement, nursing homes are reimbursed for the

care of their Medicaid or Medicare residents prospectively (before care is given) rather

than retrospectively (after care is given). fie system consists of two parts: a casmix

classification and a payment methodology. Classification involves the assessment of

residents to estimate the amount of care they will need and placement into a category or

group with other residents based upon Bnilar care needs%AAE COl OB EO CEOAI
ETAA@ j#-)Qd6 xEEAE OADPOAOAT 66h OAI AGEOAI Uh OE
in each group. The CMI is used in the payment methodolodhe payment methodology, or

how the specific rate is catulated, varies state by state although as a rule the higher the

CMI, the higher the rate.

Many states moved to a casmix system in order to:

Elmprove access to care (for heavy care residents) by varying the reimbursement
OAOA xEOE ©dadkionOAOEAAT 060

Elmprove efficiency and contain costs by paying prospectively.

FEnhance quality of care by linking reimbursement to the acuity of care.

The expectation is that a reimbursement policy that is responsive to differences in resident
care needs vill improve fairness among nursing homes by paying more to facilities whose
higher costs are a result of having heaviecare residents and, by paying prospectively
states hope that facilities can become more efficient by trying to spend at or below the
prospective rate?

However, a casanix system also has a number of inherent disincentives for quality and
access:

1 Bjorkgren, M.A. and Fries, B.Hnternational Journal of Healthcare Technology and Managemenfp@lying
RUGIII for Reimbursement of Nursing Facility CO A6 h 61 1 O A2/2006, pagdd 82R.0 p

2 Davis, M.A., Freeman, J.W. and Kirby, BH@alth Services ResearcliNursing Home Performance under
CaseMix Reimbursement: Responding to Heavwt AOA ) T AAT OEOAO AT A - AOEAO #EAT CA«

Long Term Care Community Coalition March 2009© 10



1 Because facilities are paid higher rates for heavier care residents, there is a
possibility that lighter care residents, those in the lower paing categories, who still
need nursing home care, may not be attractive to nursing homes and will not get the
care they need.

1 Because residents who improve are reclassified into a lower paying category, there
is a built in disincentive for facilities tohelp residents improve.

1 Because profits can be made by spending less than the prospective rate, facilities
may not be spending what they need to in order to care for the residents they admit;
they may not be more efficient, they may simply be withholdingare.

In fact, a number of studies have indicated that although the goal of encouraging access for
heavier care residents has been accomplished, other goals have not been met. For example,
several studies found a decline in professional (registered nurd&N] and licensed

practical nurse [LPN]) staffing after Medicaid case m#and Medicare CaséVix*
implementation, although concurrent nursing shortages in some markets may make it
difficult to attribute this solely to case mix reimbursement® The studies ¢ Medicare case

mix found that higher proportions of Medicare residents were associated with lower

staffing levels. In addition, studies found that there was a worsening of certain quality
indicators for long-stay residents which has been attributed to aeduction in observation

and preventive care, consistent with the reduction in professional staffing under Medicare
casemix.® Other studies have found no increase in nurse staffing based upon the increased
care needs after Medicaid case mix reimbursemertoption.? Also a decrease in

3 Grabowski, D. C. (2002)Inquiry. O4 EA %AT 1T 1T EA )i I EAAQCEITO 1 £ #AOA T EQ -
. OOO0ET ¢ ( BYd, Zogg2rA OAh 6

4Konetzka, R. T., Yi, D., Norton, E. C., & Kilpatrick, K. E. (2004). Effects of Medicare payment changes on

nursing home staffng and deficienciesHealth Services Researcl39, 4637488 and White, C. F. (2005).
-ARAEAAOAS8O 001 OPAAOCEOA 0AUI AT O 3UOOAI &I O OGEEI1TAA 1000
Inquiry , 42, 3517363.

