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NEVADA REVISED STATUTES

439B.200 Creation; appointment of and restrictions on members; officers;
terms of members; vacancies; annual reports.

1. There is hereby established a legislative committee on health care
consisting of three members of the senate and three members of the assembly,
appointed by the legislative commission. The members must be appointed with
appropriate regard for their experience with and knowledge of matters relating
to health care.

2. No member of the committee may:

(a) Have a financial interest in a health facility in this state;

(b) Be a member of a board of directors or trustees of a health facility in
this state;

(c) Hold a position with a health facility in this state in which the legislator
exercises control over any policies established for the health facility; or

(d) Receive a salary or other compensation from a health facility in this

state.
This subsection does not prohibit a member of the committee from selling
goods which are not unique to the provision of health care to a health facility
if the member primarily sells such goods to persons irho are not involved in
the provision of health care.

3. The legislative commission shall select the chairman and vice chairman
of the committee from among the members of the committee. Each such
officer shall hold office for a term of 2 years commencing on July 1 of each

odd-numbered year.



4. Any member of the committee who does not return to the legislature
continues to serve until the next session of the legislature convenes.

5. Vacancies on the committee must be filled in the same manner as
original appointments.

6. The committee shall report annually to the legislative commission
concerning its activities and any recommendations.

(Added to NRS by 1987, 863; A 1989, 1841)

439B.210 Meetings; quorum; compensation.

1. The members of the committee shall meet throughout each year at the
times and places specified by a call of the chairman or a majority of the
committee. The director of the legislative counsel bureau or a person he has
designated shall act as the nonvoting recording secretary. The committee shall
prescribe regulations for its own management and government. Four members
of the committee constitute a quorum, and a quorum may exercise all the
powers conferred on the committee.

2. Except during a regular or special session of the legislature, members of
the committee are entitled to receive the compensation provided for a majority
of the membgrs of the legislature during the first 60 days of the preceding
regular session for each day or portion of a day during which he attends a
meeting of the committee or is otherwise engaged in the business of the
committee plus the per diem allowance provided for state officers and
employees generally and the travel expenses provided pursuant to NRS

218.2207.
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3. The salaries and expenses of the committee must be paid from the
legislative fund,

(Added to NRS by 1987, 864; A 1987, 1629; 1989, 1221)

439B.220 Powers. The committee may:

. Review and evaluate the quality and effectiveness of programs for the
prevention of illness.

2. Review and compare the costs of medical care among communities in
Nevada with similar communities in other states,

3. Analyze the overall system of medical care in the state to determine ways
to coordinate the providing of services to all members of society, avoid the
duplication of services and achieve the most efficient use of all available
resources.

4. Examine the business of providing insurance, including the development
of cooperation with health maintenance organizations and organizations which
restrict the performance of medical services to certain physicians and hospitals,
and procedures to contain the costs of these services.

5. Examine hospitals to:

(a) Increase cooperation among hospitals;

(b) Increase the use of regional medical centers; and

(¢) Encourage hospitals to use medical procedures which do not require the
patient to be admitted to the hospital and to use the resulting extra space in
alternative ways.

6. Examihe medical malpractice.

7. Examine the system of education to coordinate:
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(a) Programs in health education, including those for the prevention of
Ulness and those which teach the best use of available rﬁedical services; and

(b) The education of those who provide medical care.

8. Review competitive mechanisms to aid in the reduction of the costs of
medical care.

9. Examine the problem of providing and paying for medical care for
indigent and medically indigent persons, including medical care provided by
physicians.

10. Examine the effectiveness of any legislation enacted to accomplish the
purpose of restraining the costs of health care while ensuring the quality of
services, and its effect on the subjects listed in subsections 1 to 9, inclusive.

11. Determine whether regulation by the state will be necessary in the
future by examining hospitals for evidence of:

(a) Degradation or discontinuation of services previously offered, including
without limitation, neonatal care, pulmonary services and pathology services;
or

(b) A change in the policy of the hospital concerning contracts,
as a result of any legislation enacted to accomplish the purpose of restraining
the costs of health care while ensuring the quality of services.

12. Study the effect of the acuity of the care provided by a hospital upon
the revenues of hospital and upon limitations upon that revenue.

13. Review the actions of the director in administering the provisions of this

chapter and adopting regulations pursuant to those provisions. The director

viii



shall report to the committee concerning any regulations proposed or adopted
pursuant to this chapter.

l4. Conduct investigations and hold hearings in connection with its review
and analysis.

15. Apply for any available grants and accept any gifts, grants or donations
to aid the committee in carrying out its duties pursuant to this chapter.

16. Direct the legislative counsel bureau to assist in its research,
investigations, review and analysis.

17. Recommend to the legislature as a result of its review any appropriate
legislation.

(Added to NRS by 1987, 864)

439B.230 Investigations and hearings: Depositions; subpenas.

1. [n conducting the investigations and hearings of the committee:

(a) The secretary of the committee, or in his absence any member of the
committee, may administer oaths.

(b) The secretary or chairman of the committee may cause the deposition of
witnesses, residing either within or outside of the state, to be taken in the
manner prescribed by rule of court for taking depositions in civil actions in the
district courts.

(c) The chairman of the committee may issue subpenas to compel the
attendance of witnesses and the production of books and papers.

2. If any witness refuses to attend or testify or produce any books and
papers as required by the subpena, the chairman of the committee may report

to the district court by petition, setting forth that:

ix



(a) Due notice has been given of the time and place of attendance of the
witness or the production of the books and papers:

(b) The witness has been subpenaed by the committee pursuant to this
section; and

(c) The witness has failed or refused to attend or produce the books and
papers required by the subpena before the committee which is named in the
subpena, or has refused to answer questions propounded to him,
and asking for an order of the court compelling the witness to attend and
testify or produce the books and papers before the committee.

3. Upon such petition, the court shall enter an order directing the witness
to appear before the court at a time and place to be fixed by the court in its
order, the time to be not more than 10 days from the date of the order, and to
show cause why he has not attended or testified or produced the books or
papers before the committee. A certified copy of the order must be served
upon the witness.

4. If it appears to the court that the subpena was regularly issued by the
committee, the court shall enter an order that the witness appear before the
committee at the time and place fixed in the order and testify or produce the
required books or papers. Failure to obey the order constitutes contempt of
court.

(Added to NRS by 1987, 866; A 1987, 1630)

439B.240 Investigations and hearings: Fees and mileage for witnesses. Each
witness who appears before the committee by its order, except a state officer or

employee, is entitled to receive for his attendance the fees and mileage



provided for witnesses in civil cases in the courts of record of this state. The
fees and mileage must be audited and paid upon the presentation of proper
claims sworn to by the witness and approved by the secretary and chairman of
the committee.

{Added to NRS by 1987, 866)
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REPORT OF THE
NEVADA LEGISLATURE'S COMMITTEE ON HEALTH CARE

TO THE MEMBERS OF THE 66TH SESSION OF THE NEVADA LEGISLATURE:

This report is submitted in compliance with Nevada Revised
Statutes 439B.200 which was added to the statutes by

Assembly Bill 289 of the 1987 legislative sessicon (Chapter 377,
Statutes of Nevada 1987, pages 862-891). Assembly Bill 289
established the Nevada Legislature's Committee on Health

Care and directed the committee to provide legislative
oversight into the effects of the bill on the health care
industry and to monitor health care activities in Nevada.

The Legislative Commission originally appointed the
following members to the committee:

Senator Raymond D. Rawson, Chairman
Assemblyman Marvin M. Sedway, Vice Chairman
Senator Bob Coffin

Senator Randolph J. Townsend

Assemblyman Morse Arberry, Jr.

Assemblyman David E. Humke

Assemblywoman Vivian L. Freeman (alternate)

After the untimely death of Assemblyman Sedway, the Legislative
Commission appointed Assemblyman Arberry to the Vice
Chairmanship and Assemblywoman Freeman to full membership.

Legislative Counsel Bureau staff services for the committee
were provided by Dana R. Bennett of the Research Division
(principal staff), Lorne J. Malkiewich of the Legal Division
(legal counsel), and Ellen R. Nelson of the Research
Division (committee secretary).

The committee held eight regular meetings from October 1989
through December 1990. Two additional subcommittee meetings
were called by the chairman to consider action regarding
rural health care issues and Section 55 of Assembly Bill 289
(1987).

The committee considered over 100 proposed recommendations
and approved a total of 45 of them. These approved
proposals are categorized into the following sections:

Assembly Bill 289 (1987)

Division for the Review of Health Resources and Costs
Health Care Professionals

Health Insurance
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Health Planning ‘ ,
Medicaid, wWelfare and State Social Services

Rural Hospital Regulations

In compliance with Section 59 of Assembly Bill 289, the
committee submitted a report to the Legislative Commission
on November 30, 1990, concerning the effect of the bill and
the need for continued controls over the costs of health
care.

The committee's final report contains a review of the major
health care topics considered by the committee, and a dis-
cussion is included for each recommendation. The report
also contains material which may be used to supplement
Legislative Counsel Bureau Bulletin No. 87-6 titled Study of
Restraining Costs of Medical Care dated December 1986 ang
Legislative Counsel Bureau Bulletin No. 89-8 titled Report
of the Nevada Legislature's Committee on Health Care dated
January 1989. These earlier reports should be consulted for
a review of the history of health care, industry trends and
the background information surrounding major issue areas.

Respectfully submitted,

Nevada Legislature's Committee
on Health Care

Carson City, Nevada
January 1991
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SUMMARY OF RECOMMENDATIONS

This summary contains the recommendations to the 66th session
of the Nevada Legislature by its Committee on Health Care.

Although this summary lists the bill draft request (BDR)
numbers that correspond to the recommendations, the BDRs were
not available for inclusion with this report at the time of
printing.

I. ASSEMBLY BILL 289 (1987)

A. Amendments to Health Care Cost Containment Provisions

The committee recommends that the following amendments be
made to certain sections of Assembly Bill 289 of the

1987 legislative session (Chapter 377, Statutes of Nevada
1987, pages 862-891), a measure relating to restraining the
costs of health care.

1. Amend Section 4 to expand and personalize the
definition of "Billed charge.® (BDR 40-1025)

2. Amend Section 27 to allow private hospitals to pay
within the first quarter of the year the amount of
assessed uncompensated care in lieu of the indi-
gency case by case determination process. At any
time during the year, the hospital could pursue
fund return through the normal case by case
application process. (BDR 40-1025)

3. Amend Section 29 to give the Department of Human
Resources the authority to include in the counting
of a hospital’s indigent care credits the care
provided to a person denied indigent status for
lack of additional information. (BDR 40-1025)

4. Amend Section 30 to include physicians in the
prohibitions against improper inducements.
(BDR 40-1025)

5. Amend Section 33 to require the Legislature's
Committes on Health Care to review regulations
related to the provisions of health care cost
containment legislation before submission to the
Legislative Commission. (BDR 40-1025)
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Amend Section 54 to allow the regulation of holding
companies for health maintenance organizations.
(BDR 40-1025)

Amend Section 55 to continue the limitations on
increases in hospital billed charges for inpatient
services by restricting such increases to 60 per-
cent of the Consumer Price Index (All Items).
Exempt hospitals whose profit margins are less than
2 percent. Require hospitals to bill patients
covered by negotiated contracts an average nego-
tiated rate. Preeze hospital billed charges for
outpatient services at current rates for 2 years.
(BDR 40-1127)

B. Additional Provision

Allow receivership of hospitals with certain
licensure violations and other problems.
(BDR 40-1025)

II. DIVISION FOR THE REVIEW OF HEALTH RESOQURCES AND COSTS

DEPARTMENT OF HUMAN RESOUR

A. Data Collection

9.

10.

11.

12,

Conduct a study to design a good survey vehicle to
include the monitoring of the costs of outpatient
services. (BDR 40-1017)

Require the Division to obtain a breakdown of each
hospital's billed charges to determine how much
supports patient services, how much goes to the
hospitals' debt burdens and how much is profit.
(BDR 40-1017)

Provide funding for the collection of appropriate
information, particularly on outpatient services,
epidemiology, the health status of Nevadans and the
factors driving health care costs in Nevada.

(BDR 40-1017)

Authorize the Division to keep certain information

‘confidential. (BDR 40-1017)
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13.

Data

Require the Division to examine the case mix and
severity of illness information in other states'
hospital data to compare with Nevada hospital data.
Provide the needed additional funding and staff to
complete this project. (BDR 40-1017)

Dissemination

14.

15.

Require the Division to publish a two-page summary
of Personal Health Choices. (BDR 40-1017)

Require the Division to provide the Committee on
Health Care with the hospital compliance reports
prior to the meeting at which they are scheduled to
be presented. Restrict the Division from publicly
releasing the reports until they have been
presented to the committee. (BDR 40-1017)

III. HEALTH CARE PROFESSIONALS

Educational Programs

16.

17.

18.

19.

20.

21.

Clarify the definition of the nursing assistant
training program administration. (BDR 54-103S5)

Orge the University of Nevada System (OUONS) to
develop a high school honors program as a means of
recruiting nursing and allied health students.
Encourage health care as a career at the high
school level through vocational and educational
programs which begin in the senior year and
interface with ONS. (BDR 34-1018)

Support the current UNS budget proposals to
increase faculty and programs to graduate more
health care professionals from existing programs.

Pund program development and faculty recruitment to
provide programs for advanced practitioners of
nursing, certified registered nurse anesthetists
and clinical nurse specialists. (BDR 34-1027)

Expand training programs at the community colleges
to allow for the cross-training of health care
technicians. (BDR 34-1018)

Create and fund a loan program for health care

students who agree to work in rural or underserved
areas. (BDR 34-10138)
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B.

c.

A.

Nurses

22.

23.

Require Nevada public school districts to progress
toward a goal of 1,000 school children per nurse
within 5 years and to establish a plan to reach
this goal. (BDR 34-1033)

Allow nurses in Nevada communities of less than
30,000 population and within 25 miles of the
state's border to take orders from physicians in
neighboring states. (BDR 54-1034)

Physicians

24.

25.

26.

27.

Subsidize malpractice insurance premiums for the
obstetrical practices of rural physicians who agree
to certain conditions regarding the provision of
care. (BDR 3-1023)

Extend the Good Samaritan Act to prenatal care and
drop—-in deliveries. (BDR 3-1023)

Develop no—-fault liability coverage for certain
conditions in newborn babies. (BDR 57-1024)

Provide funding to add a cytogeneticist and a

medical geneticist to the University of Nevada
School of Medicine Genetics Program. (BDR 34-1032)

IV. HEALTH INSURANCE

Assistance for the Uninsured

28.

30.

Require a study to be conducted by UNS to deteramine
the number of uninsured in Nevada, their ages,
employment status, income levels and so on.

(BDR 8-1019) :

Create a risk pool for the medically uninsurable.
Set premiums at 25 to 50 percent over the market
average with flexible deductibles. Include
reciprocity. (BDR 57-1038)

Develop a program to provide health care insurance
coverage for the working uninsured. (BDR 57-1126)
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B. Benefits

31.

Support the recommendations submitted by the
Legislative Commission's Subcommittee to Study
Health Insurance Benefits (S.C.R. 58).

C. Insurance Companies

32.

Allow the Commissioner of Insurance to contract for
experts to investigate alleged violations of
antitrust restrictions on insurance companies.

(BDR 57-1026)

D. (Qtilization Review

33.

Require the State Board of Health (in the Health
Division of DHR) to license and regulate
utilization review organizations operating in
Nevada. (BDR 40-1037)

V. HEALTH PLANNING

A. Studies

34.

35.

vI.

Fund a comprehensive study of Nevada's health
planning system and the organization of the state's
health regulatory agencies. (BDR S$S-1020)

Establish a task force to develop a feasibility
plan for trauma and perinatal networks, including
transportation and facility improvements.

(BDR S-1021)

MEDICAID, WELFARE AND OTHER STATE SOCIAL SERVICES

A. Eligibility

36.

37.

Implement a process for presumptive eligibility
for pregnant women who may be eligible for the Aid
to Dependent Children or Child Health Assurance
programs. (BDR 38-1028)

Support the plan presented by the Nevada
Association of Counties to transfer the funds for
the allowable federal match of long-term care to
Nevada Medicaid from the county welfare systems.
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Medicaid Buy-Out

38. Allow the state to pay an employee's contribution
towards the premium for group coverage when
Medicaid eligibles are working or returning to work
for employers with group health insurance coverage.
(BDR 38-1029)

Reimbursement

39. Support increased reimbursements to long-term care
facilities for Medicaid patients.

State Social Services

40. Create a 24-hour statewide hotline that would be
answered by a person who would connect or direct a
caller to the correct social service agency for
assistance with a particular problem.

(BDR 18-1031)

Welfare Division

41. Amend NRS 233B.039, "Applicability,” to require the
Welfare Division to adhere to the provisions of the
Nevada Administrative Procedure Act. (BDR 18-1030)

VII. RURAL HOSPITAL REGULATIONS

Recommendations from the Nevada Rural Hospital Study

42. Urge the State Board of Health to eliminate dupli-
cative surveys and licenses by implementing a
policy which allows one license to cover all
aspects of a health care operation, which are
governed by the same board and located in the same
county. (BDR 40-1022)

43. MNandate the Welfare Division, the Bureau of
Regulatory Health Facilities and the State Board
of Pharmacy and all future surveying agencies to
combine licensure and certification surveys.
(BDR 40-1022)

44. Require all agencies and boards to do cost/benefit
analyses and impact statements for all proposed
health care legislation and regqulations. Include
a requirement that the feasibility of waivers for
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45.

rural facilities be evaluated. Cost/benefit
analysis would include all costs associated with
regulation to the state and to the provider (and,
therefore, the patient) on an ongoing basis.
Include a requirement that conflicts (in terms of
regulation) be resolved by agencies and boards
before regulations are adopted. (BDR 40-1022)

Require that the Bureau of Regulatory Health
Pacilities annually present a seminar designed to
provide a comprehengive review of current licensure
regqulations and current interpretations of requla-
tions and Medicare Conditions of Participation
being used by surveyors. Reasonable registration
fees may be charged to cover the cost of the
seminar. Appropriate $60,000 to fund a position in
the bureau to coordinate educational programs on
health facility requlations. Also, allocate
$75,000 to establish a grant pool for technical
administrative assistance to rural hospitals.
Allow the Department of Human Resources to grant
waivers from regulation requirements to rural
hospitals where appropriate. (BDR 40-1036)

xxi






REPORT TO THE 66TH SESSION OF THE NEVADA LEGISLATURE
BY THE NEVADA LEGISLATURE'S COMMITTEE ON HEALTH CARE

I. INTRODUCTION - COST AND ACCESS ISSUES

Since the 1940s, expenditures for health care in the United
States have grown 2.5 percent per annum faster than expendi-
tures for other goods and services. The health sector's
share of the gross national product (GNP) rose from well
under 5 percent in the late 1940s to more than 11 percent
currently.

FIGURE 1

RATES OF GROWTHM OF THE HEALTH SECTOR

Rates of growth of the health sector and the rest of the ecosamy. selected periods. 1947-1947 (percent
per annum) (22-25). ARates are calculated from 3-year &versges cintered on the year indicated (except
for 1947 ang 1987).

Factor 1947-1987  1947-1967  1967-1987 1947-1957 1957-1967 1967-1977 1977-1987
Expenditures

1. Health care 9.7 8.2 11.3 7.8 8.7 11.8 10.8
2. Rest of the economy 1.2 6.2 8.2 6.4 6.0 8.8 7.8
Prices

3. Mealth care §.7 1.7 7.6 3.7 3.8 7.1 4.3
4, Rest of the economy 4,1 2.4 5.8 2.7 2.0 6.2 §.3
Quantities®

5. Health care 4.1 4.5 3.7 i.s 5.2 4.8 2.5
6. Rest of the economy 3.2 3.8 2.5 3.6 4.0 2.8 2.5
The gap ("

1 minus 2 2.5 2.0 3.1 1.2 2.7 3.2 2.9
Relative pricas*

3 ainus 4 1.6 1.3 1.9 1.0 1.6 0.8 3.0
Relative quantities®

5 minus & 0.9 0.7 1.2 0.2 1.2 2.4 0.0

*Calculated from unrounded dats.

Source: “The Health Sector's Share of the Gross Nationa) Product.” Victor R. Fuchs., Sciemcy,
Vol. 247. 2 Fes 1990.

By the year 2000, these expenditures are expected to reach
between 13 and 15 percent of GNP.

FIGURE 2
HEALTE SECTOR'S PERCENTAGE OP GNP IN PUTURE YEARS

The hsalth sector's percentage of GNP in future years for
selacted values of g (initial share = 11.5%); g is the
difference betwean the rate of growth of the health sector
and the rate for the rest of the econoamy.

4 Years in Puture
(% per
annum) 10 18 20 25
1.8 13.1 14.0 14.9 15.9
2.0 13.7 14.9 16.2 17.6
2.5 14.3 15.9 17.6 19.5
3.0 14.9 16.9 ’ 19.1 21.6

Source: "The Health Sector's Share of the Gross National
Product.” Victor R. Puchs. Science, Vol. 247.
2 Feb 1990.
1l



Consequently, concerns about the cost of health care have

dominated national and state policy discussions for the past

15 years. Compounding the problem are the indications that

approximately 30 million persons in this country are without

any health insurance coverage.

