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1041-S AMH ALEX DEAN 029

SHB 1041 - H AMD

By Representative Alexander

On page 2, line 21, after "allocations." insert "Adjusted cost

report data from 2003 will be used for July 1, 2005, and later
direct care component rate allocations. "

On page 3, line 6, after "allocations." insert "Adjusted cost

report data from 2003 will be used for July 1, 2005, and later
therapy care component rate allocations. "

On page 3, line 16, after "allocations." insert "Adjusted cost

report data from 2003 will be used for July 1, 2005, and later
support services component rate allocations. "

On page 3, line 25, after "allocations." insert "Adjusted cost

report data from 2003 will be used for July 1, 2005, and later
operations component rate allocations. "

On page 5, after line 8, insert the following:

"Sec. 2. RCW 74.46.501 and 2001 1st sp.s. c 8 s 9 are each
amended to read as follows:

(1) From individual case mix weights for the applicable
quarter, the department shall determine two average case mix
indexes for each medicaid nursing facility, one for all residents
in the facility, known as the facility average case mix index, and
one for medicaid residents, known as the medicaid average case mix
index.

(2)(a) In calculating a facility’s two average case mix indexes
for each quarter, the department shall include all residents or
medicaid residents, as applicable, who were physically in the
facility during the quarter in question (January 1st through March
31st, April 1st through June 30th, July 1st through September 30th,
or October 1st through December 31st).
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(b) The facility average case mix index shall exclude all
default cases as defined in this chapter. However, the medicaid
average case mix index shall include all default cases.

(3) Both the facility average and the medicaid average case mix
indexes shall be determined by multiplying the case mix weight of
each resident, or each medicaid resident, as applicable, by the
number of days, as defined in this section and as applicable, the
resident was at each particular case mix classification or group,
and then averaging.

(4)(@) In determining the number of days a resident is
classified into a particular case mix group, the department shall
determine a start date for calculating case mix grouping periods as
follows:

(i) If a resident’s initial assessment for a first stay or a
return stay in the nursing facility is timely completed and
transmitted to the department by the cutoff date under state and
federal requirements and as described in subsection (5) of this
section, the start date shall be the later of either the first day
of the quarter or the resident’'s facility admission or readmission
date;

(i) If a resident’s significant change, quarterly, or annual
assessment is timely completed and transmitted to the department by
the cutoff date under state and federal requirements and as
described in subsection (5) of this section, the start date shall
be the date the assessment is completed,;

(i) If a resident’s significant change, quarterly, or annual
assessment is not timely completed and transmitted to the
department by the cutoff date under state and federal requirements
and as described in subsection (5) of this section, the start date
shall be the due date for the assessment.

(b) If state or federal rules require more frequent assessment,
the same principles for determining the start date of a resident’s
classification in a particular case mix group set forth in
subsection (4)(a) of this section shall apply.

(c) In calculating the number of days a resident is classified
into a particular case mix group, the department shall determine an
end date for calculating case mix grouping periods as follows:

(i) If a resident is discharged before the end of the
applicable quarter, the end date shall be the day before discharge;
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(i) If a resident is not discharged before the end of the
applicable quarter, the end date shall be the last day of the
quarter,;

(i) If a new assessment is due for a resident or a new
assessment is completed and transmitted to the department, the end
date of the previous assessment shall be the earlier of either the
day before the assessment is due or the day before the assessment
is completed by the nursing facility.

(5) The cutoff date for the department to use resident
assessment data, for the purposes of calculating both the facility
average and the medicaid average case mix indexes, and for
establishing and updating a facility’s direct care component rate,
shall be one month and one day after the end of the quarter for
which the resident assessment data applies.

(6) A threshold of ninety percent, as described and calculated
in this subsection, shall be used to determine the case mix index
each quarter. The threshold shall also be used to determine which
facilities’ costs per case mix unit are included in determining the
ceiling, floor, and price. If the facility does not meet the
ninety percent threshold, the department may use an alternate case
mix index to determine the facility average and medicaid average
case mix indexes for the quarter. The threshold is a count of
unique minimum data set assessments, and it shall include resident
assessment instrument tracking forms for residents discharged prior
to completing an initial assessment. The threshold is calculated
by dividing a facility’s count of residents being assessed by the
average census for the facility. A daily census shall be reported
by each nursing facility as it transmits assessment data to the
department. The department shall compute a quarterly average
census based on the daily census. If no census has been reported
by a facility during a specified quarter, then the department shall
use the facility’s licensed beds as the denominator in computing
the threshold.

(7)(a) Although the facility average and the medicaid average
case mix indexes shall both be calculated quarterly, the facility
average case mix index will be used only every three years in
combination with cost report data as specified by RCW 74.46.431 and
74.46.506, to establish a facility’s allowable cost per case mix
unit. A facility’s medicaid average case mix index shall be used
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to wupdate a nursing facility's direct care component rate
quarterly.

(b) The facility average case mix index used to establish each
nursing facility’s direct care component rate shall be based on an
average of calendar quarters of the facility’s average case mix
indexes.

(i) For October 1, 1998, direct care component rates, the
department shall use an average of facility average case mix
indexes from the four calendar quarters of 1997.

(i) For July 1, 2001, direct care component rates, the
department shall use an average of facility average case mix
indexes from the four calendar quarters of 1999.

