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5. 

129-10-18.  Rates of reimbursement.  (a) Rates for existing nursing facilities.

(1) The determination of per diem rates shall be made, at least annually, using 

base-year cost information submitted by the provider and retained for cost auditing and 

analysis.   

(A) The base year utilized for cost information shall be reestablished at least 

once every seven ye

(B) A factor for inflation may be applied to the base-year cost information. 

(C) For each provider currently in new enrollment, re-enrollment, or change of 

ownership status, the base year shall be determined in accordance with subsections (c), 

(d), and (e), respective

(2) Per diem rates shall be limited by cost centers, except where there are 

special level-of-care facilities approved by the United States department of health and 

human services.  The upper payment limits shall be determined by the median in each 

cost center plus a percentage of the median, using base-year cost information.  The 

percentage factor applied to the median shall be determine

(A) The cost centers shall be as follows: 

(i) Operating; 

(ii) indirect health care; and 

(iii) direct health care. 

(B) The property component shall consist of the real and personal property fee 

as specified in K.A.R. 129-10-2



129-10-18  (2) 
 
 

 

 

index. 

ent residents shall be excluded from the calculation of the facility’s 

averag se

 is a 

change m 

sident assessments that cannot be classified shall be assigned to the 

lowest  m

ate for each provider, a factor for incentive may be 

added

s information corresponding to 

the ba ea

rmine the upper payment limit and rates for food and utilities in the indirect 

health  c

(C) The upper payment limit for the direct health care cost center shall be a 

statewide base limit calculated on each facility’s  base-year costs adjusted for case mix. 

(i)  A facility-specific, direct health care cost center upper payment limit shall 

be calculated by adjusting the statewide base limit by that facility’s average case mix

(ii)  Resident assessments used to determine additional reimbursement for 

ventilator-depend

e ca  mix index. 

(3) Each provider shall receive an adjusted rate for each quarter if there

 fro the previous quarter in the facility’s average medicaid case mix index. 

(4) Re

 case ix index. 

(5) To establish a per diem r

 to the allowable per diem cost. 

(6)(A)Resident days shall be determined from censu

se-y r cost information submitted by the provider. 

(B) The total number of resident days shall be used to calculate the per diem 

costs used to determine the upper payment limit and rates in the direct health care cost 

center.  The total number of resident days shall be used to calculate the per diem costs 

used to dete

care ost center. 
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all be subject to an 85 percent minimum 

occupa y re

period shall have the 

numbe re

 

he interim rate of a 

new pr er

ram, each nursing facility provider shall obtain proper certification for all 

license ds

 greater shall have 

actual e

iven a detailed listing of the computation of the rate 

determ  fo

effective date of the rate for existing providers shall be in accordance 

with K. . 3

(C) For homes with more than 60 beds, the number of resident days used to 

calculate the upper payment limits and rates in the operating cost center and indirect 

health care cost center, less food and utilities, sh

nc quirement based on the following: 

(i) Each provider that has been in operation for 12 months or longer and has 

an occupancy rate of less than 85 percent for the cost report 

r of sident days calculated at the minimum occupancy of 85 percent. 

(ii) The 85 percent minimum occupancy requirement shall be applied to the 

number of resident days and costs reported for the 13th month of operation and after. 

The 85 percent minimum occupancy requirement shall be applied to t

ovid , unless the provider is allowed to file a projected cost report. 

(iii) The minimum occupancy rate shall be determined by multiplying the total 

number of licensed beds by 85 percent.  In order to participate in the Kansas medical 

assistance prog

d be . 

(iv) Each provider with an occupancy rate of 85 percent or

resid nt days for the cost report period used in the rate computation. 

(7) Each provider shall be g

ined r the provider's facility. 

(8)  The 

A.R 0-10-19. 
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to the cy

The agency shall maintain a registry of private-pay per diem rates 

submit y 

the private-pay rate 

and th fec

on submitted with the cost reports shall not 

constit not

pay rate notices by certified mail so that there is 

docum tio

he private-pay rate registry shall be updated based on the notification from 

the pro rs

llowing month in which 

comple doc

fter the 15th, the effective date in the register shall be the first day of 

(b) Rate limitations based on comparable service private-pay charges. 