A growing and dominant concern relative to the uninsured are

the number of pregnant women and their babies who lack
health insurance and are accordingly denied full access to

health care services, especially prenatal care. This factor

contributes to the nation's infant mortality rate which,
in international comparisons, is quite high., The infant
mortality in the U.S. places our country 20th among other
nations.

Historically, Nevada has experienced some of the highest
health care costs in the country. In 1987, the year the
state's cost-containment legislation was enacted, Nevada
ranked first in net revenue per inpatient admission,

32.2 percent above the Western States' average in this
category. The 1989 data from the American Hospital
Association indicates that Nevada has dropped only one
place to second for net revenue per inpatient admission
among all the states. Nevada's net revenue per admission
still exceeds the Western States' average in this area by
24.3 percent.

PIGURE 3

WESTERN UMITED STATES
NET REVENUE PER ADMISSION
1967 AND 1900

1987 1989
(DOLLARS) | (DOLLARS)
- ALASKA 4,832 5,591.
i ARIZONA 4,086 4,430
CALIFORNIA 4,640 5,328
COLORADOQ 3,858 4,547
' HAWAN 3,722 4,770
| IDAHO - 2,979 3,618
. MONTANA 3,211 3,845
| NEVADA 4,972 5,470
| NEW MEXICO 3,175 3,676
OREGON 3,475 4,155
UTAH 3,595 4,264
| WASHINGTON 3,661 4,250
' WYOMING 2,681 3,27
| AVERAGE 3,761 4,401

Data Bourow: Amarican Sospital Assoeiation Annual Survays.
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In addition, it appears that a large percentage of Nevada's
population lacks health insurance coverage. Estimates indi-
cate that as many as 17 percent of the population, or over
200,000 people, are uninsured in this state.

A. NEVADA'S COST CONTAINMENT LAW

In 1987, the Nevada Legislature passed, and Governor Richard H.
Bryan signed, Assembly Bill 289 (Chapter 377, Statutes of
Nevada 1987, pages 862-891). A copy of A.B. 289, including
notes on amendments made by the 1989 Legislature, is

attached as Appendix A.

Assembly Bill 289 contains comprehensive provisions designed
to reduce hospital costs. Some of these terms were limited
to a specific amount of time. For example, the bill
required several Nevada hospitals to reduce their billed
charges to an established level, while also reducing their
revenue per inpatient. Three Las Vegas hospitals were
primarily impacted by A.B. 289: (1) Desert Springs
Hospital; (2) Humana Hospital Sunrise; and (3) Valley
Hospital. Other hospitals, such as St. Mary's Hospital in
Reno, were required to reduce their percentage of income-to-
operating expenses.

Other provisions of A.B. 289 are continuous. For instance,
the measure prohibits specified transactions between
insurers and affiliated health facilities and between
hospitals and their affiliates.

The bill also contains sections devised to distribute the
care of indigent patients more evenly in counties with more
than one hospital. Additional provisions establish methods
to monitor hospital financial data in an organized manner,
to ensure continued quality of care, and to require that any
savings be passed along to the consumer through reduced
health care insurance premiums. The measure also created a
legislative oversight committee to monitor the effective-
ness of its provisions.

Although most of A.B. 289's sections have been codified in
the Nevada Revised Statutes (NRS), the provisions concerning
the Iimitations on rate increases in charges are only con-
tained in the Statutes of Nevada 1987 and will expire by
limitation on July 1, 1991.

B. LEGISLATIVE ACTION IN 1989

The 1989 Legislature passed many health care bills that
originated in the Nevada Legislature's Committee on Health
Care (NRS 439B.200). Some of the more significant measures
include:



Senate Bill 35 (Chapter 709, Statutes of Nevada 1989,
pages 1632-1633), which requires the University of Nevada
School of Medicine to conduct a study of chronic fatigue
syndrome;

Senate Bill 73 (Chapter 138, Statutes of Nevada 1989,
pages 294-302), which provides a comprehensive retorm
of the laws governing the treatment and control of
communicable diseases;

* Senate Bill 83 (Chapter 193, Statutes of Nevada 1989,
pages 418-425), which makes various changes to the
proceedings before the medical malpractice screening
panels; and

* Senate Bill 85 (Chapter 840, Statutes of Neéada 1989,
pages 2007-2019), which requires the certification of
nursing assistants by the State Board of Nursing.

In addition, provisions of A.B. 289 were "fine-tuned" by
several measures, including the following:

* Assembly Bill 858 (Chapter 717, Statutes of Nevada 1989,
pages 1660-1664), which revises the provisions governing
prohibitions on the transfer or refusal of patients by
hospitals and physicians;

- Senate Bill 40 (Chapter 762, Statutes of Nevada 1989,
pages 1800-1803), which increases the amount counties pay
hospitals for the costs of treating indigent patients,
revises the procedure for determining whether certain
hospitals have met their obligations to provide such
treatment and provides for the appeal of a determination
byda county regarding the indigent status of a patient;
an

*+ Senate Bill 76 (Chapter 761, Statutes of Nevada 1989,
pages 1799-1800), which repeals Section 39 of A.B. 289
and requires hospitals to establish committees to ensure
the quality of care provided by the hospitals.

C. PURPOSE OF THE HEALTH CARE COMMITTEE

Nevada Legislature's Committee on Health Care was estab-
lished in 1987 by A.B. 289. The committee is charged with
reviewing health care activities in Nevada and monitoring
certain provisions of the bill. The committee held eight
regular meetings from October 1989 through December 1990.
Two additional subcommittee meetings were called by the
chairman to consider action regarding rural health care
issues and Section 55 of Assembly Bill 289 (1987).



The committee received testimony on a wide variety of topics
from all segments of the health care industry including
educators, hospitals, nurses, physical therapists, physi-
cians, third party payers, various state agencies and the
public. On a quarterly basis, the Division for the Review
of Health Resources and Costs in Nevada's Department of
Human Resources (DHR) presented data concerning the
compliance of the hospitals with A.B. 289.

Expert testimony from out of state included David S. Bailey,
Counsel for the Health Insurance Association of America
(HIAA), and Aaron K. Trippler, Vice President with
Communicating for Agriculture. Mr. Bailey presented the
HIAA's proposal for providing health insurance coverage

for the uninsured, noting areas of the proposal that are
dependent on state legislative action.

Mister Trippler provided the committee with detailed infor-
mation on the creation and operation of state risk pools.
He reviewed the experiences of other states with risk pools
and discussed with the health care committee the problems
and advantages of different types of pools.

A number of health care issues were considered by the com-
mittee, Major areas of discussion included long-term care,
Medicaid, the nursing shortage, rural health care, the
uninsured, and the future of state control over health care
cost containment.

II. DISCUSSION QF ISSUES AND RECOMMENDATIONS

Based upon these extensive discussions, the committee con-

sidered over 100 concepts and recommendations. After care-
ful consideration, the committee approved a total of 45 of

them (resulting in 24 bill draft requests) for the consid-

eration of the 1991 Legislature.

These approved proposals are categorized into the following
areas: ’

A. Assembly Bill 289 (1987)

B. Division for the Review of Health Resources and Costs
C. Health Care Professionals

D. Health Insurance

E. Health Planning



F. Medicaid, Welfare and State Social Services
G. Rural Hospital Requlations

This bulletin also contains material which may be used to
supplement Legislative Counsel Bureau Bulletin No. 87-6
titled Study of Restraining Costs of Medical Care, dated
December 1986, and Legislative Counsel Bureau Bulletin

No. 89-8 titled Report of the Nevada Legislature's Committee
on Health Care, dated January 1989. These earlier reports
should be consulted for a review of the history of health
care, industry trends and the background information
surrounding major issue areas.

The members of the health care committee are aware that the
budget limitations of the State of Nevada may preclude
passage of several proposals. However, it is the intent of
the committee to present a complete package of recommenda-
tions concerning health care in Nevada for the consideration
of the full Legislature.

Background information for each of these recommendations is
summarized in the following discussions.

A. ASSEMBLY BILL 289 (1987)

With certain provisions of A.B. 289 scheduled to expire in
1991, the health care committee focused on the effects of
the bill on health care cost containment in Nevada and the
need for continued controls.

Essentially, A.B. 289 required three major hospitals in

Las Vegas to reduce their billed charges to a certain level.
Moderate increases are then allowed according to a formula
in the bill. Any savings realized from the implementation
of this measure are to be passed onto the Nevada health care
consumer in the form of reduced health care insurance
premiums.

1. Hospital Cost Containment

According to information presented to the health care com-
mittee, all hospitals affected by this legislation complied
with its provisions throughout the 4-year period of the
bill's impact and met their respective targets. Analysis
provided by the Division for the Review of Health Resources
and Costs indicates that A.B. 289 had an initial, substan-
tial impact on charges and revenues for the targeted
hospitals.



FIGURE 4A
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However, Nevada's position among the other states in hospi-
tal cost comparisons has not changed much since A.B. 289 was
introduced in 1987. Although Nevada's hospital costs rose
more slowly than did other states' from 1987 through 1989,
Nevada still ranked first in 1989 for billed charges per
day. The state also moved into first from second for billed
charges per admission. In addition, Nevada placed second in
1989 for highest net revenue and profit per day. The state
ranked third in the country for net revenue per admission.

2. Insurance Savings

Nevada's Commissioner of Insurance reported to the Committee
on Health Care that the inpatient component of the health
care dollar was reduced by A.B. 289. However, outpatient
costs and charges by other sectors of the health care
industry (which were not affected by A.B. 289) increased.

Thus, savings in the inpatient component were offset by
increases in other medical areas, and a reduction in the
cost of health insurance as a result of A.B. 289 was not
realized. Yet, it can be argued that the bill's impact on
inpatient care costs held premium cost increases to a lower
level than they might have been if A.B. 289 had not been
passed.

See Appendix B for an analysis of the effect of A.B. 289 and
further discussion of the need for continuing controls on
health care cost containment,

3. Amendments to A;B. 289

Based on the information presented to the committee, the
Committee on Health Care recognizes that controls on health
care costs in Nevada must be maintained and should be
expanded. Nevada still ranks among the top five states in
the areas of hospital billed charges and net revenue. The
health care insurance industry is not reducing premiums as

a result of savings from A.B. 289 because costs in areas
outside the purview of the measure continue to rise. 1In
sum, the cost of health care in Nevada is still unacceptably
high, despite 4 years of A.B. 289.

State controls on health care costs continue to be necessary
and justified. As a result, the committee recommends that
several amendments be made to certain sections of A.B. 289.
Recommendations:

Amend Section 4 to expand and personalize the definition
of "Billed charge.® (BDR 40-1025)



Amend Section 27 to allow private hospitals to pay
within the first quarter of the year the amount of
assessed uncompensated care in lieu of the indigency
case by case determination process. At any time during
the year, the hospital could pursue fund return through
the normal case by case application process.

(BDR 40-1025)

Amend Section 29 to give the Department of Human
Resources the authority to include in the counting of

a hospital's indigent care credits the care provided to
a person denied indigent status for lack of additional
information. (BDR 40-1025)

Amend Section 30 to include physicians in the prohibi-
tions against improper inducements. (BDR 40-1025)

Amend Section 33 to require the Legislature's Committee
on Health Care to review regulations related to the
provisions of health care cost containment legislation
before submission to the Legislative Commission.

(BDR 40-1025)

Amend Section 54 to allow the regulation of holding
nies for health maintenance organizations.
(BDR 40-1025)

Amend Section 55 to continue the limitations on
increases in hospital billed charges for inpatient ser-
vices by restricting such increases to 60 percent of the
Consumer Price Index (All Items). Exeapt hospitals
whose profit margins are less than 2 percent. Require
hospitals to bill patients covered by negotiated con-
tracts an average negotiated rate. Preeze hospital
billed charges for outpatient services at current rates
for 2 years. (BDR 40-1127)

4. Additional Provision

Although the committee recommends the placement of addi-
tional restraints on the operation of hospitals and the
revenue collected, the committee recognized that the state
cannot afford to lose any hospitals to closure.

Recommendation:

Allow receivership of hospitals with certain licensure
violations and other problems. (BDR 40-102S) -

B. DIVISION FOR THE REVIEW OF HEALTH RESQURCES AND COSTS

The Division for the Review of Health Resources and Costs is
responsible for collecting certain data on health care
facilities in Nevada and reporting that information to the
Committee on Health Care and to the public.
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1. Data Collecticn

Testimony to the Committee on Health Care indicated that
inpatient hospital costs constitute only one component of
the larger issue of health care costs. Trends seem to
indicate that fewer people are being admitted into hospitals
for inpatient procedures because more patients are opting
for outpatient treatment. While A.B, 289 helped reduce the
costs of inpatient care, the costs of outpatient care
increased.

Recommendation:

Conduct a study to design a good survey vehicle to
include the monitoring of the costs of outpatient
services. (BDR 40-1017)

In addition to receiving information on outpatient services
provided in Nevada, the health care committee indicated that
additional information on several aspects of health care in
the state would assist it in performing its duties.

Recommendations:

Require the Division to obtain a breakdown of each
hospital’'s billed charges to determine how much supports
patient services, how much goes to the hospitals' debt
burdens and how much is profit. (BDR 40-1017)

Provide funding for the collection of appropriate infor-
mation, particularly on outpatient services, epidemiol-
ogy. the health status of Nevadans and the factors
driving health care costs in Nevada. (BDR 40-1017)

The division indicated that some difficulty exists in
obtaining certain information requested by the committee.
Currently, the division is required to make public any
information it receives. Thus, the division cannot request
proprietary data from the hospitals for analysis without
placing the hospitals in jeopardy of revealing trade
secrets.

Recommendation:

Authorize the Division to keep certain information
confidential. (BDR 40-1017)

The health care committee has found it helpful to compare

Nevada health care data with other states' information and
would like to expand this function of the division.
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Require the Division to examine the case mix and
severity of illness information in other states’
hospital data to compare with Nevada hospital data.
Provide the needed additional funding and staff to
complete this project. (BDR 40-1017)

2. Data Dissemination

Nevada law requires the Division for the Review of Health
Resources and Costs to publish, on a regqular basis, certain
data on health care costs and procedures to assist Nevadans
in making their health care decisions. The division is also
required to present reports on hospital compliance with

A.B. 289 and other financial information to the committee

on a routine basis. The committee believes that this
information must be received in a timely and efficient
manner.

Recommendations:

Require the Division to publish a two-page summary of
Personal Health Choices. (BDR 40-1017)

Require the Division to provide the Committee on Health
Care with the hospital compliance reports prior to the
meeting at which they are scheduled to be presented.
Restrict the Division from publicly releasing the
reports until they have been presented to the committee.
(BDR 40-1017) :

C. HEALTH CARE PROFESSIONALS

Health care professionals are the backbone of Nevada's
health care system. It is imperative that qualified nurses,
physicians and allied health care providers practice
throughout Nevada in sufficient numbers to ensure that all
of the state's citizens have access to quality care.

1. Educational Programs

In 1989, the Nevada Legislature required the State Board of
Nursing to certify nursing assistants. During the past
interim, the board indicated to the committee that many of
Nevada's existing nursing assistants are now certified and
procedures are in place to certify future assistants.
However, some confusion has persisted among the partici-
pating organizations over the definition of the administra-
tion of the nursing assistant training program.

Recommendation:

Clarify the definition of the nursing assistant training
program administration. (BDR 54-1035)
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The University of Nevada System (UNS) is primarily responsi-
ble for educating and training many types of health care
professionals. However, the number of students entering
many health care programs and subsequently graduating is not
sufficient to meet Nevada's needs.

On April 26, 1990, the Committee on Health Care sent a
letter to the chairman of the UNS Board of Regents request-
ing that UNS approach the 1991 Nevada Legislature with a
bold plan to expand its nursing and other health occupa-
tional programs on all levels. The health care committee
members expect such a plan to include innovative and
progressive programs to recruit, maintain, and graduate an
increased number of students qualified to fill positions
ranging from technicians and auxiliaries to advanced nurse
practitioners.

In the letter, the committee pledged its support to UNS
throughout the budget process in order to obtain the
increases needed for nursing education in Nevada to realize
its full potential.

A copy of the letter is enclosed with this report as
Appendix C,

Recommendations:

Urge the University of Nevada System to develop a high
school honors program as a means of recruiting nursing
and allied health students. Encourage health care as a
career at the high school level through vocational and
edv:_ational programs which begin in the senior year and
interface with UNS. (BDR 34-1018)

Support the current UNS budget proposals to increase
faculty and programs to graduate more health care
professionals from existing programs.

Fund program development and faculty recruitsent to
provide programs for advanced practitioners of nursing,
certified registered nurse anesthetists and clinical
nurse specialists. (BDR 34-1027)

Nevada's rural areas suffer from not having a large pool of
health care professionals from which to draw to fill all of
the positions necessary in a community's health care system.
This problem is particularly acute with allied health care
positions. However, the responsibilities of some related
occupations, such as laboratory and X-ray technologists,
could be managed by one person trained in more than one
discipline.
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Recommendation:

Expand training programs at the community colleges to
allow for the cross-training of health care technicians.
(BDR 34-1018)

Testimony to the committee indicated that the shortage of
health care professionals in rural and underserved areas of
Nevada remains a critical problem. The committee deter-
mined that an incentive is needed for students to enter the
health care field and practice in these areas.

Recommendation:

Create and fund a loan program for health care students
who agree to work in rural or underserved areas.
(BDR 34-1018)

2. Nurses

Many children in Nevada do not have access to a school
nurse. In fact, there are currently 3,000 school children
for every nurse in the state's public schools. The national
average is 750 students per nurse.

Recommendation:

Require Nevada public school districts to progress
toward a goal of 1,000 school children per nurse within
5 years and to establish a plan to reach this goal.
(BDR 34-1033)

The responsibilities of nurses working in hospitals located
near the Nevada state border often include providing care to
patients whose physicians may be from states contiguous to
Nevada.

Recommendation:

Allow nurses in Nevada communities of less than 30,000
population and within 25 miles of the state's border to
take orders from physicians in neighboring states.

(BDR 54-1034)

3. Physicians

The number of physicians providing obstetrical services in
rural areas of Nevada has been dropping over the last few
years. In recent years, one-half of Nevada's rural family
doctors have ceased providing obstetrical services. In
February 1990, the health care committee's Subcommittee

on Rural Health was informed that only nine physicians are
providing obstetrical services in rural Nevada.

13



One of the major reasons so few doctors provide these ser-
vices is the high cost of medical malpractice insurance
premiums. Although the problem is acute in rural communi-
ties, urban regions (particularly low-income areas) are not
immune.

Recommendations:

Subsidize malpractice insurance premiums for the
obstetrical practices of rural physicians who agree to
certain conditions regarding the provision of care.
(BDR 3-1023)

Extend the Good Samaritan Act to prenatal care and
drop-in deliveries. (BDR 3-1023)

Develop no-fault liability coverage for certain
conditions in newborn babies. (BDR 57-1024)

The Health Division and the University of Nevada School of
Medicine Genetics Program propose to provide services in
human genetics in order to ensure that all residents of the
state who are, or are suspected of being, affected by

a hereditary or chromosomal disorder have equal access to
clinical genetic and diagnostic services. Such services
would be provided by a cytogeneticist and a medical geneti-
cist. The health care committee expects that this program
will be a valuable addition to the state's health care
system.

Recommendation:
Provide funding to add a cytogeneticist and a medical
geneticist to the University of Nevada School of
Medicine Genetics Program. (BDR 34-1032)

D. HEALTH INSURANCE

According to information presented to the committee by the
Health Insurance Association of America, approximately

31 million Americans have no public or private health care
coverage. Commentators indicate that the uninsured popula-
tion has increased significantly in the past decade for
several reasons, including the following:

 The economic downturn of the early 1980s and its effect
on employment; :

Medicaid cutbacks;

* A decline in employer-based coverage of dependents in
what may be a response to rising health care costs;
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+ An increase in state mandated benefits; and

- Increasing numbers of workers in industries less likely
to offer health insurance.

In most cases, health insurance is a person's only means of
obtaining health care. Without insurance, access to health
care is limited and often denied. Consequently, the
uninsured often forego necessary care or delay getting care
until it is either too late or more costly.

For all of these reasons, the Committee on Health Care
believes that it is incumbent on policy makers to devise
ways to fill the gaps in the health financing system.

l. Assistance for the Uninsured

The most current information which identifies the extent of
the medically uninsured problem in Nevada is a 1987 report
from the U.S. Census Bureau. This report indicates that
approximately 17.5 percent of Nevada's population is
uninsured, about the same as the national average of

17.4 percent. Consequently, as many as 210,000 Nevadans
may be currently without health insurance.

National studies indicate that the uninsured population
consists essentially of the working poor, their dependents,
and the unemployed. Most studies conclude that the working
poor constitute the majority of the uninsured population.

This group includes those persons who work for small busi-
nesses which are unable to afford the premium costs of
health insurance. Others in this group include the part-
time employed and the self-employed. A significant portion
of the unemployed are composed of students.