5 The issue of staff shortage is compie One of the causes of staff shortages is poor working conditions in

nursing homes. See Kaiseredu.org, Addressing the Nursing Shortage: Background Brief, July 206BOA OA A OA E
suggests that the current shortage is the product of several trends includingteep population growth in

several states, a diminishing pipeline of new students to nursing, a decline in RN earnings relative to other

career options, an aging nursing workforcelpow job satisfaction and poor working conditionthat contribute to

highwi OE £ OAA AOOOEOEIT OAOAOR AT A Al ACEI ¢ DI DOl AGEIT Ot
least some of shortage could be diminished if conditions in nursing homes improved.

6 Konetzka, R. T., Norton, E. C., Sloane, P. D., Kilpatridk, k& Stearns, S. C. (2006). Medicgn@spective

payment and quality of care for long stay nursing facility residentsviedical Care44, 270z276.

7Butler, P. A., & Schlenker, R. #989). Case mix reimbursemenfor nursing homes: Objectives and

achievenents. Milbank Quarterly, 67, 1031z71036.
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rehabilitation services attributed to a decline in physical therapy staff was found in two
studies?
Project Goals

This study is focusing on how different states, using a caseix reimbursement system,
encourage access, qulity and efficiency. Given the potential negative incentives in casaix
reimbursement systems, a number of states have added creative components to the
payment methodology in order to ameliorate their effects and have looked for other ways

to use Medicaidfunds to give incentives for access, quality and efficiency. By analyzing and
evaluating these components, the goals of this project are to make recommendations to:

1. Modify the nursing home casanix system to better encourage quality care, access
and efficiency.

2. Relate nursing home reimbursement to inspection and enforcement systems.

Relate nursing home reimbursement to quality outcomes.

4. Respond to the specific New York State budget proposals as the state identifies,
assesses and implements ways to modifts reimbursement system, so thathey
better achieves these goals of quality and efficiency in the face of the current
economic crisis.

w

Methodology

1. An advisory committee, consisting of representatives of consumer organizations,
providers and researches, was formed to provide guidance for the projec.

2. Using information from research and conversations with a number of prominent
researchers, thirty-four states (in addition to New York) were identified as using a
casemix reimbursement system for their Medicaid nursing home reimbursement
systems.

3. $A0AET AA ET & Oi AGETIT xAO CAOEAOAA 11 OEA A

nursing home Medicaid reimbursement systems. A number of different data were
collected: details of the resident classification stems; the number and

Cohen, J., & Dubay, L. (1990). The effects of Medicaid reimbursement and ownership on nursing home costs,
case mix and staffinglnquiry , 27, 1837200.

8 White C. F. (2003). Rehabilitation therapy in skilled nursingEAAET EOQEA O wAEAAOO 1 £
payment system.Health Affairs, 22, 2147223. Woodchis, W. P. (2004). Physical rehabilitation following
Medicare prospective payment for skilled nursing facilities.Health Services Researcl39, 129971318.

9 See Appendix for a list of participants.
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characteristics of cost centers; the mechanism used to calculate rates; whether the
system was resident or facility specific; the use of ceilings or floors; frequency of
rebasing; peer groupings; the number of nursing facilities andesidents in each
state; and all incentives for access, efficiency and quality care. Four main sources
were used to collect these data: state statutes and regulations, provider manuals
distributed by the states, information gathered from previously publisied scholarly
articles and in our seven case study states, interviews with state official®.

4. After analyzing the data collected, a determination was made to focus on the areas
most relevant to the goals of this project for further data collection and arhgsis.

5. To facilitate analysis and comparison of state systems the data were organized on a
chart (included in appendix).

6. In order to get the perspective of those most directly affected by these issues, online
surveys were developed to be sent to ombudsem and citizen advocacy groups in
each of the 34 casenix states researched. Those surveyed were asked to convey
their level of awareness of specific initiatives in their state and their impressions of
how these initiatives have affected quality care.