(1) For each nursing facility and nursing facility for mental health, the per diem 

rate for care shall not exceed the rate charged for the same type of service to residents 

who are not under the Kansas medical assistance program.  Private-pay rates 

agen  on other than a per diem basis shall be converted to a per diem equivalent. 

(2) 

ted b providers. 

(A) Each provider shall notify the agency of any change in 

e ef tive date of that change so that the registry can be updated. 

(i) Private-pay rate informati

ute ification and shall not be acceptable. 

(ii) Providers may send private-

enta n of receipt by the agency. 

(B) T

vide . 

(C) The effective date of the private-pay rate in the registry shall be the later of 

the effective date of the private-pay rate or the first day of the fo

te umentation of the private-pay rate is received by the agency. 

(i) If the effective date of the private-pay rate is other than the first day of the 

month, the effective date in the registry shall be the first day of the closest month.  If the 

effective date is a
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the 

effectiv te

included in 

the registry.  

eighted average private- pay rate for room 

differe s s

ts in all rooms. The result, or quotient, is the weighted 

averag iva

 calculation of the 

weight e

cumentation shall limit the private-pay rate in the 

registr the

eighted average private-pay rate for 

level-o re 

owin month. 

(ii) For new facilities or new providers coming into the medicaid program, 

e da  of the private-pay rate shall be the date on which certification is issued. 

(3) The average private-pay rate for comparable services shall be 

The average private pay rate may consist of the following variables: 

(A)  Room rate differentials. The w

ntial hall be determined as follows: 

(i) Multiply the number of private-pay residents in private rooms, semiprivate 

rooms, wards, and all other room types by the rate charged for each type of room.  Sum 

the resulting products of each type of room.  Divide the sum of the products by the total 

number of private pay residen

e pr te-pay rate for room differentials. 

(ii) Each provider shall submit documentation to show the

ed av rage private-pay rate if there are room rate differentials. 

(iii) Failure to submit the do

y to  semiprivate room rate. 

(B) Level-of-care rate differentials. The w

f-ca differentials shall be determined as follows: 

(i) Multiply the number of private-pay residents in each level of care by the rate 

they are charged to determine the product for each level of care.  Sum the products for 

all of the levels of care.  Divide the sum of the products by the total number of 
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f care.  The result, or quotient, is the weighted 

averag iva

e calculation of the 

weight

date of the 

averag iva

-pay rate if the same items and services are 

allowa n t

submit documentation to show the calculation of the 

weight ve

verage private-pay rate in the registry until the complete documentation is 

received.  

 

rage private-pay rate shall be reduced by the amount of any discount 

receive  t

 included in the 

private-pay residents in all levels o

e pr te-pay rate for the level-of-care differentials. 

(ii) Each provider shall submit documentation to show th

ed average rate when there are level-of-care rate differentials. 

(iii) Failure to submit the documentation may delay the effective 

e pr te-pay rate in the registry until the complete documentation is received. 

(C) Extra charges to private-pay residents for items and services may be 

included in the weighted average private

ble i he Kansas medical assistance program rate. 

(i) Each provider shall 

ed a rage extra charges. 

(ii) Failure to submit the documentation may delay the effective date of the 

weighted a

(4) The weighted average private-pay rate shall be based on what the provider 

receives from the resident.  If the private-pay charges are consistently higher than what 

the provider receives from the residents for services, then the average private-pay rate 

for comparable services shall be based on what is actually received from the residents. 

The weighted ave

d by he residents. 

(5) The private-pay rate for medicare skilled beds shall not be
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compu n 

he Kansas medical 

assista pr

tance program rate, beginning with its effective date, shall be 

calcula  as

te-pay rate adjusted to reflect the medicaid case mix or the calculated 

Kansa di

x, the Kansas medical assistance program rate shall be the 

averag iva

 which complete private-pay rate documentation is received or the effective 

date o ew

gram shall be based on a projected cost report 

tatio of the average private-pay rate for nursing facility services. 