However, no study has produced detailed information on the
uninsured in Nevada. The Committee on Health Care has found
it difficult to respond to the uninsured situation in Nevada
without sufficient data.

Recommendation:

Require a study to be conducted by UNS to determine the
number of uninsured in Nevada, their ages, employment
status, income levels and so on. (BDR $-1019)

The committee received extensive testimony on state risk
pools from Aaron K. Trippler, Vice President of a national,
nonprofit, nonpartisan organization (Communicating for
Agriculture). Mr. Trippler explained that a risk pool is

a program intended to help any citizen within the state who
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has been denied access to health care insurance due to a
pre-existing health condition or individuals who have insur-
ance but currently are paying rates so exorbitant that it
would be cheaper for them to join a risk pool. He noted
that 60 to 65 percent of the members of a risk pool are from
rural areas because those people have less access to health
care through employer-sponsored plans.

Mister Trippler provided detailed testimony on the funding
of risk pools and the loss experience of existing pools. He
indicated that some savings are provided by risk pools. For
example, participation in a pool decreases the amount of
uncompensated care.

The committee was intrigued by the information presented by
Mr. Trippler. He explained that states have considerable
flexibility in the structure and financing of state risk
pool programs. He also discussed in detail the problems
other states have experienced and ways to avoid those
situations.
Recommendation:
Create a risk pool for the medically uninsurable. Set
premiums at 25 to 50 percent over the market average
with flexible deductibles. Include reciprocity.
(BDR 57-1038)
The committee also heard from representatives of Nevada's
insurance industry who are designing an affordable policy to
increase the health insurance options for Nevadans. This
group is proposing the creation of a private sector program
for providing health insurance to the working uninsured.
This program would include the following components:
* Limited amount of benefits and policy limits;
* Elimination of state mandates;
+ Preferred provider organization rates;

- Managed care features (such as utilization review and
case management);

- No profit loss or gain for participating insurance
companies;

* No premium tax:;
* Voluntary participation by employees and employers;

+ Standard medical underwriting;
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Eligibility based on being uninsured for the previous
6 months;

No subsidized premiums; and
* Guarantee of continued coverage.

The group anticipates that a health insurance program of
this type would require relatively low premiums.

Although the proposal is for a private sector program, the
group indicated that some legislative action may be neces-
sary. The committee was encouraged by the support of the
insurance industry for this program and urged its continued
participation in discussions on providing for the uninsured.

Recommendation:

Develop a program to provide health care insurance
coverage for the working uninsured. (BDR 57-1126)

2. Benefits

During this past interim, the Legislative Commission's
Subcommittee to Study Health Insurance Benefits (Senate
Concurrent Resolution No. S8) found that benefits mandated
in state law greatly impact the cost of health care insur-
ance. The subcommittee recommends several actions to
reduce the number of current mandates and to prevent the
proliferation of future mandates.

Recommendation:
Support the recommendations submitted by the Legislative
Commission's Subcommittee to Study Health Insurance
Benefita (S.C.R. 58).

3. 1Insurance Companies

It came to the committee's attention that the Insurance
Division in Nevada's Department of Commerce may have
difficulty investigating alleged violation of antitrust
restrictions by insurance companies because of a lack of
time and qualified personnel. The expectation of the health
care committee is that alleged violations will be thoroughly
investigated. The committee encourages the division to
pursue these cases.

Recommendation:
Allow the Commissioner of Insyrance to contract for

experts to investigate alleged violationg of antitrust
restrictions on insurance companies. (BDR 57-1026)
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4, Utilization Review

Utilization review (UR) is the management mechanism by which
purchasers of health care seek to promote cost-effective
medical decision making. Currently, a wide array of
payers--insurers, health maintenance organizations, pre-
ferred provider organizations and many large employers--

use UR in the administration of their benefit plans. The
theory is that UR deters performance of inappropriate or
unnecessary medical services.

According to information presented to the health care com-
mittee, as many as 3 out of 4 U.S. workers' medical care

is subject to review by one of the 200 to 300 UR firms
operating around the country. However, debate exists on the
effectiveness of the program between organizations using

UR and health care providers subject to UR and has not been
settled.

States are beginning to notice the conflict. As of April 1990
Maryland, Arkansas, and South Carolina had passed legisla-
tion to regulate the UR industry. Six other states were
considering similar measures.

Recently, the Nevada Hospital Association (NHA) created a
task force which studied the relationship of UR organiza-
tions and the companies they represent with hospitals and
other health care providers. The task force included
representatives from private UR organizations, hospitals,
the Nevada Medical Society, insurance companies, Nevada's
Insurance Division, and peer review organizations.

The task force sought to assure that an effective and effi-
cient method of conducting hospital UR would be in place
across Nevada. Primarily, the task force was formed to
respond to a lack of cooperation from some UR organizations
to provide background information on decisions determining
the medical necessity of hospital treatment. A lack of
support. for voluntary UR guidelines in other states led the
task force to request legislation in this area.

The NHA presented the concerns and recommendation of the
task force to the Committee on Health Care which agreed to
request a bill draft on behalf of the association.
Recommendation:

Require the State Board of Health (in the Health

Division of DER) to license and requlate utilization
review organizations operating in Nevada. (BDR 40-1037)

18



E. HEALTH PLANNING

Planning is a crucial component in any organization, par-
ticularly in one as complex and widespread as a state's
health care system. As the provision and financing of
health care changes, it is important that the entire health
care system be updated and prepared for the future.

1. Studies

Health care is a rapidly changing field in Nevada. The
committee gquestions whether the current health planning
system and organization of health regulatory agencies are
organized in the most efficient and effective manner.

Recommendation:

Pund a comprehensive study of Nevada's health planning
system and the organization of the state's health
regulatory agencies. (BDR S$-1020)

The Committee on Health Care is also concerned about reduc-
ing unnecessary deaths among the citizens of Nevada, par-
ticularly those people in outlying or sparsely populated
areas. One approach that shows promise, especially in hold-
ing down costs, is to regionalize expensive, specialized
types of care.

Recommendation:
Establish a task force to develop a feasibility plan for
trauma and perinatal networks, including transportation
and facility improvements. (BDR S-1021)

F. MEDICAID, WELFARE AND OTHER STATE SOCIAL SERVICES

On a national level, the past few years have witnessed major
changes in public policy approaches toward meeting the needs
of the medically indigent. These changes are affecting the
methods of financing indigent care as well as the criteria
under which indigency is determined.

Although unique programs exist in several states, expanding
state Medicaid eligibility criteria is by far the most
common method other states have used to extend health care
to a greater portion of the indigent population. Several
optional features of the Medicaid program have not been
implemented in Nevada and were considered by the committee.
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1. Eligibility

About one-third of all infants delivered in the United
States are born to mothers who do not receive adequate care,
according to the Institute of Medicine (IOM). Adequate care
begins in the first trimester and includes nine or more
visits during a full-term pregnancy.

Babies who have no prenatal care have approximately 10 times
the risk of dying in the first month of life. Of the infant
deaths in Nevada during 1988, nearly 1 in 5 happened when
prenatal care was absent. In addition, 11,000 low birth-
weight babies (defined as weighing 5 1/2 pounds or less) are
born each year in the U.S. with long-term disabilities that
result from their poor health condition at birth. In 1988,
1,520 low birthweight babies were born in Nevada. This
number represents 8.2 percent of all of the births in the
state.

The percent of low birthweight births in Nevada has
increased from 6.6 percent in 1980 to 8.2 percent in 1988.
Nationally, low birthweights have remained stable at

6.8 percent.

The National Commission to Prevent Infant Mortality
indicates that at least half of the deaths are preventable,
and many of the disabilities are avoidable, through proper
and timely prenatal care.

Testimony indicated that, although Nevada's infant mortality
rate is lower than the U.S. average (8.6 versus 9.9), it is
due to the use of expensive newborn intensive care units,
not to the provision of adequate prenatal care. Estimates
are that a baby born at or below 5 1/2 pounds has a S0 per-
cent risk of admission to an intensive care unit. A child
delivered in a normal birthweight range has a 5 percent risk
of admission to a newborn intensive care unit. Reducing the
low birthweight rate would prevent many newborn intensive
care admissiona each year in Nevada. Those babies represent
several‘ugllion dollars worth of extra care.

Indications are that prenatal care is a bargain. A 1985 IOM
report estimated that every dollar spent on prenatal care
for low~income, poorly educated women saves about $3 in
intenasive care for infants born with birth defects. The
infant mortality commission estimated in 1988 that every

low birthweight baby that could be averted would save the
U.S. health care system between $14,000 and $30,000.

The health care committee strongly supports the inclusion of

programs in the state's health care system that will result
in better prenatal care for more Nevada women.
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Recommendation:

Implement a process for presumptive eligibility for
pregnant women who may be eligible for the Aid to
Dependent Children or Child Health Assurance programs.
(BDR 38-1028)

In 1981, the monthly income level below which the state will
supplement individuals in long-term care was frozen at $714,
the maximum allowed by the federal program at that time.
Since then, the federal maximum has risen to $1,158 per
month (calculated at three times the federal Supplemental
Security Income level), but Nevada's maximum has not
changed. Currently, the state provides supplements to
individuals whose income is less than $714 per month, and
the counties pay supplements for those people whose income
is over $714 but less than $1,158.

Information presented to the committee noted that, unless
the state maximum is raised above $714, the state will
eventually not supplement any long-term care patients.
The federal Supplemental Security Income payment amount
is currently $407. Each time the federal cost of living
increases are applied to that minimum, approximately

60 people are dropped by Medicaid onto the county welfare
system because their income exceeds $714. If the minimum
keeps rising and the state maximum does not change, the
minimum could conceivably exceed the maximum.

Indications are that the counties spend about $4 million
supplementing low-income residents in long-term care
facilities. It would cost Nevada $2 million for the same
program because the state would be able to apply for match-
ing funds from the Federal Government. Counties are not
able to obtain matching Medicaid funds. Counties are paying
for this program through ad valorem taxes which could be
allocated to the state to pay the state's portion of the
program.

With America's population growing older and living longer,
more attention is being focused by all levels of government
on the provision of long-term health care for the elderly.
Long-term care has been placed high on the agenda in many
state legislatures. A growing elderly population, and
increasing mandates at the federal level, will require
Nevada to increase its expenditures for long-term care
components of Medicaid.

Recommendation:
Support the plan presented by the Nevada Association of
Counties to transfer the funds for the allowable federal

match of long-term care to Nevada Medicaid from the
county welfare systems.
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2. Medicaid Buy-Out

Testimony to the committee indicated that many people
continue to receive public aid when they are able to work
because the termination of their public assistance funds
results in the cessation of Medicaid benefits. It is
important to encourage welfare recipients to become
employed, so the committee supports a mechanism to ease

the transition from Medicaid to an employer-sponsored health
insurance plan.

The Health Insurance Association of America (HIAA) encour-
ages state legislatures to take advantage of recent federal
welfare reform legislation which allows Medicaid to pay low-
income workers' share of employer-based premium contribu-
tions. This program assists such individuals in participat-
ing in available employer-based coverage for a transitional
period when returning to work. HIAA recommends federal
Medicaid matching funds when states elect to implement such
a buy-out program.

Recommendation:
Allow the state to pay an employee's contribution
towards the premium for group coverage when Medicaid
eligibles are working or returning to work for employers
with group health insurance coverage. (BDR 38-1029)

3. Reimbursement

At their March 1990 meeting, committee members were informed
that the long~term care industry in Nevada has been sub-
jected to lower reimbursements and freezes since 1987.

Since that time, 11 facilities have gone out of business,
comprising 44 percent of the industry in Nevada. 1In the
last 2 years, there has been a serious upheaval in manage-
ment and funding of nursing homes.

The United States spends $500 billion per year on health
care with 60 percent of the overnight patients housed in
long-term care facilities. Yet, the long-term care industry
comprises only $35 billion or 7 percent of the total spent.

On October 22, 1990, the Second Judicial District Court of
the State of Nevada determined that the state illegally
withheld an inflation-based increase scheduled to be given
to long-term care facilities on July 1, 1990. In response,
Nevada's Welfare Division plans to include the increase in
its budget for the next year.
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Recommendation:

Support increased reimbursements to long-term care
facilities for Medicaid patients.

4, State Social Services

As the number of telephone numbers that connect callers to
the various social service agencies in Nevada increases, so
does confusion for the average citizen. The health care
committee acknowledges that the maintenance of these access
numbers is important, but it also perceives a need to
simplify the process.

Recommendation:
Create a 24-hour statewide hotline that would be
answered by a person who would connect or direct a
caller to the correct social service agency for
assistance with a particular problem. (BDR 18-1031)

5. Welfare Division

According to the long-term care industry, Nevada's Welfare
Division is the only such organization in the country
specifically exempt from compliance with an administrative
procedures act as a matter of law. The division, along

with nine other units of Nevada government, currently are
exempted from the state's Administrative Procedure Act which
sets forth the requlation-making and adjudication procedure
to be followed by agencies of the executive branch.

Recommendation:

Amend NRS 233B.039, "Applicability," to require the
Welfare Division to adhere to the provisions of the
Nevada Administrative Procedure Act. (BDR 18-1030)

G. RURAL HOSPITAL REGULATIONS

The Nevada Rural Hospital Project (NRHP) presented informa-
tion to the Committee on Health Care that demonstrated the
significance of the costs of regulatory compliance for
Nevada's rural hospital. The average total costs are
estimated at $398,333 per hospital per year, representing
12 percent of Nevada rural hospitals' average operating
expenses,

The NRHP determined that regulatory compliance at Nevada
rural hospitals increases the cost of health care by
approximately $44 per patient day. In the judgement of
hospital managers, this cost has uncertain benefits in terms
of quality of patient outcomes.

23



1. Recommendations from the Nevada Rural Hospital Study

Assembly Bill 352 of the 1989 legislative session (Chap-
ter 883, Statutes of Nevada 1989, pages 2155-2158) provided
the Nevada Rural Hospital Project with funding to conduct a
study of the impact of requlation on rural hospitals. The
goal of the study was to find a way to ease the burden of
regulation on rural hospitals.

The NRHP contracted with the Hay Management Consultant Group
to assist in that part of the study relating to cost. This
contract resulted in a report titled Cost and Effects of
Regulatorz Compliance in Nevada Rural Hospitals. Areas
addressed were the qualitative effect, the estimated cost,

and the econcmic implications of regulatory compliance.

The report determined that there is a significant impact on
Nevada's rural hospitals. Based on this report and other
aspects of the NRHP's investigation, several recommendations
were presented to the health care committee to ameliorate
the regulatory burden on rural hospitals. The committee
voted to include all of the recommendations in this report.

Recommendations:

Urge the State Board of Health to eliminate duplicative
surveys and licenses by implementing a policy which
allows one license to cover all aspects of a health care
operation, which are governed by the same board and
located in the same county. (BDR 40-1022)

Mandate the Welfare Division, the Bureau of Regulatory
Health Pacilities and the State Board of Pharmacy and
all future surveying agencies to combine licensure and
certification surveys. (BDR 40-1022)

Require all agencies and boards to do cost/benefit
analyses and impact statements for all proposed health
care legislation and regulations. Include a requirement
that the feasibility of waivers for rural facilities be
evaluated. Cost/benefit analysis would include all
costs associated with regulation to the state and to the
provider (and, therefore, the patient) on an ongoing
basis. Include a requirement that conflicts (in terms
of regulation) be resolved by agencies and boards before
regulations are adopted. (BDR 40-1022)

Require that the Bureau of Regulatory Health Pacilities
annually present a seminar designed to provide a compre-
hensive review of current licensure regulations and
current interpretations of regulations and Medicare
Conditions of Participation being used by surveyors.
Reasonable registration fees may be charged to cover
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the cost of the seminar. Appropriate $60,000 to fund a
position in the bureau to coordinate educational pro-
grams on health facility regqulations. Also, allocate
$75,000 to establish a grant pool for technical adminis-
trative assistance to rural hospitals. Allow the
Department of Human Resources to grant waivers from
requlation requirements to rural hospitals where
appropriate. (BDR 40-1036)

III. CONCLUSION

This report presents a comprehensive discussion of the major
health care topics presented to the Nevada Legislature's
Committee on Health Care during the past legislative
interim. These subjects concern important health care
issues that Nevada will be facing in the near future and,

in some cases, in the long term as well. Many of the issues
addressed in the report have been discussed by past Nevada
Legislatures and will doubtless be part of many future
debates. Since legislation governing these topics will
affect a wide variety of Nevada private and public organi-
zations as well as the state's citizens, it is expected that
each issue will undergo intense scrutiny.

As noted earlier in the report, over 100 proposals covering
a myriad of health care subjects were considered by the
health care committee. A significant amount of time and
effort was expended by the committee in reviewing and
analyzing the issues confronting the health care consumer
and the industry itself. This report is yet another step in
the legislative effort to provide a comprehensive analysis
of the regulation, financing, and operation of Nevada's
health care systenm.

Despite major efforts by the 1987 and 1989 legislatures,
health care costs in Nevada remain among the highest in the
country. The committee continues to evaluate the many
interrelated components driving health care costs. Action
on one segment invarably leads to reaction in another. As
the 4-year experiment in hospital cost containment provided
by A.B. 289 ends, and a new direction begins, the committee
pledges to continue its evaluation of the short-term and
long-term effects of cost containment measures.

The shift of responsibility from the Federal Government to
state and local governments for many health care programs
continues. Although this shift provides the states with
more control, it also demands that state governments expand
their participation in and financing of numerous aspects of
the health care field.
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This report seeks to provide recommendations for responding
to these new and continuing demands. The Nevada Legislature
will undoubtedly debate these issues for some time as its
concerns about the cost, availability and quality of health
care for all Nevadans will not be easily resolved.

The members of the committee take this opportunity t» thank
all of those individuals and organizations who participated
in committee meetings and discussions. A special note of
appreciation goes to the many special witnesses, state
agency representatives, and health care industry profes-
sionals. The committee's work would have been next to
impossible without the valuable assistance of these talented
people who willingly contributed their expertise in oral and
written testimony.
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ASSEMBLY BILL 239

AN ACT relaung o heaith facilities: requiring certain hospitals to redyce charges and
maintain those charges at the reduced level: requiring certain hospitals to
reduce their revenue per inpatient: requiring certain hosprtals to reduce their
percentage of income to operatng expenses; creating a legslative committes
on health care: requiring certain hospitals {0 provide an established amount
of treatment for indigent patients or to pay an assessment: prohibiting certain
transactions between affiliated health facilities and insurers and between
hospitals and their affiliates; requiring hospitals to provide emergency
medical care: revising the criteria for determining whether certain projects
require the approval of the director of the department of human resources;

and providing other martters properly relating thereto.

WHEREAS. Limitations upon competition in the field of health care have
artificially increased prices to a level which makes such care unaffordable for
the average Nevadan; and

WHEREAS. The high price of health care has created a public heaith
emergency requiring immediate and pervasive legislative action; and

WHEREAS. Legislative action to counteract the monopolistic advantage of
providers of health care will allow the natural economic forces to surface and
control future increases in the costs of health care; and

WHEREAS, If the reductions in prices and revenues required by this act
sufficiently stimulate competition in the field of health care, future economic
regulation of health care by the legislature will be unnecessary; now, therefore,

THE PEOPLE OF THE STATE OF NEVADA. REPRESENTED IN SENATE
AND ASSEMBLY, DO ENACT AS FOLLOWS:

Section 1. Title 40 of NRS is hereby amended by adding thereto a new
chapter to consist of the provisions set forth as sections 2 to 33, mclusxve of
this act.

Sec. 2. As used in this chapter, unless the context otherwise requires, the
words and terms defined in sections 3 to 16, inclusive, of this act, have the
meanings ascribed to them in those sections.

Sec. 3. "Administrator” means the administrator of the division for review
of health resources and costs of the department of human resources.
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Sec. 4. "Billed charge” means the total amount charged by a hospital for
medical care provided, regardless of the anticipated amount of net revenue (o
be received or the anticipated source of payment.

Sec. 5. "Committee" means the legislative committee on health care.

Sec. 6. "Department” means the department of human resources.

Sec. 7. "Director" means the director of the department of human
resources.

Sec. 8. "Discharge form" means the form hospitals are required to use to
report information concerning the discharge of patients.

Sec. 9. "Division" means the division for review of heaith resources and
costs of the department of human resources.

Sec. 10. 1. Except as otherwise provided in subsection 2, "fiscal year"
means a period beginning on July | and ending on June 30 of the following
year.

2. A hospital’s "fiscal year" is the period of 12 months used by a hospital
for the purposes of accounting and the preparation of annual budgets and
financial statements.

Sec. 11. "Health facility” has the meaning ascribed to it in NRS 439A.015.

Sec. 12. "Hospital” means any facility licensed as a medical, surgical or
obstetrical hospital, or as any combination of medical, surgical or obstetrical
hospital, by the health division of the department of human resources.

Sec. 13. "Medicaid” means the program established pursuant to Title XIX
of the Social Security Act (42 U.S.C. §§ 1396 et seq.) to provide assistance for
part or all of the cost of medical care rendered on behalf of indigent persons.

Sec. 14. "Medicare” means the program of health insurance for aged and
disabled persons established pursuant to Title XVII of the Social Security Act
(42 U.S.C. §§ 1393 et seq.).

