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Q. What is the Quality Assessment Fee (QAF) Appeal Reduction Plan?
A: As part of negotiations with the nursing facility provider associations

and the Office of Medicaid Policy and Planning (OMPP), the OMPP
agreed to permit reimbursement of certain historically denied nursing
facility costs and resolve the liabilities associated with certain
administrative audit appeals. To qualify for this arrangement, nursing
facilities must withdraw both rate and audit appeals that relate to a Rate
Effective Date (RED) prior to October 1, 2011 for rate appeals and prior
to RED July 1, 2011 for audit appeals.

Q. How does this plan work?
A: The FSSA Office of General Counsel (OGC) will group certain appeals

and send a letter to those providers.  The letter will include a list of
appeals subject to the arrangement and an Agreement to Resolve
Administrative Appeals, which the provider and/or the provider’s attorney
will need to complete and return. Upon receipt of a signed Agreement, the
OGC will submit the dismissal paperwork to an FSSA Administrative Law
Judge (ALJ). The provider and/or the provider’s attorney will receive
copies of all papers submitted to the ALJ and the subsequent dismissal
order.

Q. What does the Agreement mean?
A: Under the terms of the Agreement, the provider agrees to withdraw both

administrative rate and audit appeals in exchange for the OMPP
discharging its potential liability identified in the audit appeals.  The
Agreement will be signed by both parties to the appeal before the cases
are dismissed.

Q. What happens after the case is dismissed?
A: The OMPP, by an accounting adjustment, will satisfy the liability

identified in audit appeals on the provider’s behalf using the QAF funds
and close the appeals files. Provider will make no additional payments to
the OMPP and the OMPP will not make any payments directly to the
provider.

Q. What if I decline to accept the offer?
A: Arrangements will be made to proceed with the administrative appeal(s)

and any overpayment as determined by the ALJ will be recouped by the
state from the individual provider.

Q: What if I only want to dismiss some, but not all of the listed appeals?
A: All of the identified administrative appeals must be withdrawn in order to

take advantage of this plan. This includes the withdrawal of both rate and
audit appeals with a Rate Effective Date (RED) prior to October 1, 2011
for rate appeals and prior to RED July 1, 2011 for audit appeals.
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Q: Will the letters include all of my appeals? Or, why did I receive more than one
notice for the same facility?

A: Every effort is being made to consolidate the notices to the extent possible.
However, due to the scope and complexity of this project it is necessary to
group the notices into batches, which means that the first batch may not
include all of the provider’s appeals. Accordingly, it is possible that
provider will receive several notices at different times with a different list
of administrative appeals.

Q: Can I add appeals to the list to resolve them all at once?
A: Yes, please be sure to list both the audit and rate appeals and submit the

supporting documentation. Upon receipt, the OGC will incorporate the
appeals into the list and resubmit a revised Agreement.

Q: How will I know when this process is completely done?
A: When the process has been completed, the OMPP will send a letter.  At

that time, if a provider believes that it has appeals that have not been
included, the provider may submit documentation of any other appeal to
be considered for dismissal.

Q: Does all of the increased QAF go to resolving these appeals?
A: No, actually only about 17% of the increased QAF for State Fiscal Years

2012 & 2013 go for this purpose.

Q: What else does the increase to the QAF go towards?
A: Most of the increase to the QAF is used to fund increases to nursing

facility rates.  This includes a number of items which were previously
either non-reimbursable or reimbursed through the fair rental value
calculation that are now being reported on the cost report in the direct or
indirect care component.  In addition to those changes to allowable costs,
the maximum report card score add-on being increased from $5.75 to
$14.30.