7. Using the data gathered from our research and surveys, seven states were selected
for further analysis as case studies. These seven states, Georgia, Kansas, Maryland,
Minnesota, Mississippi, Texas, and Utah, were selected because of their unique
initiatives for access, efficiency, and quality.

8. 30A0A 1T EAEAEAI O OAODPI T OEAT A &£ O EI Bl Al Al OE
reimbursement systems were contacted and phone interviews were scheduled.

9. Interview questions were developed for each state. Eachterview lasted between
thirty minutes to an hour and was targeted at gathering information on specific
initiatives which were linked to incentives for access, efficiency, and quality care.
The goal of the interviews was to determine what led these statés implement
their initiatives, whether state officials felt they were successful, and if they would
change any aspects of their system.

10 For a full list of references see Appendix.
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10. After the initial interviews, all the data collected were analyzed and several follow
up phone interviews were scheluled to address any remaining questions on each
OOAOABO OAEI AOOOGAI AT O OUOOAI 8

11. Follow up questions were written and a second round of interviews with a few of

the state officials were conducted.

12.Using information from the interviews with state officials, a survey for state
ombudsmen and citizen advocacy groups in the seven case study states was
developed. The survey asked the respondents to comment on the different
initiatives and react to information collected from state officials.

13. All of the collected data were analyzed and used as a basis for the individual case
studies presented in this final report.
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EINDINGS

This is a summary of all the findings on all states using casax reimbursement for their
nursing home Medicaid reimbusement systemt! For more in-depth information, please
see detailed chart in the appendi®2 The number of facilities in the 34 states other than
New York using casamix ranged from a high of 1149 (Texas) to a low of 38 (Vermont); the
number of residents from a high of 89,698 (Texas) to a low of, 281 (Vermont); and the
percent of their residents covered by Medicaid ranged from a high of 77 (Mississippi) to a
low of 48 (lowa). New York State has 638 facilities serving 108,749 residents, of which 72
percentare on Medicaid.

Access Incentives
Yyl 1T OAAO O1T AT Ai OOACA 1 OOOET C ETIi-AT AAI BOOAT A
AAAEI EOUBO OAOA T O EAOA AAOGAT T PAA OPAAEAI
consider hard to place or in need of ma resources. Some states have programmatic
requirements attached to these adebns, in order to make sure that the added funds are
going into care; others have given the addns just for admitting the resident. Some states
have addons to encourage accedar Medicaid residents and to encourage higher
occupancy levels. Other states offer funds for special equipment for residents who need
more expensive treatments. A number of the states that have introduced adas to rates
or other ways of encouragingdcilities to admit certain categories of residents began their
initiative when the states identified people who were finding it difficult to gain admission
to state nursing homes; others began based upon provider lobbying of their legislatures
and governors. Itis unclear whether all of these initiatives are needed and whether they
have been successful in meeting their goald.Typical add-ons are for: (1) ventilator
dependent residents; (2) braininjured residents; and (3) residents with dementia or
Alzheii AOB6 08 . Ax 91T OE EAO A 1 0O0i AAO T &£ OEAOGAR OI I
others without.

OA

O >

M Four main sources were used to collect these data: state statutes and regulations, provider manuals
distributed by the states, information gathered from previously pblished scholarly articles and in our seven
case study states, interviews with state officialsThis information is accurate to the best of our ability.

2 For a copy of the full report and related materials, see www.nursinghome411.org.

13 Information on how theseaccesseedswere identified and whether the initiatives have been evaluated
was gathered on interviews with officials in the casestudy states or by researching any studies conductezh
these indicatives If the information below does not statehis information, it means that the information was
not available.
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Below is a summary of actions taken by the different stateStates marked with * are case
study states. See individual case studies for more detail.

Delaware14
Delaware gives adebns to facility rates for:

1 The care of residents receiving an active rehabilitative/preventative care program.
The facility must present individual care plans.

1 The care of residents exhibiting disruptive psychosocial behaviors fordalitional
nursing staff intervention and for psychosocial/preventative care programs. The
facility must present documentation of behaviors and care plans.