Sec. 18." "Net revenue" means ail revenues earned from inpatient medical
care provided to patients by a hospital.

Sec. 16. "Practitioner” has the meaning ascribed to it in NRS 439A.0195.

Sec. 17. The purposes of this chapter are to:

1. Promote equal access to quality medical care at an affordable cost for all
residents of this state.

2. Reduce excessive billed charges and revenues generated by some
hospitals in this state in order t0 provide relief from excessively high costs of
medical care.
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3. Provide the regulatory mechanisms necessafy to ensure that the forces of
a competitive market will be able to function effectively in the business of
providing medical care in this state.
Sec. 18. 1. There is hereby established a legislative committee on health
/care consisting of t‘hree members of the senate and three members of the
so0 g latae CXSwawissios

. ,, Fucf
(/5 194 - assemblyr"le membery must be appointed with appropriate regard for their
/7577) experience with and knowledge of matters relating to health care. Fie

2. No member of the committee may:

(a) Have a financial interest in a health facility in this state;

(b) Be a member of a board of directors or trustees of a health facility in
this state;

(¢) Hold a position with a health facility in this state in which the legislator
exercises control over any policies established for the health facility; or

(d) Receive a salary or other compensation from a health facility in this
state.
This subsection does not prohibit a member of the committee from selling
goods which are not unique to the provision of health care to a health facility
if the member primarily sells such goods to persons who are not involved in

the provision of health care. /..,./ /e commission Shell select the churonn andvice chom
3. The MMWWM

the—cemmittee: Each such ofﬁcer shall hold ofﬁce for a term of 2 years
commencmg on July 1 of each odd-numbered year [a—vacancy—ocours—in-the

4. Any member of the committee who does not return to the legislature
continues to serve until the next session of the legislature convenes.
5. Vacancies on the committee must be filled in the same manner as
|_original appointments. 4. fom~ anwally /o # Lyshfie comtissen )
Sec. 19. 1. The members of the committee shall meet throughout each year
at the times and places specified by a call of the chairman or a majority of the
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committee. The researel director of the legislative counsel bureau or a person
he has designated shall act as the nonvoung recording secretary. The
committee shall prescribe regulations for its own management and government.
Four members of the commuittee constitute a quorum, and a quorum may
exercise all the powers conferred on the commirtee.

2. Except during a regular or special session of the legislature, members of
the committee are entitled to receive the compensation provided for a majority
of the members of the legisiature during the first 60 days of the preceding
regular session for each day or portion of a day during which he attends a
meeting of the committee or is otherwise engaged in the business of the
committee plus the per diem allowance and travel expenses provided for state
officers and emplovees generally.

3. The salaries and expenses of the committee must be paid from the
legislative fund.

Sec. 20. The committee may:

1. Review and evaluate the quality and effectiveness of programs for the
prevention of illness.

2. Review and compare the costs of medical care among communities in
Nevada with similar communities in other states.

3. Analyze the overall system of medical care in the state to determine wavs
to coordinate the providing of services to all members of society, avoid the
duplication of services and achieve the most efficient use of all available
resources.

4. Examine the business of providing insurance, including the development
of cooperation with health maintenance organizations and organizations which
restrict the performance of medical services to certain physicians and hospitals,
and procedures to contain the costs of these services.

5. Examine hospitals to:

(a) Increase cooperation among hospitals;

(b) Increase the use of regional medical centers; and

(c) Encourage hospitals to use medical procedures which do not require the
patient to be admitted to the hospital and to use the resulting extra space in
alternative ways.

6. Examine medical malpractice.

7. Examine the system of education to coordinate:

(a) Programs in health education, including those for the prevention of
illness and those which teach the best use of available medical services; and
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(b) The education of those who provide medical care.

8. Review competitive mechanisms to aid in the reduction of the costs of
medical care.

9. Examine the problem of providing and paying for medical care for
indigent and medically indigent persons. including medical care provided by
physicians.

10. Examine the effectiveness of any legislation enacted to accomplish the
purpose of restraining the costs of health care while ensuring the quality of
services, and its effect on the subjects listed in subsections | to 9, inclusive.

11. Determine whether regulation by the state will be necessary in the
future by examining hospitals for evidence of:

(a) Degradation or discontinuation of services previously offered, including
without limitation, neonatal care, pulmonary services and pathology services;
or

(b) A change in the policy of the hospital concerning contracts,
as a result of any legisiation enacted to accomplish the purpose of restraining
the costs of health care while ensuring the quality of services.

12. Study the effect of the acuity of the care provided by a hospital upon
the revenues of hospital and upon limitations upon that revenue.

13. Review the actions of the director in administering the provisions of this
chapter and adopting regulations pursuant to those provisions. The director
shall report to the committee concerning any regulations proposed or adopted
pursuant to this chapter. ‘

14. Conduct investigations and hold hearings in connection with its review
and analysis.

15. Apply for any available grants and accept any gifts, grants or donations
to aid the committee in carrying out its duties pursuant to this chapter.

16. Direct the legislative counsel bureau to assist in its research,
investigations, review and analysis.

17. Recommend to the legislature as a result of its review any appropriate
legislation.

Sec. 21. 1. In conducting the investigations and hearings of the committee:

(a) The secretary of the committee, or in his absence any member of the
committee, may administer oaths.

(b) The secretary or chairman of the committee may cause the deposition of
witnesses, residing either within or outside of the state, to be taken in the
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manner prescribed by rule of court for taking depositions in civil actions in the
district courts.

(¢) The seesdsasy—er chairman of the committee may issue subpenas to
compei the attendance of witnesses and the production of books and papers.

=. If any witness refuses to attend or testify or produce any books and
papers as required by the subpena. the sessetammes chairman of the committee
may report to the district court by petition, setting forth that:

(a) Due notice has been given of the time and place of attendance of the
witness or the production of the books and papers;

(b) The witness has been subpenaed by the committee pursuant to this
section; and ‘

(c) The witness has failed or refused to attend or produce the books and
papers required by the subpena before the committee which is named in the
subpena, or has refused to answer questions propounded to him,
and asking for an order of the court compelling the witness to attend and
testify or produce the books and papers before the committee.

3. Upon such petition, the court shall enter an order directing the witness
to appear before the court at a time and place to be fixed by the court in its
order, the time to be not more than 10 days from the date of the order, and to
show cause why he has not attended or testified or produced the books or
papers before the committee. A certified copy of the order must be served
upon the witness.

4. If it appears to the court that the subpena was regularly issued by the
committee, the court shall enter an order that the witness appear before the
committee at the time and place fixed in the order and testify or produce the
required books or papers. Failure to obey the order constitutes contempt of
court.

Sec. 22. [Each witness who appears before the committee by its order,
except a state officer or employee, is entitled to receive for his attendance the
fees and mileage provided for witnesses in civil cases in the courts of record of
this state. The fees and mileage must be audited and paid upon the
presentation of proper claims sworn to by the witness and approved by the
secretary and chairman of the committee.

Sec. 23. Each hospital in this state shall maintain and use a uniform list of
billed charges for that hospital for units of service or goods provided to all
inpatients. A hospital may not use a billed charge for an inpatient that is
different than the billed charge used for another inpatient for the same service
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or goods provided. This section does not restrict the ability of a hospital or
other person to negotiate a discounted rate from the hospital’s billed charges
or to contract for a different rate or mechanism for payment of the hospital.
Sec. 24. 1. Except as otherwise provided in subsection 4, each hospital in
Keuf' Heu (this state has an obligation to provide emergency medreat Care, including care
- provided by physicians and nurses, and to admit the patient where appropriate,
. 07 b 371 regardless of the financial status of the patient.
k4 ) 2. Except as otherwise provided in subsection 4. it is unlawful for a hospital
to refuse to accept a patient in need of emergency medical care or to transfer a
patient to another hospital or health facility because of the financial status of
the patient.

3. A hospital or other health facility which treats a patient as a result of a
hospital’s violation of subsection 2 is entitled to recover from that hospital an
amount equal to three times the billed charges of the hospital which provided
the treatment for the treatment provided, plus reasonable attorney’s fees and
Costs.

4. This section does not prohibit the transfer of a patient from one hospital
to another: '

(a) When the patient is covered by an insurance policy or other contractual
arrangement which provides for payment at the receiving hospital; or

(b) After the county responsible for payment for the care of an indigent

atient has exhausted the money which may be appropriated for that purpose
ursuant to NRS 428.050 and 428.28S and section 42 of this act.

o transfer may be made pursuant to this subsection until the patient's
ondition has been stabilized to a degree that allows the transfer without an
dditional risk to the patient.

Sec. 28. 1. The legislature finds and declares that:

(a) The practice of refusing to treat an indigent patient if another hospital
can provide the treatment endangers the health and well-being of such
patients.

(b) Counties in which more than one hospital is located may lack available
resources to compensate for all indigent care provided at their hospitals.
Refusal by a hospital to treat indigent patients in such counties results in a
burden upon hospitals which treat large numbers of indigent patients.

(c) A requirement that hospitals in such counties provide a designated
amount of uncompensated care for indigent patients would:
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(1) Equalize the burden on such hospitals of treating indigent patients:
and

(2) Aid the counties in meeting their obligation to compensate hospitals
for such care.

(d) Hospitals with 100 or fewer beds have been meeting the needs of their
communities with regard to care of indigents, and have a minimal effect on the
provision of such care.

2. [Except as otherwise provided in this subsection, the provisions of
sections 25 to 29, inclusive. of this act, apply to each hospital in this state
which is located in a county in which there are two or more licensed hospitals.
The provisions of sections 25 to 29, inclusive, of this act. do not apply to a
hospital which has 100 or fewer beds.

3. The provisions of sections 25 to 29, inclusive, of this act, do not prohibit
a county from:

(a) Entering into an agreement for medical care or otherwise contracting
with any hospital located within that county; or

(b) Using a definition of "indigent" which would include more persons than
the definition in section 26 of this act.

Sec. 26. For the purposes of sections 25 to 29, inclusive, of this act,
"indigent" means those persons:

1. Who are not covered by any policy of health insurance;

2. Who are ineligible for Medicare, Medicaid, the benefits provided
pursuant to NRS 428,115 to 428.255, inclusive, or any other federal or state
program of public assistance covering the provision of heaith care;

3. Who meet the limitations imposed by the county upon assets and other
resources or potential resources; and

4, Whose income is less than:

(a) For one person living without another member of a household, $438.

(b) For two persons, $388.

(c) For three or more persons, $588 plus $150 for each person in the family

in excess of two.
For the purposes of this subsection, "income"” includes the entiré income of a
household and the amount which the county projects a person or household is
able to earn. "Household” is limited to a person and his spouse. parents.
children, brothers and sisters residing with him.
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Sec. 27. 1. A hospital shall provide. without charge, in each fiscal vear,
care for indigent inpatients in an amount which represents 0.6 percent of its
net revenue for the hospital’'s preceding fiscal year.

2. The division shall compute the obligation of each hospital for care of
indigent inpatients for each fiscal year based upon the net revenue of the
hospital in its preceding fiscal year and shall provide this information to the
board of county commissioners of the county in which the hospital is located.

3. The board of county commissioners shall maintain a record of discharge
forms submitted by each hospital located within the county, together with the
amount accruing to the hospital. The amount accruing to the hospital for the
care, until the hospital has met its obligation pursuant to this section. is the
highest amount the county is paying to any hospital in the county for that care.
Except as otherwise provided in subsection 2 of section 28 of this act. no
payment for indigent care may be made to the hospital until the total amount
50 accruing to the hospital exceeds the minimum obligation of the hospital for
the fiscal year, and a hospital may only receive payment from the county for
indigent care provided in excess of its obligation pursuant to this section. After
a hospital has met its obligation pursuant to this section, the county may
reimburse the hospital for care of indigent inpatients at any rate otherwise
authorized by law.

Sec. 28. 1. Except as othemse provided in section 25 of this act and
subsection 2 of this section, each county shall use the definition of "indigent”
in section 26 of this act to determine a person’s eligibility for medical
assistance pursuant to chapter 428 of NRS, other than assistance provided
pursuant to NRS 428.115 to 428.255, inclusive.

2. A board of county commissioners may, if it determines that a hospital
within the county is serving a disproportionately large share of low-income
patients:

(a) Pay a higher rate to the hospital for treatment of indigent inpatients:

(b) Pay the hospital for treatment of indigent inpatients whom the hospital
would otherwise be required to treat without receiving compensation from the
county; or

(c) Both pay at a higher rate and pay for inpatients for whom the hospital
would otherwise be uncompensated.

3. Each hospital which treats an mdlgent xmlggt shall submxt to the board

Prent
of county commissioners of the county m-whnh—(-ho—pa@-uadua discharge

form identifying the patient as a possible indigent and containing the
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information required by the department and the county to be included in all
such forms.

4. The county which receives a discharge form from a hospital for an
indigent inpatient shall verify the status of the patient and the amount which
the hospital is entitled to receive. ¢~ Amrzm«l/ /'cy'/d 4 M‘y 958 / )

5. Except as otherwise provided in subsection 2 of this }secnon ang
P ubsection 3 of section 27 of this act, if the M#é%mﬁ’f ot
nYe> /957) 24 Bigry ﬁldxgent the county shall i ired

. 3 pay to the hospital the amount required,
within the limits of money which may lawfully be appropriated for this
purpose pursuant to NRS 428.050 and 428.285 and section 42 of this act. 5, /e cberare

Sec. 29. 1. Before September 30 of each year, each county in which 2> 4o,
_l_l_ospitals subject to the provisions of sections 25 to 29, inclusive, of this act, are
located shall provide to the division a report showing:

,ﬂ,,.é‘ ) (a) The total number of indigent inpatients treated by each such hospital;

(b) The number of such patients for whom no reimbursement was provided
by the county because of the limitation imposed by subsection 3 of section 27
of this act;

(c¢) The total amount paid to each such hospital for treatment of such
patients; and

(d) The amount the hospital would have received for patients for whom no
reimbursement was provided.

2. The administrator shall verify the amount of treatment provided to
indigent inpatients by each hospital to which no reimbursement was provided
by:

(a) Multiplying the number of indigent inpatients who received each type of
treatment by the highest amount paid by the county for that treatment; and

(b) Adding the products of the calculations made pursuant to paragraph (a)
for all reatment provided.

If the total amount of treatment provided to indigent inpatients in the previous

fiscal year by the hospital was less than its minimum obligation for the year,

the director shall assess the hospital for the amount of the difference between

the minimum obligation and the actual amount of treatment provided by the

i hospital to indigent inpatients. which oo aot recave ,o-/nﬂ* -

: 3. If the adrmmstrator determmes that a hospitailhas met its obligation to
. provide treatment '

emey—for—sueh—rremnr— he shall notify the county of M&m—-ei—

lsp 40 -19%)

/A8 615"
/587

42



é/ the /,oao,;gf ar%lrl/f met aé/jar‘m
(aB6~ treatment provided rA-excass—oithe-hospualsobligason. The county shall pay
w7 the hospital for such treatment within 30 days after receipt of the nouce{] o the e1ten? oA

4. The director shall determine the amount of the assessment which a aalesie
hospital must pay pursuant to this section and shall notify the hospital in
writing of that amount on or before November | of each year. Payment is due
30 days after receipt of the notice. If a hospital fails to pay the assessment
when it is due the hospital shall pay, in addition to the assessment:

(a) I[nterest at a rate of 1 percent per month for each month after the
assessment is due in which it remains unpaid; and

(b) Any court costs and fees required by the director to obtain payment of
the assessment and interest from the hospital.

5. Any money collected pursuant to this section must be paid to the county
in which the hospital paying the assessment is located for use in paying other
hospitals in the county for the treatment of indigent inpatients by those
hospitals. The money received by a county from assessments made pursuant to
this section does not constitute revenue from taxes ad valorem for the purposes
of NRS 428.050, 428.285, 354.59805, 354.59811 and 354.59816, and section 42
of this act, and must be excluded in determining the maximum rate of tax
authorized by those sections.

Sec. 30. l. A hospital or related entity shall not establish a rental
agreement with a physician or entity that employs physicians that requires any
portion of his medical practice to be referred to the hospital or related entity.

2. No rent required of a physician or entity which employs physicians by a
hospital or related entity may be less than 75 percent of the rent for
comparable office space leased to another physician or other lessee in the
building, or in a comparable building owned by the hospital or entity.

3. A hospital or related entity shall not pay any portion of the rent of a
physician or entity which employs physicians within facilities not owned or
operated by the hospital or related entity, unless the resulting rent is no lower
than the highest rent for which the hospital or related entity rents comparabie
office space to other physicians.

4. No heaith facility may offer any provider of medical care any financial
inducement, excluding rental agreements subject to the provisions of
subsection 2 or 3, whether in the form of immediate. delayed, direct or indirect
payment to induce the referral of a patient or group of patients to the health
facility. This subsection does not prohibit bona fide gifts under $100, or
reasonable promotional food or entertainment.
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Y Hg‘i) 5. The provisions of subsections | to 4. inclusive, do not apply to hospitals

in a county whose population is less than 38:668- 35 00O

6. A hospital, if acung as a billing agent for a medical practitioner
performing services in the hospital, shall not add any charges to the
practitioner’s bill for services other than a charge related to the cost of
processing the billing.

7. No hospital or related entity may offer any financial inducement to an
officer, employee or agent of an insurer, a person acting as an insurer or self-
insurer or a related entity. A person shall not accept such offers. This
subsection does not prohibit bona fide gifts of under S100 in value, or
reasonable promotional food or entertainment.

8. A hospital or related entity shall not sell goods or services to a physician
unless the costs for such goods and services are at least equal to the cost for
which the hospital or related entity pays for the goods and services.

9. A practitioner or heaith facility shall not refer a patient to a health
facility or service in which the referring party has a financial interest unless the
practitioner or health facility first discloses the interest.

10. The director may, at reasonable intervals, require a hospital or related
entity or other party to an agreement to submit copies of operative contracts
subject to the provisions of this section after notification by registered mail.
The contracts must be submitted within 30 days after receipt of the notice.
Contracts submitted pursuant to this subsection are confidential, except in
cases in which an action is brought pursuant to subsection 11.

11. A person who willfully violates any provision of this section is liable to
the State of Nevada for:

(a) A civil penalty in an amount of not more than $5,000 per occurrence, or
100 percent of the value of the illegal transaction, whichever is greater.

(b) Any.reasonable expenses incurred by the state in enforcing this section.
Any money _recovered pursuant to this subsection as a civil penalty must be
deposited in a separate account in the state general fund and used for projects
intended to benefit the residents of this state with regard to health care. Money
in the account may only be withdrawn by act of the legisiature.

12. As used in this section, "related entity” means an affiliated person or
subsidiary as those terms are defined in section 31 of this act.

Sec. 31. 1. For the purposes of this section:
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(a) An "affiliated person” is a person controlled by any combination of the
hospital. the parent corporauon. a subsidiary or the principal stockhoiders or
officers or directors of any of the foregoing.

(b) A "subsidiary” is a person of which either the hospital and the parent
corporation or the hospital or the parent corporation holds practical control.

2. No hospital may engage in any transaction or agreement with its parent
corporation, or with any subsidiary or affiliated person which will result or has
resulted in:

(a) Substitution contrary to the interest of the hospital and through any
method of any asset of the hospital with an asset or assets of inferior quality or
lower fair market value;

(b) Deception as to the true operating results of the hospital;

(c) Deception as to the true financial condition of the hospital;

(d) Allocation to the hospital of a proportion of the expense of combined
facilities or operations which is unfavorable to the hospital:

(e) Unfair or excessive charges against the hospital for services, facilities or
supplies;

(f) Unfair and inadequate charges by the hospital for services, facilities or
supplies furnished by the hospital to others; or

(g) Payment by the hospital for services, facilities or supplies not reasonably
needed by the hospital. ‘

3. [f the director has reasonable cause to believe that a violation of
subsection 2 has occurred, he may conduct an examination of any books and
records of the hospital, parent corporation, subsidiary or affiliated person
which he deems pertinent to the examination. The director has the same
authority to examine the parent corporation, subsidiary or affiliated person and
recover the cost of the examination as he has with regard to the hospital. A
parent corporation, subsidiary or affiliated person which refuses to permit the
examination of its books and records is subject to the fine provided for in
subsection 4 for each day that access to the books or records is restricted.

4. If a hospital, parent corporation, subsidiary or affiliated person is found.
after notice and a hearing, to have violated the provisions of this section, the
director may impose an administrative fine of not more than $20,000 for each
violation or the actual amount of damage caused by the violation, whichever is
greater.
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5. Upon a second or subsequent violation of the provisions of this section.
the director may commence a legal action in the district court of any county to
secure 3n injunction against further violations of this section.

Sec. 32. 1. The director may by regulation require hospitals, other health
facilines and providers of health services to submit such information as is
reasonably necessary for the director and the division to carry out the
provisions of this chapter.

2. Except as otherwise provided in subsection 3, the director shall by
regulation require an examination of a hospital by an independent auditor
appointed by the director to ensure compliance with this chapter. The audits
must be scheduled on a regular basis but not more often than once each year.
The hospital shall pay the costs of the audit. A hospital may contract with the
auditor to conduct other work for the hospital in connection with the audit.