(6) When providers are notified of the effective date of t

nce ogram rate, the following procedures shall be followed: 

(A) If the private-pay rate indicated on the agency register is lower, then the 

Kansas medical assis

ted  follows: 

(i) If the average medicaid case mix index is greater than the average 

private-pay case mix index, the Kansas medical assistance program rate shall be the 

lower of the priva

s me cal assistance rate. 

(ii) If the average medicaid case mix index is less than or equal to the average 

private-pay case mix inde

e pr te-pay rate. 

(B) Providers who  are held to a lower private pay rate and subsequently notify 

the agency in writing of a different private-pay rate shall have the Kansas medical 

assistance program rate adjusted on the later of the first day of the month following the 

date upon

f a n  private-pay rate. 

(c) Rate for new construction or a new facility to the program. 

(1) The per diem rate for any newly constructed nursing facility or a new facility 

to the Kansas medical assistance pro
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submit n 

report rin to the base-year period. 

.  During this time, the adjusted cost data shall be 

used to ter

viders shall be applied to the adjusted cost data for each provider in 

new en

ing facility financial and statistical report is 

received and processed to determine a rate. 

te, the 

85 per  m

peration, the payment rate 

shall b lendar year submitted by the 

ted i accordance with K.A.R. 129-10-17. 

(2) The cost information from the projected cost report and the first historic cost 

cove g the projected cost report period shall be adjusted 

(3) The provider shall remain in new enrollment status 

until the base year is reestablished

 de mine all rates for the provider.  

(4) Each factor for inflation that is applied to cost data 

for established pro

rollment status. 

(5) No rate shall be paid until a nurs

(d) Change of provider.  

(1) The payment rate for the first 24 months of operation shall be based on the 

base-year historical cost data of the previous owner or provider.  If base-year data is not 

available, data for the most recent calendar year available preceding the base-year 

period shall be adjusted to the base-year period and used to determine the rate. If the 85 

percent minimum occupancy requirement was applied to the previous provider's ra

cent inimum occupancy requirement shall also be applied to the new provider's 

rate. 

(2) Beginning with the first day of the 25th month of o

e based on the historical cost data for the  first ca



129-10-18  (9) 
 
 

ge-of-provider 

status  th  adjusted cost data shall 

r inflation that is applied to cost data 

for est he

-provider status. 

cted cost report if the provider has not actively participated in the 

progra  t

cost report filed with the agency or the most recent cost 

report  p

(2) If the per diem rate for a provider reentering the program is determined in 

accord  w sted to the base-year 

new provider.  The data shall be adjusted to the base-year period. 

(3)  The provider shall remain in chan

until e base year is reestablished.  During this time, the

be used to determine all rates for the provider.  

(4) Each factor fo

ablis d providers shall be applied to the adjusted cost data for each provider in 

change-of

(e) Determination of the rate for nursing facility providers reentering the 

medicaid program. 

(1) The per diem rate for each provider reentering the medicaid program shall 

be determined from either of the following: 

(A) A proje

m by he submission of any current resident service billings to the program for 24 

months or more; or 

(B) the base-year 

filed receding the base year, if the provider has actively participated in the 

program during the most recent 24 months. 

ance ith paragraph (e)(1)(A), the cost data shall be adju

period.   

(3) The provider shall remain under reenrollment status 
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until th se

 provider.  

the per diem rate for a provider reentering the program is determined in 

accordance with paragraph (e)(1)(A), a settlement shall be made in accordance with 

subsec  (f

has more than one 

facility lv

d of the audit findings shall be sent to the provider.  Retroactive 

adjustm t o

e ba  year is reestablished.  During this time, the cost data used to determine 

the initial rates shall be used to determine all subsequent rates for the

(4) Each factor for inflation that is applied to cost data for established providers 

shall be applied to the cost data for providers in reenrollment status. 