Georgia”

1 Georgia gives facilities a rate adjustment for residents with moderate to severe
cognitive impairment. The state had identified the admitting of these residents as a
problem. There are no programmatic requirements for this adebn. Facilities receive
the add-on if they admit such residents.

Idaho
Idaho gives facilities an adebn to their rates for:

1 Residents with special behavioral symptoms and for traumatic brain injury units.
1 Ventilator dependent residents.
1 Residents not residing in a special care unit needing ofte-one staffing.

lllinois

1 A number of addons for (51), among others, restorative care (i.e. bed mobility,
walking, dressing etc); bladder retraining; psychotropic medication monitoring;
dementia care unit; ventilator care; morbidobesity; pressure ulcer management;
pain management and restraintfree care. In order to receive these addns,
providers must document care.

Indiana
Indiana gives facilities an adebn to their ratesfor:

14 Based upon November 18, 2009 draft form.
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1 Special behavioral and traumatic brain injury units.
1 Ventilator dependent residents.

Kansas*

1 Kansas pays facilities an addn to their rates for residents who are ventilator
dependent. In order to qualify, the facility must develop a care plafor each
ventilator -dependent resident which is subject to outside review.

Kentucky

Kentucky gives facilities an adebn to their rates for:
1 Special behavioral and traumatic brain injury units.
1 Ventilator dependent residents.

Maine
1 Maine gives addonsfor rehabilitative services for brain-injured residents. In order
to receive the higher rates, the facility must meet a number of requirements related
to staffing and physical design.
Maryland*
1 Maryland gives facilities an enhanced rate for certain antdry services such as
decubitus ulcer care (Stages Ill and IVif ulcer is not a result of poor care), tube
feeding, communicable disease care, central intravenous lines, and ventilator care.

Many programmatic requirements are mandated.

Massachusetts
Massachusetts gives an adadn for:

1 Facilities that have over 75 percent of their residents with multiple sclerosis.
1 Residents with mental retardation and developmental disabilities in a facility that

maintains clinical and administrative procedures.

Mississippi*
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1 Mississippi gives providers an incentive to build Alzheimer units by giving higher
casemix weights for Alzheimer residents in certain RUGs categories who are cared
for in an Alzheimer unit. In addition, Mississippi gives facilities with an Alzheier
unit a higher fair rental value as part of its propertyreimbursement.

Nebraska

1 Nebraska provides an incentive to city or county owned nursing homes to
encourage them to take Medicaid residents.

1 Nebraska provides special rates for ventilator depeneht residents, residents with
brain injuries, etc, but only if facilities demonstrate they have appropriately trained
staff, have a distinct unit and have specific admission and discharge criteria.

New Hampshire
New Hampshire gives adebns for:

1 Residentswho are brain injured.
1 Ventilator dependent residents.

New York State

1 Currently New York State gives facilities higher rates for Special Care units for
people with AIDS, traumatic brain injury, ventilatordependency, pediatric care
needs and neurebehavioral care needs. These higher rates have significant
programmatic requirements. In addition, there is an adebn to the rates for
residents with dementia who fall into the lower RUGs categorie%? In 2006
legislation was passed to create additional addns for dementia residents in the
lower RUGs categorieand for bariatric residents. This has not gone into effect (as
of March 2009).

1 In 2008 the Governor proposed in his executive budget for 2002010 the addons
for dementia residents (without any programmatic requirements) and bariatric
(without any programmatic requirements at this time). In addition, he proposed a
reduction in payment for residents with lower acuity needs to encourage nursing
homes to find less restrictive settings for these resident&’ho may be
inappropriately placed in the facility. 16

15 There are few requirements attached to this and little oversight, if any, of the few that are in regulation.
16 While this goal is an important ae, if this initiative goes into effect, close monitoring must be undertaken
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North Carolina
North Carolinagives 