3. The director shall not require an audit of a hospital which has less than
200 beds or is subject to the provisions of chapter 450 of NRS. The director
shall by regulation require such a hospital to submit audits of the hospital on a
regular basis but not more often than once each year.

4. If a hospital fails to comply with any regulation adopted pursuant to this
section or the director has reason to believe the hospital has violated any
provision of this chapter, the director may conduct an examination or contract
for an independent examination of the hospital to determine whether it is in
compliance with those provisions. The hospital which is the subject of such an
examination is responsible for payment of the costs of the examination if the
director determines that the hospital did violate a provision of this chapter.

5. Any person who fails to submit information as required by any
regulation adopted pursuant to this chapter to the department or the division
or fails to submit to an audit or examination pursuant to this section is subject
to an administrative fine of not more than $1,000 per violation per day until
the required information is submitted or the person submits to the audit or
examination.

Sec. 33. 1. The director:

(a) May adopt such regulations as are necessary to carry out the provisions
of this chapter.

(b) Shall ensure that the administration of this chapter does not cause the
state to fail to comply with the requirements of the Federal Government
concerning Medicare and Medicaid.
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2. In addition to any civil or administrative penalty specifically provided in
this chapter. any person who violates a provision of this chapter shall be
punished by a fine of not more than $5.000 for each violation.

Sec. 34. Chapter 439A of NRS is hereby amended by adding thereto a new
section to read as follows:

The division shall prepare quarterly and release for publication or other
dissemination a listing of every hospital in the siate and its charges for
represeniative services. The division shall report annually to the legislative
committee on health care on or before December | regarding the effects of
legislation on the costs of health care and on the manner of its provision.

Sec. 35. NRS 439A.100 is hereby amended to read as follows:

439A.100 1. [Except as provided in NRS 439A.103, no person may
undertake any project described in subsection 2 without first applying for and
obtaining the written approval of the director. The health division of the
department of human resources shall not issue a new license or alter an
existing license for any project described in subsection 2 unless the director has
issued such an approval.

2. The projects for which this approval is required are [as follows:

(a) Any] :

(a) Except as otherwise provided in subsection 3, any proposed expenditure
by or on behalf of a [health facility] hospitei—in—enecess—of-the—greater—of
[$714,000) $1.500,000-0r-sush—an—amouni—as—the-department—may—specify by
cegulation—or—by—or—en—behaif—of—any—other health facility in excess of the

74 000 o0 Wo_ﬂﬁw or such an amount as the depariment may specify by

CAS 415-(557)

[32 000, 0007

jz 000 000
(AL 2oy -13)

regulation, which under generally accepted accounting principles consistently
applied is a capital expenditure;

(b) A proposal which increases the number of licensed or approved beds in
a health facility other than a hospital above the total of the number of licensed
beds and the number of additional beds which have been approved pursuant to
this subsection;

(c) A proposal which increases the number of licensed and approved beds in
a hospital through the addition of 10 or more beds or a number of beds equal
to 10 percent of the licensed or approved capacity of that facility, whichever is
less, over a period of 2 years; ’

[(c) The proposed addition, expansion or consolidation of any health service
to be offered in or through a heaith facility which was not offered on a regular
basis in the previous 12 months if the addition, expansion or consolidation:
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(1) Involves a capital expenditure in excess of $100.000, or such an
amount as the department may specify by regulation; or
(2) Would entail an annual operating expense for providing the service in
excess of $297.500. or such an amount as the department may specify by
regulation, whichever 1s greater:
(d) Thej
(d) Except as otherwise provided in subsection 4. the proposed acquisition &%
or-on-beraif-of-ahospitatof any new or used medical equipment which [would
cost] has @ market value of more than [$400.000.] $+566-688(or such an >~ °°° "oz
amount as the department may specify by regulation, whichever is greaterj[;] .0’6 5/5—./4;\
L 1 Da000 0ac
meuby—aay—o&hu—peﬁson—ef-awml 1/ 000 0os
equipment—witich—has—a—market—vatue—of—more—than—5060-000—or—sueh—an  105.9. 100% )
he d ™ i hick . ‘
(e) The acquisition of an existing health facility if:
(1) The purchaser does not, within a period specified by a regulation of
the department, notify it of his intention to acquire the facility; or
(2) The department finds, within 30 days after it receives the notice, that
in acquiring the facility the purchaser will change the number of beds ; [or the
health services offered;] and f 7#¢ cowshvction of « aew henllh heilly; audly) (48651
(f)|The conversion of an existing office of a practitioner to a health facility,
regardless of the cost of the conversion, if the establishment of the office would
have met the threshold for review of costs pursuant to paragraph {(c).] (a) or

o 1459) g), (Actd WWIC, burrs, Qana-beort, frusem |

/ﬂ, " 0;
o

b

S

L

“ "-_0.’,46

F

oS e
L

)

3. The provisions of paragraph (a) of subsection 2 do not include any capital

7upcnditure for:

(a) The acquisition of land;
(b) The construction of a facility for parking;
Al (c) The maintenance of a health facility;
(d) The renovation of a health facility to comply with standards for safety,

¢ licensure, certification or accreditation;

(e) The installation of a system to conserve energy;

(f) The installation of a system for data processing or communication; or

(g) Any other project which, in the opinion of the direcior, does not relate
directly to the provision of any health service.

4. The provisions of paragraph (d) of subsection 2 do not include
acquisitions of medical equipment proposed primarily to replace exisiing
equipment.[l’he department shall by regulation develop standards to determine

The porrsan O(ruﬂU .. shall wat'fy Crie Je/nr/m_/] of A iatoutier  ABES. 1587
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whether the primary purpose of a proposed acquisition is 1o replace existing
equipment.

5. In reviewing an application for approval. the director shall:

(a) Comparatively assess applications for similar projects affecting the same
geographic area; and

(b) {Consider any recommendation of a health systems agency; and

(c)] Base his decision on criteria established by the director by regulation.
The criteria must include:

(1) The need for and the appropriateness of the project in the area to be
served:

(2) The extent to which the project is consistent with the state health
plan;

(3) The financial feasibility of the project;

(4) The effect of the project on the cost of health care; and

(5) The extent to which the project is consistent with the purposes set
forth in NRS 439A.020 and the priorities set forth in NRS 439A.081.

[4.] 6. The department may by regulation require additional approval for a
proposed change to a project which has previously been approved if the
proposal would result in a change in the number of existing beds or a change
in the health services which are to be provided, a change in the locanon of the
project or a substantial increase in the cost of the project. :

[5.1 7. The decision of the director is a final decision for the purposes of
judicial review.

Sec. 36. Chapter 449 of NRS is hereby amended by adding thereto the
provisions set forth as sections 37, 38 and 39 of this act.

Sec. 37. 1. Each hospital in this state shall use for all patients discharged the
form commonly referred to as the "UB-82," or a different form prescribed by
the direcior with the approval of a majority of the hospitals licensed in this siate,
and shall include in the form all information required by the department.

2. The department shall by regulation:

(a) Specify the information required to be included in the form for each
patient: and

(b) Require each hospital to provide specified information from the form to
the department.

3. Each insurance company or other payer shall accept the form as the bill
for services provided by hospitals in this state.
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4. Each hospital with more than 200 beds shall provide the informasion
required pursuant to paragraph (b) of subsection 2 on magnetic tape or by
other means specified by the department. or shall provide copies of the forms
and pay «he costs of entering the information manually from the copies.

Sec. 38. /. A licensee must obtain the approval of the health divisionybefore
m addition of any of the following services: To anmead 45 /'ff"t}j{
(a) The intensive care of newborn babies. A gercte a Roe. Ity
(b) The treatment of burns.
2 fc) The transplant of organs.
v\b% {\\ (d) The performance of open-heart surgery.
“ (e) A center for the treatment of trauma. anmd o lconse fo ollon 2 far, /,ﬁ, 4
2. The health division shall approve an application t% provide any of the
services described in subsection 1 mﬁ—ﬂ—dﬁemeo—m:—ﬁe-hem m e

imadeguate-personnel-or-equipment-for-the-provision-of-the~services. | The health m
division may demy-apprevel-or revoke its approval if the licensee fails tozsouply sehs 5“’0

with standards approved by the board for the provision of such servicegy ::""::‘ "::‘;"’
3. The board shall consider standards adopted by appropriate national 5,;/7;4.7,:,;
organizations as a guide for adopting standards for the approval of the AdSyitA, /oo

Erovmon of services pursuant to this section.

- i population is 100,000 or more @ comuission for the advocacy of maintaining
Kf‘ the quality of care provided by hospifals. Each hospital in such a county with
sh 76 more than 200 beds shall create a commiuee for the advocacy of maintaining

1451 ,;(S the quality of care provided by th¢ hospital. The director shall prescribe the
powers and duties of such commissfons and committees.

lf"" 9.4 w f./"“' 2. Each commistee must be fcomposed of at least five physicians on the
fr y,‘..r‘) medical staff of the hospital 0 do not have a pecuniary interest in the
hospital, who must be elected by a vote of all such physicians at the hospital.

3. The state health officer if ex officio a voting member of each commission.
Except as otherwise providedfin this subsection, each hospital in such a county
shall have one representatiye on the commission. The representative must be
elected by the physicians orf the medical staff of the hospital who do not have a
pecuniary interest in the hpspital. if there are an odd number of hospitals in the
county, the largest hospisal. based upon the number of licensed beds. shall elect
two representatives in agcordance with the provisions of this subsection.

4. Each committee gnd commission shall represent the interests of panems of

QUL (0 SASUEE thaiihe-Gudlisn-ci-core-Drovided—by-hosmitals is
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require hospitals in the county 10 submit inférmation concerning the patterns of
staffing at the hospitals, and may compilethat information for publication with
similar information from other staifs. A committee may require such
information from its hospital.

5. If a committee determines that its hospital’s quality of care is being
compromised in the interest of e€onomic considerations, it shall inform the
commission for its county. If a fommission determines, either on its own or as
the result of information prbvided by a commiuee, that a hospital is so
compromising its quality of /care, the commission shall inform the director of
the department of human pésources of its determination in writing. Upon receip:
of such a determination/the director may require the hospital (0 submit to an
evaluation conducted /by the health division or by another appropriate
accrediting body. The hospital which is subject to such an evaluation shall pay
the costs of the evajuation.

6. The commyjltees, the commissions, the legislative committee on heaith care
and the directpr of the department of human resources may exchange the

Sec. 40. NRS 449.465 is hereby amended to read as follows:

449.465 1. The director may, by regulation, impose fees upon admitted
health insurers to cover the costs of carrying out the provisions of NRS 449.450
to 449.530, inclusive [.] , and section 37 of this act. The maximum amount of
fees collected must not exceed the amount authorized by the legislature in
each biennial budget.

2. The director shall impose a fee of 550 each year upon admitted health
insurers for the support of the legislative commiuee on health care. The fee
imposed pursuant 1o this subsection is in addition to any fee imposed pursuani
to subsection 1. The fee collected for the support of the legislative commistee on
health care must be deposited in the legisiative fund.

Sec. 41. NRS 449.490 is hereby amended to read as follows:

449490 1. Every institution which is subject to the provisions of NRS
449.450 to 449.530, inclusive, and section 37 of this act, shall file with the
department the following financial statements or reports in a form and at
intervals specified by the director but at least annually:

(a) A balance sheet detailing the assets, liabilities and net worth of the
institution for its fiscal year; and '

(b) A statement of income and expenses for the fiscal year.
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Each such institution shall file with the department a proposed operating budger
for the following fiscal year at least 30 davs before the start of tha fiscal vear.

2. The director shall require the cerufication of specified financial reports
by [the institution’s] an independen: certified public accountant and may
require attestations from responsible officers of the institution that the reports
are, to the best of their knowledge and belief. accurate and complete.

3. The director shall require the filing of all reports by specified dates. and
may adopt regulations which assess penalties for failure to file as required, but
he shall not require the submission of a final annual report sooner than 6
months after the close of the fiscal year, and may grant extensions to
institutions which can show that the required information is not available on
the required reporting date.

4. All reports, except privileged medical information. filed under any
provisions of NRS 449.450 to 449.530, inclusive, and section 37 of this act, are
open to public inspection and must be available for examination at the office
of the department during regular business hours.

Sec. 42. Chapter 450 of NRS is hereby amended by adding thereto a new
section to read as follows:

1. The board of county commissioners of a county in which a public
hospital is located may, upon approval by a majority of the voters voting on the
question in an election held throughout the county, levy an ad valorem tax of
not more than 2.5 cents on each 3100 of assessed valuation upon all taxable
property in the county, to pay the cost of services rendered by the hospital
pursuant to subsection 3 of NRS 450.420. The approval required by this
subsection may be requested at any general or special election.

2. Any tax imposed pursuant to this section is in addition 1o the taxes
imposed pursuant to NRS 428.050 and 428.285. The proceeds of any tax levied
pursuant (o this section are exempt from the limitations imposed by NRS
428.050, 428.285, 35459805, 35459811 and 354.59816. and must be excluded in
determining the maximum rate of tax authorized by those sections.

Sec. 43. NRS 450.420 is hereby amended to read as follows:

450420 1. The board of county commissioners of the county in which a
public hospitai is located may determine whether patients presented to the
public hospital for treatment are subjects of charity. [The] Except as otherwise
provided in section 28 of this act, the board of county commissioners shall
establish by ordinance criteria and procedures to be used in the determination
of eligibility for medical care as medical indigents or subjects of charity.
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2. The board of hospital trustees shall fix the charges for treatment of those
persons able to pay for the charges. as the board deems just and proper. The
board of hospital trustees may impose an interest charge of not more than (2
percent per annum on unpaid accounts. The receipts must be paid to the
- county treasurer and credited by him to the hospital fund. [n fixing charges
pursuant to this subsection the board of hospital trustees shall not include. or
seek to recover from paying patients, any portion of the expense of the hospital
which 1s properly attributable to the care of indigent patients.

3. Except as provided in subsection 4 [,] of this section and subsection 3 of
section 27 of this act. the county is chargeable with the entire cost of services
rendered by the hospital and any salaried staff physician or emplovee to any
person admitted for emergency treatment, including ail reasonably necessary
recovery, convalescent and follow-up inpatient care required for any such
person as determined by the board of trustees of the hospital, but the hospirtal
shall use reasonable diligence to collect the charges from the emergency
patient or any other person responsible for his support. Any amount collected
must be reimbursed or credited to the county.

4. The county is not chargeable with the cost of services rendered by the
hospital or any attending staff physician or surgeon to the extent the hospital is
reimbursed for those services pursuant to NRS 428.115 to 428.255, inclusive.

Sec. 44. NRS 450.490 is hereby amended to read as follows:

450.490 1. The board of county commissioners of any county for which a
public hospital has been established or is administered pursuant to NRS
450.010 to 450.510, inclusive, and whose public hospital is the only hospital in
the county, may convey the hospital for an amount not less than its appraised
value or lease it for a term of not more than 50 years to any corporation if all
of the following conditions are met:

(a) The corporation must provide in its articles of incorporation for an
advisory: board for the hospital. The advisory board must consist of persons
who represent a broad section of the people to be served by the hospital.

(b) The corporation must contract to [care] :

(1) Care for indigent patients at a charge to the county which does not
exceed the actual cost of providing that care, [and to receive] or in accordance
with sections 25 to 29, inclusive. of this act. if applicable: and

(2) Receive any person falling sick or maimed within the county.
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(c) The corporation must agree to accept all the current assets. includine
accounts receivable, to assume all the current liabilities. and to take over an&
maintain the records of the existing public hospital.

(d) The agreement must provide for the transfer of patients, staff and
employees, and for the continuing administration of any trusts or bequests
pertaining to the existing public hospital.

(e) The agreement must provide for the assumption by the corporation of all
indebtedness of the county which is attributable to the hospital. and:

(1) If the hospital is conveyed, for payment to the county of an amount
which is not less than the appraised value of the hospital, after deducting any
indebtedness so assumed, immediately or by deferred installments over a
period of not more than 30 years.

(2) If the hospital is leased, for a rental which will, over the term of the
lease, reimburse the county for its actual capital investment in the hospital.
after deducting depreciation and any indebtedness so assumed. The lease may
provide a credit against the rental so required for the value of any capital
improvements made by the corporation.

2. If any hospital which has been conveyed pursuant to this section ceases
to be used as a hospital, uniess the premises so conveyed are sold and the
proceeds used to erect or enlarge another hospital for the county, the hospital
so conveyed reverts to the ownership of the county. If any hospital which has
been leased pursuant to this section ceases to be used as a hospital, the lease is
terminated.

Sec. 45. NRS 450.500 is hereby amended to read as follows:

450.500 1. Except as otherwise provided in NRS 450.490, the board of
county commissioners of any county for which a public hospital has been
established pursuant to NRS 450.010 to 450.510, inclusive, or established
otherwise but administered pursuant to NRS 450.010 to 450.510, inclusive, may
convey the hospital, or lease it for a term of not more than 50 years, to a
nonprofit corporation if all of the following conditions are met:

(a) The governing body of the nonprofit corporation must be composed
initially of the incumbent members of the board of hospital trustees, as
individuals. The articles of incorporation must provide for:

(1) A membership of the corporation which is broadly representative of
the public and includes residents of each incorporated city in the county and
of the unincorporated area of the county or a single member which is a
nonprofit corporation whose articles of incorporation provide for a
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membership which is broadly representative of the public and includes
residents of each incorporated city in the county and of the unincorporated
area of the county;

(2) The selecu’o_n of the governing body by the membership of the
corporation or, if the corporation has a single member. by the single member;

(3) The governing body to select its members only to fill a vacancy for an
unexpired term; and

(4) The terms of office of members of the governing body. not to exceed
6 years.

(b) The nonprofit corporation [shail] mus¢ contract to [care] :

(1) Care for indigent patients at a charge to the county which does not
exceed the actual cost of providing such care. [and to receive] or in accordance
with sections 25 10 29, inclusive, of this act. if applicable; and

(2) Receive any person falling sick or maimed within the county.

(c) The nonprofit corporation [shall] must agree 1o accept all the current
assets, including accounts receivable, to assume all the current liabilities, and
to take over and maintain the records of the existing public hospital.

(d) The agreement must provide for the transfer of patients, staff and
employees, and for the continuing administration of any trusts or bequests
pertaining to the existing public hospital.

(e) The agreement must provide for the assumption by the corporation of ail
indebtedness of the county which is attributable to the hospital, and:

(1) If the hospital is conveyed, for payment to the county of its actual
capital investment in the hospital, after deducting depreciation and any
indebtedness so assumed, immediately or by deferred instaliments over a
period of not more than 30 years.

(2) If the hospital is leased, for a rental which will over the term of the
lease reimburse the county for its actual capital investment in the hospital.
after deducting depreciation and any indebtedness so assumed. The lease may
provide a credit against the rental so required for the value of any capital
improvements made by the corporation.

2. Boards of county commissioners which have joint responsibility for a
public hospital may jointly exercise the power conferred by subsection 1, and
are subject jointly to the related duties.

3. If any hospital which has been conveyed pursuant to this section ceases
to be used as a nonprofit hospital, uniess the premises so conveyed are soid
and the proceeds used to erect or enlarge another nonprofit hospital for the
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county. the hospital so conveved reverts to the ownership of the county. [f any
hospital which has been leased pursuant to this section ceases to be used as a
nonprofit hospital, the lease is terminated.

Sec. 46. NRS 450.510 is hereby amended to read as follows:

450.510 1. The board of county commissioners of any county whose
population is less than 100.000 may contract with any nonprofit corporation to
which a public hospital has been conveyed or leased. for the care of indigent
patients from the contracting county and the receiving of other persons falling
sick or being maimed or injured within the contracting county. The contract
must be consistent with the provisions of sections 25 to 29. inclusive, of this act.
if applicable.

2. The contracting county may participate, from its county hospital
construction fund or otherwise, in the enlargement or alteration of the hospital.

Sec. 47. NRS 450.700 is hereby amended to read as follows:

450.700 1. The board of county commissioners of the county in which a
district hospital is located may determine whether patients presented to the
district hospital for treatment are subjects of charity. [The] Except as otherwise
provided in section 28 of this act, the board of county commissioners shall
establish by ordinance criteria and procedures to be used in the determination
of eligibility for medical care as medical indigents or subjects of charity.

2. The board of trustees shall fix the charges for treatment of those persons
able to pay for it, as the board deems just and proper. The receipts therefor
must be paid to the county treasurer and credited by him to the [district fund.]
fund for the district.

Sec. 48. NRS 232.320 is hereby amended to read as follows:

232.320 1. [The] Except as otherwise provided in subsection 2, the director:

(a) Shall appoint, with the consent of the governor, chiefs of the divisions of
the department, who are respectively designated as follows:

(1) The administrator of the aging services division;

(2) The administrator of the division for review of heaith resources and
costs;

(3) The administrator of the health division:

(4) The administrator of the rehabilitation division;

(5) The state weifare administrator; and

(6) The administrator of the youth services division.