(5) If 

tion ). 

(f) Per diem rate errors. 

(1) If the per diem rate, whether based upon projected or historical cost data, is 

audited by the agency and found to contain an error, a direct cash settlement shall be 

required between the agency and the provider for the amount of money overpaid or 

underpaid.  If a provider with an identified overpayment is no longer enrolled in the 

medicaid program, the settlement shall be recouped from a facility owned or operated by 

the same provider or provider corporation, unless other arrangements have been made 

to reimburse the agency.  A net settlement may occur if a provider 

 invo ed in settlements.  In all cases, settlements shall be recouped within 12 

months of the implementation of the corrected rates, or interest may be assessed.  

(2) The per diem rate for a provider may be increased or decreased as a result 

of a desk review or audit of the provider's cost reports.  Written notice of this per diem 

rate change an

en f the rate paid from a projected cost report shall apply to the same period of 
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t an administrative review of an audit adjustment that results in an 

overpa nt

ay be determined after the provider is notified 

of the ra

t allowed to submit a projected cost report for an 

interim  s

as 

medica sis

 by the agency. 

-10-21 shall be paid 

at 67 p nt

 writing for prior approval.  Each request 

shall in e 

time covered by the projected rate. 

(3) Each provider shall have 30 days from the date of the audit report cover 

letter to reques

yme  or underpayment.  The request shall specify the finding or findings that the 

provider wishes to have reviewed. 

(4) An interim settlement, based on a desk review of the historical cost report 

covering the projected cost report period, m

new te determined from the cost report.  The final settlement shall be based on 

the rate after an audit of the historical cost report. 

(5) A new provider that is no

 rate hall not be entitled to a retroactive settlement for the first year of operation. 

(g) Out-of-state providers.   

(1) The rate for out-of-state providers certified to participate in the Kans

l as tance program shall be the rate approved by the agency.   

(2) Each out-of-state provider shall obtain prior authorization

(h) Reserve days.  Reserve days as specified in K.A.R. 30

erce  of the Kansas medical assistance program per diem rate. 

(i) Determination of rate for ventilator-dependent resident. 

(1) The request for additional reimbursement for a ventilator-dependent 

resident shall be submitted to the agency in

clud a current care plan for the resident, the most current resident assessment, 
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plementing that care plan.   

nt to be 

consid  v

(A) The resident is not able to breathe without mechanical ventilation. 

 day, seven days a 

week. 

gotiated based on the prevailing cost of the 

individ ca

resident is no longer ventilator-dependent, the provider shall 

not rec  a

and an itemized expense list for im

(2) All of the following conditions shall be met in order for a reside

ered entilator-dependent: 

(B) The resident uses a ventilator for life support 24 hours a

(C) The resident has a tracheostomy or endotracheal tube. 

(3) The provider shall be reimbursed at the Kansas medical assistance 

program daily rate determined for the nursing facility plus an additional amount approved 

by the agency for the ventilator-dependent resident. The provider shall submit a budget 

with the detail of the expenditures requested to care for the ventilator-dependent resident. 

 The additional reimbursement shall be ne

ual re plan and subject to an upper payment limit that is based on the 

comparable rate from the medicare prospective payment system. 

(4) No additional amount above that figured at the Kansas medical assistance 

program daily rate shall be allowed until the service has been authorized by the agency. 

(5) The criteria shall be reviewed quarterly to determine if the resident is 

ventilator-dependent.  If a 

eive dditional reimbursement beyond the Kansas medical assistance program 

daily rate determined for the facility. 

(6) The additional reimbursement for the ventilator-dependent resident shall be 
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fit on the nursing facility financial and statistical report.  

K.S.A. 2007 Supp. 75-7403 and 75-7412; implementing K.S.A. 2007 

upp. 75-7405 and 75-7408; effective  

Sept. 19, 2008.) 

 

offset to the cost center of bene

(Authorized by  
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