(iif) Beginning on July 1, 2005, when establishing direct care

component rates, the department shall use an average of facility

case mix indexes from the calendar quarters occurring during the

cost report period used to rebase the direct care component rate

allocations as specified in RCW 74.46.431.

(c) The medicaid average case mix index used to update or
recalibrate a nursing facility’'s direct care component rate
quarterly shall be from the calendar quarter commencing six months
prior to the effective date of the quarterly rate. For example,
October 1, 1998, through December 31, 1998, direct care component
rates shall utilize case mix averages from the April 1, 1998,
through June 30, 1998, calendar quarter, and so forth."

Renumber remaining sections consecutively and correct title and
internal references.

On page 5, line 36, strike "and 1999" and insert "((and)) 1999, —
and 2003 "

On page 9, after line 14, insert the following:

"Sec. 3. RCW 74.46.511 and 2001 1st sps . c 8 s 11 are
amended to read as follows:

(1) The therapy care component rate allocation corresponds to
the provision of medicaid one-on-one therapy provided by a
qualified therapist as defined in this chapter, including therapy
supplies and therapy consultation, for one day for one medicaid
resident of a nursing facility. The therapy care component rate
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allocation for October 1, 1998, through June 30, 2001, shall be
based on adjusted therapy costs and days from calendar year 1996.
The therapy component rate allocation for July 1, 2001, through
June 30, 2004, shall be based on adjusted therapy costs and days

from calendar year 1999. The _therapy care component rate
allocation for July 1, 2005, and future rate setting, shall be

based on adjusted therapy costs and days from calendar year 2003.

The therapy care component rate shall be adjusted for economic

© 00 N O Ol WDN P

W W W W W W WwWwwwNMNDNDNMDNDNMNDNMDNDNMNMNDNMDNNMNMNMNMDNREPRPRPPRPEPEPRPEPRPEPRPRERPPRERPRE
0O N O A W NPEFP O OWOWuNO O~ WDNEPEOOWOOLwWNOO O~ wDdNDE. o

trends and conditions as specified in RCW 74.46.431(5)(b), and
shall be determined in accordance with this section.

(2) In rebasing, as provided in RCW 74.46.431(5)(a), the
department shall take from the cost reports of facilities the
following reported information:

(a) Direct one-on-one therapy charges for all residents by
payer including charges for supplies;

(b) The total units or modules of therapy care for all
residents by type of therapy provided, for example, speech or
physical. A unit or module of therapy care is considered to be
fifteen minutes of one-on-one therapy provided by a qualified
therapist or support personnel; and

(c) Therapy consulting expenses for all residents.

(3) The department shall determine for all residents the total
cost per unit of therapy for each type of therapy by dividing the
total adjusted one-on-one therapy expense for each type by the
total units provided for that therapy type.

(4) The department shall divide medicaid nursing facilities in
this state into two peer groups:

(a) Those facilities located within urban counties; and

(b) Those located within nonurban counties.

The department shall array the facilities in each peer group
from highest to lowest based on their total cost per unit of
therapy for each therapy type. The department shall determine the
median total cost per unit of therapy for each therapy type and add
ten percent of median total cost per unit of therapy. The cost per
unit of therapy for each therapy type at a nursing facility shall
be the lesser of its cost per unit of therapy for each therapy type
or the median total cost per unit plus ten percent for each therapy
type for its peer group.
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(5) The department shall calculate each nursing facility’s
therapy care component rate allocation as follows:

(@) To determine the allowable total therapy cost for each
therapy type, the allowable cost per unit of therapy for each type
of therapy shall be multiplied by the total therapy units for each
type of therapy;

(b) The medicaid allowable one-on-one therapy expense shall be
calculated taking the allowable total therapy cost for each therapy
type times the medicaid percent of total therapy charges for each
therapy type;

(c) The medicaid allowable one-on-one therapy expense for each
therapy type shall be divided by total adjusted medicaid days to
arrive at the medicaid one-on-one therapy cost per patient day for
each therapy type;

(d) The medicaid one-on-one therapy cost per patient day for
each therapy type shall be multiplied by total adjusted patient
days for all residents to calculate the total allowable one-on-one
therapy expense. The lesser of the total allowable therapy
consultant expense for the therapy type or a reasonable percentage
of allowable therapy consultant expense for each therapy type, as
established in rule by the department, shall be added to the total
allowable one-on-one therapy expense to determine the allowable
therapy cost for each therapy type;

(e) The allowable therapy cost for each therapy type shall be
added together, the sum of which shall be the total allowable
therapy expense for the nursing facility;

() The total allowable therapy expense will be divided by the
greater of adjusted total patient days from the cost report on
which the therapy expenses were reported, or patient days at
eighty-five percent occupancy of licensed beds. The outcome shall
be the nursing facility’s therapy care component rate allocation.

(6) The therapy care component rate allocations calculated in
accordance with this section shall be adjusted to the extent
necessary to comply with RCW 74.46.421.

(7) The therapy care component rate shall be suspended for
medicaid residents in qualified nursing facilities designated by
the department who are receiving therapy paid by the department
outside the facility daily rate under RCW 74.46.508(2)."
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1 Renumber the sections consecutively and correct title and any
2 internal references accordingly.

EFFECT: For the purposes of July 1, 2005, and future nursing
facility Medicaid payment rates, nursing facility rate

component allocations for direct care, therapy care, support
services, and operations will be based upon adjusted calendar

year 2003 cost reports.
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