(b) Shall administer, through the divisions of the department, the provisions
of chapters 210. 422 to 427A. inclusive. 431 to 436. inclusive, 439 to 443,
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inclusive, 446, 447, 449, 450. 458 and 615 of NRS. NRS 444,003 to 444.430.
inclusive, 445.015 to 445.038. inclusive. sections 2 t0 33. inclusive. of this act,
and all other provisions of law relating to the functions of the divisions of the
department. but is not responsible for the clinical activities of the health
division or the professional line acuvities of the other divisions.

(c) Has such other powers and duties as are provided by law.

2. The governor shall appoint the administrator of the menral hygiene and
mental retardation division.

. 4
ry—y - - - - nw gy - -

422.234 1. The administrator shall eftablish a state plan for assistance to
the medically indigent. The state plan igy/subject to the approval of the board.
The state plan must set forth the rgquirements for eligibility of indigent
persons. the types of medical and reedial care for which assistance may be
provided, the conditions imposed Znd such other provisions relating to the
development and administration of the program for assistance to the medically
indigent as the administrator and the board deem necessary. The state plan
must include a system of prospective payments to hospitals for treatment of
eligible patients. The paymentf must equal the actual cost of ireatment by the
most efficient and economicgl hospital in its category. Costs must be determined
in accordance with the anpual reports filed by hospitals for the purposes of
Medicare.

2. In developing anll revising the plan, the administrator and the board
shall consider, among/other things, the amount of money available from the
Federal Governmen{ for assistance to the medically indigent and the
conditions attached/to the acceptance of such money, and the limitations of

Sec. 50. NRS 428.010 is hereby amended to read as follows:

428.010 1. To the extent that money may be lawfully appropriated by the
board of county commissioners for this purpose pursuant to NRS 428.050 [,
428.26S, 428.275) and 428.28S, and section 42 of this act, every county shall
provide care, support and relief to the poor. indigent, incompetent and those
incapacitated by age, disease or accident, lawfully resident therein, when such
persons are not supported or relieved by their relatives or guardians, by their
own means, or by state hospitals. or other state, federal or private institutions
or agencies.

2. [The] Except as otherwise provided in section 28 of this act. the boards of
county commissioners of the several counties [are vested with the authority to]
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may establish and approve poiicies and standards. prescribe a uniform standard
of eligibility, appropriate money for this purpose and appoint agents who will
develop regulations and administer these programs [for the purpose of
providing] (o provide care. support and relief to the poor. indigent.
incompetent and those incapacitated by age, disease or accident.

Sec. 531. NRS 428.030 is hereby amended to read as follows:

428.030 l. When any poor person meets the uniform standards of
eligibility established by the board of county commissioners or by section 26 of
this act, if applicable. and does not have relatives of sufficient ability to care
for and maintain him, or when such relatives refuse or neglect to care for and
maintain him, then he [must] is entitled to receive such relief as is in
accordance with the policies and standards established and approved by the
board of county commissioners and within the limits of the money which may
be lawfully appropriated pursuant to NRS 428.050 [, 428.265, 428.275 or
428.285,] and 428.285, and section 42 of this act, for this purpose.

2. The board of county commissioners shall pay hospitals for the costs of
treating indigent inpatients who reside in the county an amount which is not

Aé 53/3 ) less than 85 percent of the pssepestive payment required for providing the same
a treatment to patients pursuant to the state plan for assistance to the medically
N indigent, within the limits of money which may be lawfully appropriated
/'Aa-""f';a pursuant to NRS 428.050 and 428.285, and section 42 of this act, for this
;M‘;ﬁ\ purpose.
Y5’ 3. The board of county commissioners may:

(a) Make contracts for the necessary maintenance of poor persons;

(b) Appoint such agents as the board [may deem] deems necessary to
oversee and provide the necessary maintenance of poor persons;

() Authorize the payment of cash grants [direct] directly to poor persons
for their necessary maintenance; or

(d) Provide for the necessary maintenance of poor persons by the exercise of
the combination of one or more of the powers specified in paragraphs (a). (b)

CS?;‘;) and (c) . [of this subsection.] 4&,,,,}./ sy contoact urth stele A asom cqolyee
Sec. 52. NRS 428.060 is hereby amended to read as follows: Cve/eude e/,J,J,/,/},,)
428.060 1. If it appears to the satisfaction of the board of county
commissioners that a pauper applying for relief has not established his
residence and came to the county for some other purpose, but before coming
to the county was a resident of some other county of this state, the board shall
provide temporary relief for the pauper in accordance with the policies and
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standards established and approved by the board of county commissioners and
within the limits of money which may be lawfully appropriated thereby for this
purpose pursuant to NRS 428.050 [, 428.265. 428.275 or 428.285.] and 428.285,
and section 42 of this act. and shail notify immediately the board of county
commissioners of the county where the pauper last had a residence.

2. The notice must be in writing, duly attested by the clerk of the board of
county commissioners, and deposited in the post office. addressed 10 the board
of county commissioners of the other county.

3. The board of county commissioners receiving the notice may cause the
pauper to be removed immediately to that county, and shall pay a reasonable
compensation for the temporary relief afforded. If the board of county
commissioners chooses not to remove the pauper, the county affording relief
has a legal claim against any money lawfully available in that county for the
relief necessarily furnished, and may recover it in a suit at law.

Sec. 53. NRS 428.090 is hereby amended to read as follows:

428.090 1. When any nonresident or any other person who meets the
uniform standards of eligibility prescribed by the board of county
commissioners or by section 26 of this act, if applicable, falls sick in the county,
not having money or property to pay his board, nursing or medical aid, the
board of county commissioners of the proper county shall, on complaint being
made, give or order to be given such assistance to the poor person as is in
accordance with the policies and standards established and approved by the
board of county commissioners and within the limits of money which may be
lawfully appropriated for this purpose pursuant to NRS 428.050 [, 428.265,
428.275 or 428.285.] and 428.285 and section 42 of this act.

2. [f the sick person dies, the board of county commissioners shall give or
order to be given to the person a decent burial or cremation.

3. The board of county commissioners shall make such allowance for the
person’s board, nursing, medical aid, burial or cremation as the board deems
just and equitable, and order it paid out of the county treasury.

4. The responsibility of the board of county commissioners to provide
medical aid or any other type of remedial aid under this section is relieved to
the extent of the amount of money or the value of services provided by:

(a) The welfare division of the department of human resources to or for
such persons for medical care or any type of remedial care under the state plan
for assistance to the medically indigent; and
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(b) The fund for hospital care 10 indigent persons under the provisions of
NRS 428.115 to 428.255. inclusive,

Sec. 34. NRS 680A.320 is hereby amended to read as follows:

680A.320 1. For the purposes of this section:

(a) [A "subsidiary" is a person of which either the insurer and the parent
corporation or the insurer or the parent corporation holds practical control,

(b)] An "affiliated person” is a person controlled by any combination of the
insurer, the parent corporation. a subsidiary or the principal stockholders or
officers or directors of any of the foregoing.

(b) "Health facility" has the meaning ascribed t0 it in NRS 439A.015.

(c) A "subsidiary" is a person of which either the insurer and the parent
corporaiion or the insurer or the parent corporation holds practical control.

2. No insurer [shall] may engage directly or indirectly in any transaction or
agreement with its parent corporation, or with any subsidiary or affiliated
person which will result or tend to result in:

(a) Substitution contrary to the interest of the insurer and through any
method of any asset of the insurer with an asset or assets of inferior quality or
lower fair market value;

(b) Deception as to the true operating results of the insurer;

(c) Deception as to the true financial condition of the insurer;

(d) Allocation to the insurer of a proportion of the expense of combined
facilities or operations which is unfair and unfavorable to the insurer;

(e) Unfair or excessive charges against the insurer for services, facilities,
supplies or reinsurance;

() Unfair and inadequate charges by the insurer for reinsurance, services,
facilities or supplies furnished by the insurer to others;

(g) Payment by the insurer for services, facilities, supplies or reinsurance not
reasonably needed by the insurer; {or]

(h) Depietion of the insurer’s surpius, through payment of dividends or
other distribution or withdrawal, below the amount thereof reasonably
required for conduct of the insurer’s business and maintenance of growth with
safety to policyholders [.] ; or

(i) Payment by the insurer for services or products for which the health
facility has charged less than fair market value, unless the reduced charge is
reflected in the form of reduced premiums. In determining what constitutes fair
market value, consideration must be given to reasonable agreements for the
preferential provision of health care. in accordance with regulations adopted by
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the commissioner. An insurer which chenges less than fair market value for

services or products in a transaction which is subject to the provisions of this
paragraph s‘i}gl} annually file a certification with the commissioner that the
reduced e#éwge has been reflected in the form of reduced premiums. together
with documeniation supporting the certification.

3. In all transactions between the insurer and its parent corporation, or
involving the insurer and any subsidiary or affiliated person, full recognition
[shall] must be given to the paramount duty and obligation of the insurer to
protect the interests of policyholders, both existing and future.

4. If a health facility is a parent, subsidiary or affiliate of an insurer or of a
paren: or facility of an insurer, and the insurer purchases medical or any other
services or products from the health facility, the health facility may not:

(a) Auempr artificially to reduce or increase its margin of profit by altering
the charges o the insurer.

(b) Alter its true operating results or financial condition through charges to
the insurer for services or products.

This subsection does not prohibit activities authorized pursuant to paragraph (i)
of subsection 2.

5. If a health facility is found, after notice and a hearing, to have violated
the provisions of subsection 4, the commissioner may impose an administrative
fine of not more than 35,000 for each violation.

Sec. 55. 1. Each hospital whose percentage of income to operating
expenses for the calendar year 1986 exceeded 17 percent shall:

(a) For the fiscal year 1987-1988, reduce its billed charges for inpatients by
at least 25 percent below its billed charges in effect on March 31, 1987 and
reduce its net revenue per inpatient admission by an average of 15 percent
below its net revenue per inpatient admission in the fiscal year 1986-1987; and

(b) Except as otherwise provided in subsections 5 and 8, for the fiscal year
1988-1989, maintain its billed charges for inpatients and net revenue per
inpatient admission at a level which is not higher than that required for the
fiscal year 1987-1988.

2. Each hospital whose percentage of income to operating expenses for the
calendar year 1986 exceeded 12 percent but did not exceed 17 percent shall:

(a) For the fiscal year 1987-1988, reduce its billed charges for inpatients by
at least 12 percent below its billed charges in effect on March 31, 1987 and
reduce its net revenue per inpatient admission by an average of 7.5 percent
below its net revenue per inpatient admission in the fiscal year 1986-1987; and
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(b) Except as otherwise provided in subsections 5 and 8. for the fiscal vear
1988-1989, maintain its biiled charges for inpatients and net revenue per
inpatient admission at a level which is not higher than that required for the
fiscal year 198,7;419,808£ +

3. Eachjhospital whose percentage of income to operating expenses for the
calendar year 1986 exceeded 7 percent but did not exceed 12 percent shall
reduce its billed charges by an amount which is sufficient to result in a
percentage of income to operating expenses of not more than 7 percent for the
fiscal years 1987-1988, 1988-1989, 1989-1990 and 1990-1991.

4. A hospital which:

(a) Is not subject to the requirements of subsection I, 2 or 3 in the fiscal
year 1987-1988; and

(b) Exceeds in the calendar year 1987 one of the respective percentages of
income to operating expenses specified in those subsections,
shall in the fiscal year 1988-1989 comply with the requirements of the
applicable subsection for the fiscal year 1987-1988.

5. A hospital which is subject to the requirements of subsection 1 or 2 in
the fiscal year 1987-1988 may increase its billed charges and its net revenue per
inpatient admission in the fiscal year 1988-1989 to the extent authorized by this
subsection. A hospital may increase its net revenue in the fiscal year 1988-1989
to the extent that the following costs increase in the fiscal year 1987-1988 over
the corresponding amounts for the fiscal year 1986-1987:

(a) Salaries of employees of the hospital. excluding administrative
employees;

(b) Malpractice insurance;

(c) Fees for licensing;

(d) Utilities; and

(e¢) Any.other increases in costs whi:h the director determines were beyond

the control of the hospital.
A hospital must apply to the director for an increase pursuant to this
subsection on or before September 30, 1988, by submitting information
verifying increases specifically allowed or proposed for consideration pursuant
to this subsection. The director shall, on or before November 15, 1988,
determine the amount by which the hospital will be allowed to increase its net
revenue in the fiscal year 1988-1989. The decision of the director is a final
decision for the purposes of judicial review.
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6. The hospital may increase us net revenue per inpatient admission in the
fiscal year 1988-1989 by an amount which wiil result in the increase in net
revenue authorized pursuant to this subsection. The hospital may increase its
billed charges in the fiscal year 1988-1989 by [ percent for each percent that it
1s authorized to increase its net revenue per inpatient admission. Except as
otherwise provided in subsection 8, each hospital which is required to comply
with the requirements of subsection 1, 2 or 4 shall not increase its biiled
charges for inpatients in the fiscal year 1989-1990 or in the fiscal vear 1990-
1991 by more than 4 percent above the percentage increase in the Consumer
Price [ndex (Medical Care Component for all Urban Consumers), published by
the Bureau of Labor Statistics of the Department of Labor, in the preceding
calendar year.

7. A hospital which fails to reduce its billed charges or net revenue per
inpatient admission or to maintain its billed charges or net revenue at the
levels required by subsections 1, 2, 4, 5§ and 6, shall, except as otherwise
provided in subsection 8, pay a penaity of twice the amount of the difference
between its total billed charges and its total authorized billed charges or twice
the amount of the difference between its total net revenue and its total
authorized net revenue, whichever is greater. A hospital which fails to reduce
its percentage of income 10 operating expenses to the levels required by
subsection 3 shall pay a penalty of twice the amount of the difference between
its total income and its total authorized income. The director shail determine
the amount of the penaity which a hospital must pay pursuant to this section
and shall notify the hospital in writing of that amount on or before November
1 of each year. The director shall include in the penalty any amounts by which
the hospital failed to meet its obligation in a preceding year which were not
discovered at the time of the failure. Payment is due within 30 days after
receipt of the notice. If a hospital fails to pay the penalty when it is due the
hospital shall pay, in addition to the penalty:

(a) Interest at a rate of 1 percent per month for each month after the
penalty is due in which it remains unpaid; and

(b) Any court costs and fees required by the director to obtain- payment of
the penaity and interest from the hospital.

8. The legislature has determined that the requirements of subsection 1
would result in the following reductions in net revenue if the amount of care
provided in the fiscal year 1987-1988 were the same as was provided in the
calendar year 1986:
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Humana Hospital SURLISE ..o, $9.878,425
Valley Hospital Medical Center.......ccccocooonvnvinnninccneneen., 3.103.931
Desertt Springs Hospital.......ccoocoeviniiniiiiiieececeee e, 3.494,151

[f the difference between a hospital’s net revenue for the fiscal year 1987-1988
or 1988-1989 and the amount its net revenue would have been based upon s
net revenue per inpatient admission in the fiscal year 1986-1987 exceeds the
amount specified in this subsection. reduced by any credit approved pursuant
to subsection 12, the hospital is exempt from any penalty which would
otherwise be imposed pursuant to subsection 7. A hospital which increases its
billed charges based upon a determination that the provisions of this
subsection will exempt the hospital from any penalty for such action shall
notify the director in writing of the increase and submit documentation in
support of the hospital’s determination. The director shall determine the
amount by which a hospital’s reduction in net revenue for the fiscal years
1987-1988 and 1988-1989 exceeded the amounts specified in this subsection,
after deducting any applicable credit, and shall authorize the hospital to
increase its net revenue per inpatient admission by an amount which is
sufficient to allow the recovery of the excess in the fiscal year 1988-1989 or
1989-1990, as appropriate. The hospital may increase its billed charges in the
fiscal years 1988-1989 and 1989-1990 by 1 percent for each percent that it is
authorized to increase its net revenue per inpatient admission pursuant to this
subsection for that fiscal year. Any increase authorized pursuant to this
subsection is in addition to the increases authorized pursuant to subsections 3
and 6.

9. One-haif of the money collected pursuant to this section must be
deposited in the legislative fund and used for the support of the legislative
committee on health care. The other haif of the money must be deposited in
the supplemental fund for assistance to indigent persons. The board of trustees
of the fund for hospital care to indigent persons shall distribute to each county
before May 1 from money deposited in the suppiemental fund pursuant to this
subsection an amount proportionate to the amount paid into the supplemental
fund by the county in the previous fiscal year.
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10. The division shall, on or before July 1, 1987:

(a) Determine the percentage of income to operating expenses for the
calendar vear 1986 for each hospital in this state based upon reports submitted
by the hospitals to the division:

(b) Determine whether that percentage exceeds the amount specified in
subsection 1. 2 or 3; and

(c) Notify each hospital which will be required to comply with the
provisions of subsection 1, 2 or 3 and of subsection 6. Each hospital so notified,
except a hospital which is subject to the provisions of subsection 3, shall within
30 days provide to the director a copy of its list of billed charges in effect on
March 31, 1987.

The division shail make such other determinations as are necessary to carry
out the provisions of this section.

11. The provisions of subsections 1, 2, 3 and 4 do not require a hospital to
reduce the amount it receives pursuant to a contract in effect on the effective
date of this section.

12. A hospital which is required pursuant to subsection 1, 2 or 4 to reduce
or limit its net revenue per inpatient admission in a fiscal year is entitled to a
credit against its net revenue used to compute its revenue per inpatient
admission of $2 for each $1 spent by the hospital in the preceding calendar
year to increase its ratio of nursing hours to patient days. The credit authorized
pursuant to this subsection must not exceed 5.5 percent of the amount by
which the net revenue of the hospital would otherwise be required to be
reduced in the fiscal year 1987-1988. The credit applies only to nurses licensed
pursuant to chapter 632 of NRS. To receive the credit, a hospital must:

(a) Increase its percentage of nurses who work at least 40 hours per week
above the percentage for the preceding calendar year;

(b) Increase its ratio of nursing hours to patient days above the ratio for the
calendar year 1986;

(¢) Maintain its level of expenditures for medical education in Nevada at the
level provided in the calendar year 1986, including education of allied health
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students, education of students in medical school, postgraduate residency
programs and continuing medical educauon for the hospital’s staff: and

(d) Submit to the director on or before January 31 of the fiscal year in
which the credit is claimed evidence of compliance with the requirements of
paragraphs (a), (b) and (c).
The director may disallow ail or any portion of the claimed credit which he
determines is not supported by the evidence. The decision of the director is a
final decision for the purpose of judicial review.

carry out the provisions of this section.

14. As used in this section: B lrate” meons. .

(a)"'Dircctor" means the director of the department of human resources.

(b) "Division" means the division for review of health resources and costs of
the department of human resources.- g, /4, %o sh/id morcmy” weans ...

(c)f'Fiscal year" means a period beginning on July 1 and ending on June 30
of the following year.

(d) "Income" means all revenues earned from the care of inpatients, as
determined by the division from reports submitted to the division by a hospital,
minus operating expenses, before the payment of income taxes.

(¢) "Net revenue per inpatient admission" means all revenues earned from
medical care provided to inpatients by a hospital, excluding income from
inpatients covered by Medicare or Medicaid, divided by the number of
inpatients admitted, excluding inpatients covered by Medicare or Medicaid.

(f) "Operating expenses” means expenses of operation of a hospital which
the division determines to be an allowable operating expense including:

(1) All operating expenses allowed by the Health Care Financing
Administration for hospitais which receive payments for Medicare:

(2) Expenses for capital expenditures approved pursuant to NRS
439A.100; and

(3) Other operating expenses which the division determines to be directly
related to the provision of care to inpatients.
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(g) "Percentage of income to operating expenses’ means income divided by
operatm‘g expenses and then multiplied by 100.
Sec. 56. “1 'uzl'hmnslature intends that the reducnons in revenue required
of hospitals by section 33 of this act be carried out without affecting the service
provided by such hospitals. The legislature hereby finds that any reduction in
the number or quality of the employees of such hospitals would be contrary to
the interests of the people of this state, and would endanger public health. The
legislature further finds that any reduction in the salaries or benefits of the
employees of such a hospital is likely to result in a reduction in the number
and quality of the employees of the hospital.

2. A hospital which is required pursuant to subsection 1, 2 or 4 of section
55 of this act to reduce its net revenue per inpatient admission shall not:

(a) Reduce the wages, hours or benefits of any employee, except in the case
of legitimate disciplinary action or at the request of the employee;

(b) Reduce the number of employees employed to perform any service; or

(c) Reduce the quantity or quality of service provided by the hospital,
except to the extent that a reduction in quantity corresponds to a reduction in
the level of occupancy of the hospital,
unless the hospital’s action is approved by the director of the department of
human resources.

3. For the purposes of this section, a reduction in the quality of service
provided by a hospital includes:

(a) Reducing the number of hours employees are assigned to provide or
assist in the provision of a service;

(b) Discontinuing any service which is provided to more than 50 persons in
a year; and

(c) Any other action which reduces the quality of care received by patients
in the hospital.

4. The director of the department of human resources may:

(a) Impose an administrative fine of not more than $5,000 per occurrence
for each violation of this section: and

(b) Adopt regulations necessary to carry out the provisions of this section.
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Sec. 57. 1. The legislature hereby finds and declares that:

(a) Rates charged by hosputals in this state are excessive and in need of
control:

(b) The provisions of section 35 of this act would provide needed relief to
the residents of this state from those rates;

(¢) It is essential that the provisions of that section remain in force for the
entire period prescribed by that section for the residents of this state to receive
the full benefit of its requirements; and

(d) If those provisions are not in effect for the period prescribed by that
section, it will be necessary for those provisions to take effect as soon as
possible and for the amount of time required by that section.

2. [f any of the provisions of section 55 of this act is enjoined, restrained or
otherwise prevented by a court from taking effect, those provisions become
effective on the date that those provisions are upheld by the Supreme Court of
the United States or of Nevada, or on the date that the time for appealing the
ruling of a lower court upholding those provisions expires. The times and
amounts used to measure the obligation of a hospital and against which
compliance is measured must be as stated in that section. The periods in which
a hospital is required to comply must be measured from the date on which the
provisions become effective pursuant to this subsection, with that date being
the equivalent of July 1, 1987.

3. If any of the provisions of this act are found by a court to be
uncoastitutional, the legislature intends that the remaining provisions take
effect with respect to the hospitais that would otherwise be subject 1o those
provisions, and to this end the provisions of this act are hereby declared to be
severable.

Sec. 58. 1. Each insurer. nonprofit corporation for hospital or medical
service and health maintenance organization shall identify reductions in
payments of claims which result from the provisions of this act and pass those
savings on to their policyholders in the form of reduced premiums.

2. [f an entity described in subsection 1 is found, after notice and hearing,
to have failed to identify or pass on savings as required by subsection 1. the
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commissioner of insurance may impose an administrative fine of not more than
35,000 and impose other sanctions authorized by law.

Sec. §9. The legislative committee on health care shall:

1. Review the actions of the director of the department of human resources
in administering the provisions of this act, except section 35 of this act. and
adopting regulations pursuant to those provisions. The director shall report to
the committee concerning any regulations proposed or adopted pursuant to
those provisions.

2. Report to the legislature on December 1, 1988, and December 1, 1990,
concerning the effect of this act and the need for continued controls over the
costs of health care.

Sec. 60. If a contract was in effect for the fiscal year 1986-1987 berween a
county and a hospital for the treatment of a majority of the indigent patients in
the county, the total amount of reunbursement aid to the hospitai by the
county in the ﬁscal-you 1987-1988].01' the t’r'ea/t;nent of indigent patients must
not be less than the amount paid to the hospital in the fiscal year 1986-1987 if
the hospital treats at least as many indigent patients.

Sec. 61. 1. This section and sections 55, 56, 57 and 58 of this act become
effective upon passage and approval.

2. Sections 1 to 42, inclusive, 44, 45, 46, 48 to 54, inclusive, 39 and 60 of
this act become effective on July 1, 1987.

3. Sections 43 and 47 of this act become effective at 12:01 a.m. on July 1,
1987.
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REPORT TO THE NEVADA LEGISLATIVE COMMISSION
FROM THE LEGISLATURE'S COMMITTEE ON HEALTH CARE
CONCERNING THE CONTAINMENT OF HEALTH CARE COSTS IN NEVADA

INTRODUCTION

This report is submitted in compliance with Section 59

of Assembly Bill 289 of the 1987 legislative session
(Chapter 377, Statutes of Nevada 1987, pages 862-891), a
measure concerning the restraint of medical care costs.
Section 59 requires the Nevada Legislature's Committee on
Health Care (Nevada Revised Statutes 439B.200) to submit a
report to the Legislature on December 1, 1990, concerning
the effect of the bill and the need for continued controls
over health care costs.

The Committee on Health Care was created by A.B. 289 in
1987. 1In 1989, the Legislative Commission appointed the
following members to the committee:

Senator Raymond D. Rawson, Chairman
Agsemblyman M. Marvin Sedway, Vice Chairman
Senator Bob Coffin

Senator Randolph J. Townsend

Assemblyman Morse Arberry, Jr.

Assemblyman David E. Humke

Assemblywoman Vivian L. Freeman (alternate)

After the untimely death of Assemblyman Sedway in July 1990,
the Legislative Commission appointed Assemblyman Arberry to
the Vice Chairmanship and Assemblywoman Preeman to full
membership.

The committee held eight regular meetings and two subcommit-
tee meetings from October 1989 through December 1990. Much
of the committee's discussions concerned the future of

A.B. 289 because the provisions of the bill which pertain

to the restrictions on cost increases at certain Nevada
hospitals will expire by limitation on July 1, 1991.

As required, this report will outline the effect of A.B. 289

on restraining health care costs in Nevada and the need for
the continuation of controls.
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THE EFFECT OF A.B. 289 ON NEVADA HEALTH CARE COSTS

Essentially, A.B. 289 required three major hospitals in

Las Vegas (Desert Springs Hospital, Humana Bospital Sunrise
and Valley Hospital) to reduce their billed charges to a
certain level. Moderate increases were allowed according to
a formula included in the bill. Any savings realized from
the implementation of this measure were to be passed on to
the Nevada health care consumer in the form of reduced
health care insurance premiums.

Hospital Cost Reductions

The committee directed the Division for the Review of Health
Resources and Costs to prepare an analysis of the hospital
cost containment aspects of A.B., 289.

In its analysis, dated October 26, 1990, the division
determined that A.B. 289 had an initial, substantial impact
on charges and revenues for the targeted hospitals. The
hospitals' compliance with the requirements of A.B. 289
resulted in costs rising much more slowly than they may have
without the measure's controls.

For example, in 1988, the net revenue per admission at
Nevada hospitals rose at a rate less than one-third the
national average (2.6 percent for Nevada versus 8.2 percent
for the United States). Billed charges per admission also
rose more slowly in Nevada than in the rest of the country
(7 percent versus 12.3 percent). In 1989, net revenue per
admission continued to increase below the national average
(7.2 percent versus 9.7 percent).

Profits of Nevada hospitals were also affected in both
years, declining 19.4 percent in 1988 and 12 percent in
1989, In 1987, Nevada ranked first in the country for
profits per day and per admission and for profit margin.
In 1989, Nevada ranked second in profit per day, eighth in
profit per admission and sixteenth in profit margin.

Enclosed as Appendix 1 is a copy of the analysis of A.B. 289
as presented to the committee by the division., It discusses
the cost containment mechanisms and experiences of A.B. 289

in detail.

Insurance Premium Reductions

On May 15, 1989, Nevada's Commissioner of Insurance released
a report showing the effect of A.B. 289 on health care
insurance premiums in the state.
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The commissioner found that the inpatient component of the
health care dollar was reduced by A.B. 289, as the Division
for the Review of Health Resources and Costs noted in its
report cited previously. However, outpatient costs and
charges by other sectors of the health care industry (which
were not affected by A.B. 289) increased. Thus, savings in
the inpatient component were offset by increases in other
medical areas, and a reduction in the cost of health insur-
ance as a result of A.B. 289 was not realized. Yet, it can
be argued that the bill's impact on inpatient care costs
held premium cost increases to a lower level than they might
have been if A.B. 289 had not been passed.

Enclosed as Appendix 2 is a copy of Analysis of A.B. 289,
the report of the commissioner as it was released in 1989,
According to Theresa P. Froncek-Rankin, Chief Insurance
Asgsistant in the Insurance Division, the division's position
as stated in this report has not changed.

THE NEED FOR CONTINUING CONTROLS

According to the analysis prepared by the Division for the
Review of Health Resources and Costs and testimony presented
to the Committee on Health Care, Nevada's position among the
other states in hospital costs comparisons has not changed
much since A.B. 289 was introduced in 1987.

In 1987, Nevada led the rest of the nation with the highest
billed charges per day, net revenue per admission, profit
margin and profit per admission and day. The state ranked
second for billed charges per admission and net revenue per
day.

Although Nevada's hospital costs rose more slowly than did
the other states' from 1987 through 1989, Nevada still
ranked first in 1989 for billed charges per day. The state
also moved into first from second for billed charges per
admission.

In addition, Nevada placed second in 1989 for highest net
revenue and profit per day. The state ranked third in the
country for net revenue per admission.

The only significant decreases reflected in 1989 data were

in profit per admission, which places Nevada eighth, and in
profit margin which ranks Nevada sixteenth.
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The charts supporting these rankings are enclosed as
Appendix 3.

Based on this information, the Committee on Health Care

recognizes that controls on health care costs in Nevada must
be maintained and should be expanded.

COMMITTEE RECOMMENDATIONS

Enclosed as Appendix 4 is a copy of the Health Care
Committee's "Summary Of Recommendations." This summary
includes all of the recommendations approved by the
committee to be included in its report to the 66th session
of the Nevada Legislature.

It is the intent of the committee that the implementation of
these recommendations will aid in the control of the overall
cost of health care in Nevada. In Recommendation No. 7,

the committee offers the following suggestions to control
specific hospital costs:

- Continue the limitations on increases in hospital billed
charges for inpatient services by restricting such
increases to 60 percent of the Consumer Price Index (All
Items);

- Exempt hospitals whose profit margins are less than
2 percent; ;

- Require hospitals to bill patients covered by negotiated
contracts at an average negotiated rate; and

+ Freeze hospital billed charges for outpatient services at
current rates for 2 years.

CONCLUDING REMARKS

Assembly Bill 289 was a complex bill directed at a complex
industry. It appears that the measure accomplished its
stated mission: the reduction of billed charges for
inpatient services at some of the largest hospitals in

the state. These charges were lowered and subsequently
increased at a relatively slow rate.
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However, Nevada still ranks among the top three states in
the areas of hospital billed charges and net revenue. The
health care insurance industry is not reducing premiums as

a result of savings from A.B. 289 because costs in areas
outside the purview of the measure continue to increase. In
sum, the cost of health care in Nevada is still unacceptably
high, despite 4 years of A.B. 289.

Therefore, the Legislature's Committee on Health Care has
concluded that state controls on health care costs continue
to be necessary and justified. As a result, the committee
recommends that the 1991 Nevada Legislature amend the
provisions of A.B. 289, as outlined in this report, to
sufficiently address the problem.
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APPENDIX 1

80B MILLER STATE OF NEVADA IERRY RIEPES TR o

(Governor Dieveine

STEPHES 1 os

Vitrroesc g

DEPARTMENT OF HUMAN RESOURCES
DIVISION OF HEALTH RESOLRCES AND COST REVIEW
Room 603. Kinkead Building
505 E. King Street
Carson City, Nevada 89710
{702) 687-4176

October 26, 1990

MEMORANDUM ;

TO: Senator Raymond D. Rawson, Chairman
Legislative Committee on Health Car

FROM: Stephen Lewis, Administrator
Health Resources and Cost Re

SUBJECT: Report on Hospital Cost Containment Under AB289

Per your request, attached is the Division’s report on hospital
cost containment under AB289. 1t was drafted in consultation with
committee staff, and discusses Nevada hospital costs compared with
the experience of other states.

This report is limited to the hospital cost containment aspects of

AB289. 1If our Division can be of service in investigating other
issue areas please let me know.

SL/tab
Attachment

cc: Governor Bob Miller
Jor:y Griepentrog
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AB 289 and Hospital Cost Containment in Nevada

NOTE: AB 289 is a complex law dealing with a wide variety of
health care cost containment topics. The following discussion is
restricted to hospital charges and revenues, and the portions of
AB 289 that address them.

On March 19, 1987 Governor Richard Bryan testified before a joint
meeting of the Senate Human Resources and Facilities Committee and
the Assembly Committee on Health and Welfare. As sponsor of AB 289
he cited the following reasons for passage of the bill:

--Nevada ranked first in the nation among states for hospital

inpatient billed charges, on both a per-day and per-admission
basis.

--Nevada hospitals also ranked first in net revenue and in profits.

--Hospital billed charges were a critical issue because the
uninsured were forced to pay billed charges, charge-based hospital
payments by indemnity carriers were increasing at 24Y% per year,
Si{1S rates were based on median billed charges, and high billed

ciiarges were causing carriers to reduce benefits and increase
premiums.

-=-Marketplace competition was not effectively controlling hospital
costs. :

AB 289 has been in force since July 1, 1987. As the 1991
legislature considers options for further cost containment
legislation it is appropriate to review Nevada's hospital cost
experience since that time. Based solely on the cost data, it
would be extremely difficult to judge whether AB 289 has been
successful, or for that matter, what would constitute success.
However, the data provide an indication of what changes have or
have not occurred since 1987, and what needs have to be addressed.

Today, Nevada's hospital cost picture looks much like 1987:

--Inpatient billed charges per day for the year ended September
1988, the most recent year for which comparative data are
available, are the highest in the nation .and increasing faster than
in California, the second-ranked state (Table la). Charges per
admission are second to Washington, DC (Table 1b). It is worth
noting that the fiscal year ending June 30, 1988 was the year
mandated revenue reductions were in effect for Nevada’s major
investor-owned hospitals--in other words, the year when charges and

revenues for those hospitals were the lowest since AB 289 went into
effect.

--Inpatient net revenues per day are second to Alaska (Table 1c);
per admission net revenue is third behind Washington, DC and Alaska
(Table 1d).
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--Hospital profits statewide are the highest in the nation,
approximately three times the national median (Table le).

--Not only are Nevada’'s statewide charges higher than other states,
the same is true for the "Big Six" compared with California’s
investor-owned hospitals, and with those of California's most
comparable geographic areas (Figure la). Again, Nevada is pulling
away from California, and the "Big Six" are pulling away from
California's large complex facilities (Figqure 2).

--Billed charges remain the primary issue in hospital costs. As
the cost shift to billed charges intensifies, the charge-based
patient (who typically has no choice in his type of coverage, if
any) bears most of the brunt of the increased costs.

Based on these observations it appears that the job of cost
containment is not finished. To the extent hospitals have
essentially complied with the revenue and charge targets set by AB
289, it can be said that the law has worked; that charges and
revenues could conceivably have risen faster in the absence of its
controls. On the other hand, Nevada's ranking compared with other
states has not changed, and the rate of increase in Nevada’s
hospital charges is accelerating. These facts would seem to
indicate that much remains to be done. Thus it appears that AB
289 has functioned successfully in the technical sense, but may not

necessarily have been designed to fulfill the state’s expectations
of it.

Nevada's Experience Under AB 289

The historical data indicate that AB 289 had an initial,
substantial impact on charges and revenues for the affected
hospitals. In the years leading up to passage, the state was
experiencing sharp increases in both measures. Immediately
following passage, with its mandated rollbacks of billed charges
and inpatient net revenue for the three largest investor-owned
facilities, both measures declined substantially for the first year
then began to increase again at their pre-1987 rates (Tables la-
£, Figures 3a-f). vhen the compliance test shifted to groas
(billed) charges for 1990, the rate of increase continued or
accelerated for both charges and net revenues. Following the
national pattern, profits generally flattened--though at a level
several times above the rest of the country.

AB289 Compliance - A Historical Perspective
for-profit hospitals

For fiscal years 1988 and 1989, the for-profit hospitals were
required to reduce their net revenues per inpatient a&dmit (Non-
Medicare and Non-Medicaid only) by a set dollar amount, calculated
at 15% of net revenues of the base period. For 1989 the hospitals
were allowed a credit for increases in certain expenses, and were
also allowed to carryfoward any excess reduction from the prior
year. (Note: There was also a test that required gross revenues
for these patients to be reduced by 25%, but as long as a hospital
complied with the net revenue test, no penalties could be assessed
for non-compliance with the gross revenue test).
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For fiscal year 1990 the compliance test changed to billed
charges for all inpatients (measured on a per day basis). An
increase of 4% over the medical care component of the Consumer
Price Index was allowed. Additionally, excess reducticns from 1988
and 1989 were allowed to be carried forward on a percentage basis.
No other credits were allowed. (Table 4)

Some inferences may be drawn from this experience:

--First, the rollback provisions of AB 289 probably did reduce
costs for one year to patients and their insurance carriers. Both
billed charges and net revenues per case were lower in 1988 than
in 1987. This reversal in the upward trend of both indicators can
more plausibly be attributed to the mandated reductions than to any
other single factor. For example, there was no significant change
in the competitive environment among providers to account for the
shift. Moreover, the one "Big Six" facility not subject to the
rollbacks, Washoe Medical Center, recorded substantial increases
in both measures in 1988 (Table/Figure 3f).

-=Second, the law’'s mechanisms to restrain the rate of growth after
the rollback did not appear to slow the rate of increase. One year
ufter the rollbacks (1989) the savings in billed charges per
patient, and in some cases net revenue as well, had been wiped out
and the rates of growth were as fast as in 1987.

--1t appears the cost-restraint mechanisms created an environment
that contributed to the rapid growth in charges and revenues
following the 1988 rollbacks. For example:

The 1989 switch to a gross-charges compliance test, after two
years when hospitals wvere not penalized for noncompliance with the
rollback in gross charges, permitted hospitals to increase gross
charges in 1990 from a higher base rate than contemplated. Most
of the affected hospitals do not appear to have reduced billed
charges by the mandated 25%.

Crediting facilities (until 1991) for certain costs and their
previous-year savings over their targets had the effect of
eliminating those savings and ensuring that facilities would in
fact not reduce costs below their targets. The targets thus
created defact floors from which facilities could increase rates.

The formula for 1990 factored in those credits as a percentage
of the previocus year’'s revenue, wvhich had the effect of multiplying
the base rate for the compliance year by a value of 1 plus the
percentage value of the credit rather than simply adding the credit
to the base. Thus 1989 savings added more than 100% of those
savings to the 1990 allowable target. )

In addition to the growth patterns for charges and revenues as they
relate to the provisions of AB 289, other characteristics of recent
experience have implications for cost containment. Among the most
important are the following:
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~-=-Gross charges are rising faster than net revenue, both in
total and per admission (Figures 3a-f). This is true even for 1990,
when AB 289 compliance focused specifically on billed charges.
This pattern reflects the continuing cost shift from patients and
payers with negotiated hospital contracts to those who pay on the
basis of charges--those who have no access to managed-care programs
or no coverage at all. While this component of the patient base
is relatively small (about 20% in Las Vegas, 35% in Reno), it
suffers a disproportionate share of the cost burden--usually for
reasons beyond the patient’s control.

--Qutpatient services ars increasing as a percentage of
hospital operating revenues (Appendix), while hospital services in
total are declining as a percentage of health care expenditures,
indicating a rise in non-hospital services,

These observations appear to have some clear implications for
further cost containment efforts:

--Hospital inpatient cost containment should continue to focus on
billed charges. If anything, this is an even more important need
today than in 1987. Basic equity requires that the patient (and
his payer) who must pay on the basis of billed charges not be
forced to subsidize the hospital s marketing strategy of attracting
managed care business. For that matter, those managed care
contractors whose contracts are based on discounted charges are
also victims of the managed-care cost shift.

This is important because there is a common pattern in hospital
managed-care contracting for a hospital to demand that upon
renewal, the terms of an established contract be switched from a
risk basis (e.g. per diem rates) to a percentage discount from
charges. Given established utilization patterns, especially in an
oligopolistic market like Clark or Washoe County, the purchaser
rarely has a choice but to comply.

Moreover, to the extent marketplace competition is working, it
benefits only a subset of the managed care component and is
reflected in the cost shift to the charge-based patient.

The increasing role of outpatient care may also aggravate the cost
shift to the charge-based inpatient, given that cost-conscious
patients can price-shop for outpatient services more effectively
than they can inpatient care, when the choice of hospital is
typically made by the physician.

-=There needs to be some organizational locus of authority over the
program, to monitor its effectiveness and enforce compliance. This
entity also must have the authority to roll back charges to bring
Nevada hospitals into line with the rest of the country.

--The compliance test ought to be the same for all target
facilities. There is an equity issue among providers when the
basis of the test is fundamentally different from one to another.

Moreover, if the precedent is established of allowing one hospital
to negotiate a “"custom™ formula, it becomes difficult to deny
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others the same privilege. A mosaic¢ of custom formulae would be
not only extremely difficult to monitor and regulate, but would
also minimize the effectiveness of the cost containment program.

--The compliance test, based on billed charges, should remain
consistent over time. A change in tests allows the hospitals to
manipulate the development of the base rates on which compliance

is tested. Long-term consistency would also allow hospitals,
payers and other interested parties to plan more effectively for
the future. For similar reasons, the cost containment program

should be in place indefinitely, without a sunset date. Not only
does a short-term program make evaluation of its effectiveness
extremely difficult, but it is easier for facilities to manipulate
the components of a short-term formula than one that can be
monitored for several years. If flaws become apparent over time
they can be corrected either legislatively or by regulation.

-=There is a need for commonly understood, clearly articulated cost
containment objectives, measures of their achievement and the
relationships between the operaticnal elements of the program and
those measures of achievement--in other words, what is to be
accomplished, how success will be measured and how the mechanisms
should produce results that can be expected to meet those measures.

~=Ag the committee has already noted, there is a need to develop
ways to bring outpatient care under the cost containment umbrella.
Anecdotal evidence indicates that outpatient costs at some
hospitals are .beginning to exceed inpatient costs for the same
services, and the same may be true in other outpatient settings as
well. The appropriate first step in this process is to initiate
the study referenced in the committee’s work document.

Within the broader context of health policy, there are also a
number of issues which do not directly fall under the heading of
cost containment but would be appropriate to deal with in parallel
with restraining provider costs. Examples include factors that
contribute to health care production costs, such as the
professional liability environment, unreimbursed care, manpower
shortages and cost-ineffective regulation.

e
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Apperdix

Qutpatient Services

Due to the significantly increased importance in outpatient
business to the hospitals’ overall operations, industry reporting
has focused more on adjusted days and admissions as a way of
measuring total hospital operations. To calculate adjusted days
(or admits), total gross revenues are divided by actual gross

revenue per day (or admit) for inpatients only to arrive at
adjusted days (or admits). ’

The gross amounts are therefore the same whether calculated on just
inpatient data, or on total revenues and adjusted days. The net
revenue per day (or admit) generally increases somewhat, because
contractual allowances (the difference between billed charges and
what the hospital actually collects) 1is wusually higher for
inpatients than outpatients. While this may cause some distortion
in net revenue for inpatients, it is necessary to do this in order
to calculate profits on a per day or per admit basis, Dbecause
hospitals do not generally distinguish between inpatient and
outpatient expense. Also much of the other state and national
information does not break down contractual allowances (or bad
debts) between inpatient and outpatient, such that the only fair
comparison that can be made is on the basis of adjusted days or
admissions.

Outpatient net revenus as a percentage of total patient revenue for
the fiscal years ended June 30, 1985 through 1990, for each of the
six largest hospitals in Nevada. '

1985 1986 19687 1988 1989 1990

Desert 7.8% 10.6% 10.5% 14.2X 1l1.8% 13.7%
Humana 10.7% 9.9% 11.2% 10.9% 10.8% 11.1%
St. Mary's 10.9% 12.1% 14.5% 17.9% 18.9% 22.5%
University - 14.4% 12.6% 13.5% 21.5% 19.6% 20.3%
Valley 7.4% 8.3% 8.1% 8.6% 9.4% 16.4%
Washoe 10.1¥ 10.0% 9.9% 13.2% 14.7% 17.7%%

From 1985 until 1990, 5 of the 6 hospitals have experience a
significant increase in their outpatient net revenue as a
percentage of total revenue. Only Humana has remained relatively
stable. St. Mary’'s and Valley have both more than doubled over the
period, while Desert and Washoe are up approximately 75%;
University is up 40%.
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STATE

NEVADA
CALIFORNIA
WASHINGTON DC
ALASKA
ARIZONA
FLORIDA
PENNSYLVANIA
OREGON

NEW MEXICO
MICHIGAN
TEXAS
ILLINOIS
CONNECTICUT
WASHINGTON
ALABAMA
COLORADO
MISSOURI
DELAWARE
LOUISIANA
MASSACHUSETTS
UTAH

OHIO
OKLAHOMA
TENNESSEE
VIRGINIA
GEORGIA
INDIANA

SOUTH CAROLINA
KENTUCKY

NEW HAMPSHIRE
WEST VIRGINIA
ARKANSAS

HAWAII

NORTH CAROLINA
MARYLAND
VERMONT

RHODE ISLAND
NEW YORK

MINNESOTA
MISSISSIPPI
IOWA
NEBRASKA
WYOMING
NORTH DAKOTA
MONTAMNA
SOUTH DAKCTA

TOTAL U.S.

SOURCE: "HOSPITAL STATISTICS®,

HOSPITAL COSTS

iduse 1t ad

CROSS REVENUE PER DAY BY STATE
FISCAL YEAR ENDED SEPTZMBER 30,

GROSS REVENUE

PER DAY

$1,287.88
1,194.44
1,152.91
1,130.00
1,014.14
993.62
922.00
912.17
911.97
908.16
858.71
842.67
829.52
821.67
811.57
811.49
809.25
808.90
802.66
795.90
767.56
764.46
755.39
743.59
741.06
728.9%
708.69
704.35
701.06
700.94
698.24
667.46
663.19
644.24
629.74
628.32
626.96
611.11
603,10
$97.80
$79.25
565.82
§32.59
5§50.34
$38.25
$25.3%
$24.495
455.40
445.99
432.39
431.73

$789.27

1938

STATE Y BELOW
RANKING NEVADA
2 7.26%
3 10.48%
4 12.26%
5 21.26%
6 22.85%
7 28.41%
8 29.17%
9 29.19%
10 29.48%
11 33.32%
12 34.57%
13 35.59%
14 36.20%
15 36.98%
16 36.99%
17 37.16%
18 37.19%
19 37.68%
20 38.20%
21 40.40%
22 40.64%
23 41.35%
24 42.26%
25 42.46%
26 43.40%
27 44.97%
28 45.31%
29 45.56%
30 45.57%
31 45.78%
32 48.17%
33 48.51%
34 49.98%
35 . £1.10%
36 51.21%
37 51.32%
38 §2.55%
39 $3.02%
40 £3.53%
4 £5,02%
42 56.07%
43 57.09%
a4 £7.27%
45 58.21%
46 59.21%
47 55.27%
48 64.64%
49 65.37%
50 £5.43%
51 65.43%
33.72%

1929-90 EDITION

DATA FROM THE AHA 1988 ANNUAL SURVEY
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GROS3 REVENUE PER ADMISSION BY STATT

HOSPITAL COSTS

FISCAL YEAR ENDED SEPTEMSBER 30, 19838

STATE

WASHINGTON DC
NEVADA
CALIFORNIA
PENNSYLVANIA
FLORIDA
MICHIGAN
ALASKA
MASSACHUSETTS
ILLINOIS
CONNECTICUT
ARIZONA
MISSQURI

NEW YORX
HAWAII
COLORADO
DELAWARE
ALABAMA
TEXAS

OHIO
NEBRASKA
VIRGINIA

NEW MEXICO
TENNESSEE
LOUISIANA
OKLAHOMA
RHODE ISLAND

SOUTH CAROLINA
MINNESOTA

NEW HAMPSHIRE
WEST VIRGINIA

KANSAS

NORTH CAROLINA
INDIANA

NORTH DAXOTA

SQUTH DAKOTA
MISSISSIPPL
WYOMING

TOTAL U.S.

SQURCE: "HOSPITAL STATISTICS",

GROSS REVENUE
PER ADMISSION

$8,776.48

8,009.33

7.,564.14

6,977.13

6,965.13

6,749.04

6,592.82

6,246.46

6,2131.58

6. 16705‘

6,051.04

6,047.46
,390.08
,888.93
'763032
,684.70
,581.18
»340.12
1259.50
»199.69
+186.25
+151.70
0138.37
.052.20
1046.96
;042,69
983,24
»961.42
0959.37
1934.42
1777.57
1729.92
4,712.71
4,712.26
4,694.40
4,680.56
4,687.30
4,656.51
4,647.89
4,524.0)
4,362.82
4,3%8.77
4,307,320
4,188.24
4,134.42
4,102.37
4,091.14
4,085.76
3,897.82
3,708,131
3,4%8.19

$5,691.18

wmnnunn

¥ NIV TR L

STATE
RANKING

1985-90 EDITION

DATA FROM THE AHA 1988 ANNUAL SURVEY
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HOSPITAL COSTS

HET REVENUE PER DAY BY STATE

FISCAL YEAR ENDED SEPTEMBER 30, 1983

STATE

ALASKA
NEVADA
CALIFORNIA
WASHINGTON DC
ARIZONA
OREGON
CONNECTICUT
WASHINGTON
NEW MEXICO
FLORIDA
MICHIGAN

UTAH
MASSACHUSETTS
COLORADO
DELAWARE
ILLINOIS
OHIO
PENNSYLVANIA
TEXAS
INDIANA
LOUISIANA
MISSOURI

NEW HAMPSHIRE
MARYLAND

OKLAHOMA
VIRGINIA
TENNESSEE
GEORGIA
HAWAIL
ALABAMA

KENTUCKY
RHODE ISLAND

VERMONT
WEST VIRGINIA
NORTH CAROLINA

KANSAS
MINNESOTA
IOWA
NEBRASKA

WYOMING
MISSISSIPPI
NORTH DAKOTA
SOUTH DAKOTA
MONTANA

TOTAL U.S.

SOURCE: "HOSPITAL STATISTICS",

NET REVENUE
PER DAY

$899.16
820.32
769.62
759.23
721.64
705.63
663.63
659.68
642.61
638.04
627.69
620.23
603.17
601.70
600.00
595.48
593.92
585.02
$77.37
569.15
566.81
565.84
$53.22
$55.10
535.61
524.90
$20.64
518.20
510.89
509.46
504.34
495.56
492.71
491.57
489.42
488.82
438.19
482.66
479.44
476.44
472.356
462.48
453.74
446.42
419.27
416.70
380.84
377.8%
371.08
361.31
360,36

$565.47

STATE
RANKING

VONANS WM

1989-90 EDITION

DATA FROM THE AHA 1988 ANNUAL SURVEY
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NET REVENUE PER ADMISSION BY STATE
FISCAL YEAR ENDED SEPTEMBER 30,

WASHINGTON OC
ALASKA
NEVADA
CONNECTICUT
CALIFORNIA
MASSACHUSETTS
MICHIGAN

NEW YORK
HAWAII
FLORIDA
PENNSYLVANIA
ILLINQIS
ARIZONA
COLORADO
MISSOURI
DELAWARE
NEBRASKA
OHIO
MINNESOTA
RHODE ISLAND
NORTH DAKOTA
OREGON
MARYLAND

NEW HAMPSHIRE
INDIANA
WASHINGTON

TEXAS
WISCONSIN
NORTH CAROLINA
OKLAHOMA
LOUISIANA
KANSAS
GEORGIA
ALABAMA

IOWA

SQUTH CAROLINA
MONTANA

UTAH

WEST VIRGINIA
IDAHO

SOUTH DAKOTA
KENTUCKY
ARKANSAS
WYOMING
MISSISSIPPI

TOTAL V.S.

SOURCE: "HOSPITAL STATISTIGS", 1989-90 EDITION

HOSPITAL COSTS

NET REVENUE
PER ADMISSION

$5,779.58
5,246.00
5,101.57
4,934.,11
4,87).83
‘,733.8‘
4,664.73
4,554.72
4,536.53
4,472.58
4,427.04
4,390.89
4,305.81
4,277.08

STATE
RANKING

(Y ERF NUE 3o g ol o

DATA FROM THE AHA 1988 ANNUAL SURVEY

90

1988

Table 1d
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Table le

Hospital Financial Information
Operating Margins - Naticnal Comparisons
Hospital Fiscal Years Ending in 1988

Percen-ila

=20%h —Csh
Total U.S. 2.09% 5.61%
Nevada 6.03 15.22
Other Westearn States
Arizona 1.21 7.42
California 1.38 5.06
Idaho _ 4.89 7.06
Montana . ' 3.73 ( 7.72
QOregon 4.13 7.89
Utah . 3.64 7.72
washington 2.83 C s5.73
All Hospitals 4.04 10.43
250 to 399 beds 8.84 14.04
400 and over 12.77 r 18.54
All Hospitals 2.11 .12
250 to 399 heds 3.18 5.67
400 and over 3.48 6.15

Source: The Sourcebook, The Comparative Parformance of U.S.
Hospitals, a joint publication by Deloitte & Touche and
Health Care lnvestment Analysts, Inc.
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ACUTE CARE HOSPITalLS
MRARKUP RATIO
PERIJOS AS NOTED

FYE FYE
FACILITY OR GROUP &/30/89 6/ 30/8%
Cesert Springs Heospital 1.947 1,821
Humana Hospital Sunrise 2.464 2.101
Et. Mary’'s Regional M ¢ 1.583 1.53%
University Mecical Center 1.800 1.834
vValley Hospital 2.%84 2.375
Washce Medical Center 1.767 1.%89
TOTAL STATE 1.897 1.761
NATIONAL COMPARISONS
Markup Ratieos 1988 . 1987
All USA
Uoper quartile : 1.470 1.412
Far west Region
Upper quartile 1,433 1.298
Propriestary Chains
Upper quartile 1.514 1.591

GROSS PATIENT REVENUVE »
OTHER OPERATING REVENUE

OPEPATING EPENSES

MARKUP RATIO =

92



Ludle LZ

ACUTE CARE HISPITRLY
ORERATING MARGIN (OQMPARITING
PERICDS AS NCTED

FYE

FVYE
FACILITY OR GROUP &/30/89 6/30/88
Desert Springs Hospital 0.03% 0.124
Humana Hospital Sunrise 0.174 Q.l43
St. Mary’'s Regional M C 0.Q85 0.076
University Medical Centasr -Q.082 -Q0.139
Valley Hospital 0.223 0.216
Washoe Medical Center 0.049 .07
TOTAL STATE Q0.060 0.040
NATIONAL COMPARISONS
Cperating Margin 19688 1987
All USA
Upper quartile 0.044 Q.0%1
Far west ReglOn
Upper quartile 0.081 0.062
Proprietary Chains
Upper aquartile 0.060 Q.08

OPERATING MARGIN 3

OPERATING INCOME

L T X L TR L X L 2 E N R A A 2 K J

NET QPERATING REVENUE
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Dollars

NEVADA - CALIFORNIA GROUP COMPARISONS
GROSS REVENUE PER ADMISSION, 1989
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Dollars

RENO/SPARKS - CALIFORNIA GROUP COMPARISONS
GROSS REVENUE PER ADiviSSION, 1989
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Dollars

CLARK COUNTY - CALIFORNIA GROUP COMPARISONS
GROSS REVENUE PER ADMISSION, 1989
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QUARTER

SEPTEMBER 1987
DECEMBER 1987
MARCH 1988
JUNE 1988
SFPTEMBER 1988
D¥CEMBER 1988
MARCH 1989
JUNE 1989

SEPTEMBER 1989

DECEMBER 1989

Table Za

GROSS REVENUE PER DAY
COMPARISON OF CALIFORNIA AND NEVADA
QUARTERLY FINANCIAL INFORMATION
SEPTEMBER, 1987 THRU DECEMBER, 1989

NEVADA PE
===<CALIFORNIA==w~» ====-NEVADA=-=-=--- ABOVE CAL
LARGE

STATE COMPLEX STATE BIG 6 STATE
$1,115 N/A $1,307 $1,313 17.22%
1,179 N/A 1,383 1,362 14.76%
1,230 N/A 1,506 1,555 22.42%
1,269 N/A 1,466 1,518 15.53%
1,333 N/A 1,589 1,643 19.17%
1,375 1,501 1,670 1,724 21.48%
1,422 1,570 1,697 1,760 19.34%
1,464 1,636 1,801 1,866 22.99%
1,532 1,703 1,849 1,909 20.71%
1,586 1,755 1,931 2,000 21.78%
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HOSPITAL COMPARISONS Chart 3

FOR THE PERIOD 1/1/88 - 12/31/88
RANKED BY NET BEVENUE PER STAX

GROSS PER GROSS PER  NET PER NET PER
STATE BEDS OWNER STAY (%) DAY ($) STAY (S) DAY ($)

66

RANK HOSPITAL
— R AR S ey SERRR NS
1 STANFORD CA 663 NP 13,932 2,204 10,336 1,615
2 UNIVERSITY WA 368 GOV 10,8638 1,345 9,498 1,179
3 MT ZION HOSP/MED CIR CA 439 NP 11,138 1,354 9,390 1,141
4 LOMA LINDA CA 549 NP 13,841 1,821 8,959 1,179
S ST JOHN’S CA 551 NP 9,539 1,362 8,390 1,198
6 HUMANA, WEST ANAHEINM CA 243 P 11,165 1,956 8,273 1,449
97 HUMANA, WEST RILLS CA 236 P 10,919 1,854 8,191 1.391
8 SAN JOSE MED CIR CA 539 NP 9,921 1,592 7.698 1.235
9 BROTMAN MED CIR CA 495 P 10,385 1.366 7.597 999
10 WEST SEAITLE WA 198 ) 4 9,329 1,559 7.591 1,268
311 ST JOSEPHS CA 647 NP 9,643 1,056 7.271 796
12 LOS ROBLES REG. CA 208 ) ?7.680 1,497 7.071 1,376
13 MERCY GEN. CA 489 NP 12,354 1,764 6,998 999
14 DOCTORS MED CIR CA 419 ) 4 12,272 2,024 6,893 1,137
315 TACOMA GEN WA 487 NP 8,691 1,503 6,490 1,123
16 WASHOE MED N 522 NP 10,473 1,626 6,456 1.002
17 SACRED HEART WA 631 NP 7.807 1,084 6,409 890
18 SWEDISH WA 641 NP 6,925 1,204 6,309 1,097
19 ST JOSEPH,TACOMA WA 340 NP 8,481 1,514 6,255 1,116
20 PUGET SOUND WA 160 P 9,045 1,538 6,170 1,049
21 DESERT SPRINGS NV 225 P 10,451 1,660 6,158 978
22 HUMANA SUNRISE NV 679 P 11,596 1,778 6,129 940
23 DEACONESS WA 363 NP 7.903 1,399 6,100 1,069
24 COASTAL COMMUNITIES CA 218 P 6,136 1,651 6,038 1,625
25 FOUNTAIN VALLEY CA 287 P 9,004 1,877 5,850 1,219
26 VALLEY N 310 ) 4 11,419 1,838 5,799 934
27 AMERICAN RIVER CA 250 NP 8,049 1.311 5,619 915
28 AUBURN GEN WA 149 P 7.130 1,548 5.540 1,203
29 SOUTHWEST WA 435 NP 7.071 1,570 5.401 1.199
30 ST. MARY'S w 367 NP 7.788 1,379 5,148 912
31 UNIVERSITY MED. NV 445 PuUB 9,232 1.370 4,375 650
DATA OBTAINED FROM: mERsHIP LEGEND
WASHINGTON DEPARTHENT OF HEALTH
CALIF . STATEWIDE MEALTH PLANNING & DEVELOPMENT ¢ = Proflt GOV = Governaent
NP = Non Profit PUB = Public

NLVADA DIVISION FOR HEALTH RESOURCES & COST REVIEW
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g
-

HOSPITAL

POV VNE W -

STANFORD

LOMA LINDA

MERCY GEN.

DOCTORS HED CTR
HUMANA SUNRISE
VALLEY

HUMANA, WEST ANAHEIM
MT ZIOM HOSP/MED CIR
HUMANA, WEST HILLS
UNIVERSITY

WASHOE MED

DESERT SPRINGS
BROTMAN MED CTR
SAN JOSE MED CTIR
ST JOSEPHS

ST JOHN'S

WEST SEATTLE
UNIVERSITY MED.
PUGET SOUND
FOUNTAIN VALLEY
TACOMA GEN

ST JOSEPH,TACOMA
AMERICAN RIVER
DEACONESS

SACRED HEART

ST. MARY'S .

LOS ROBLES REG.
AUBURN GEN
SOUTHWEST

SWEDISH

COASTAL COMMUNITIES

DATA OBTAINED FROM:
WASHINGTOM DEPARTHENT OF HEALTH
STATEWIDE HEALTH PLANNING & DEVELOPMENT

CALIF .
NIVADA DIVISION FOR MEALYM RE

STATE

PEEEREEERECPESrPRPRIIEPRRIIRREL

HOSPITAL COMPARIS
FOR THE PERIOD 1/1/88 =

ONS
12731/88

Chart 1

RANKED BY

CROSS ®7® GROSS PER NET PER NET PER

BEDS OWNER STAY ($§) DAY ($) STAY ($) DAY (35)
SRR =

663 NP 13,932 2.204 10,336 1,615
549 NP 13,841 1,821 8,959 1,179
489 | ] 4 12,354 1,764 6,998 999
419 P 12,272 2,024 6,893 1,137
679 b 4 11,5%6 1,778 6,129 940
310 4 11,419 1,838 5,799 914
243 P 11,165 1,956 8,273 1,449
439 NP 11,138 1,354 9.390 1,141
236 P 10,919 1,854 8,191 1,391
3éa GOV 10,838 1,345 9,498 1,179
522 | ] 4 10,473 1,626 6,456 1,002
228 P 10,4351 1,660 6,158 978
495 ) 4 10,385 1,366 7.597 999
33 NP 9,921 1,592 7,698 1,235
647 | ] 4 9,643 1,056 7.271 796
551 :P 9,53 1,362 8,390 1,198
198 9,329 1,559 7,591 1,268
445 PUB 9,232 1,370 4,375 650
160 P 9,045 1,538 6,270 1,049
287 ) 4 9,004 1,877 5,850 1,219
487 NP 8,691 1,503 6,490 1,123
340 NP 8,481 1,514 6,255 1,116
250 NP 8,049 1,311 5,619 915
363 NP 7,983 1,399 6,100 1,069
631 NP 7,807 1,084 6,409 890
367 NP 7,788 1,379 5,148 912
208 P 7,680 1,497 7,071 1,378
149 P 7,130 1,548 5,540 1,203
435 NP 7,071 1,570 5,401 1,199
641 NP 6,925 1,204 6,309 1,097
215 | 4 6,136 1,651 6,038 1,625

OMMERSHIP L EGEND
P = Profit GOV = Government

SOURCES & COST REVIEW

NP = Non Profls PUB = Pubilic
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GROSS REVENUE
" Inpatient
Outpatient

DEDUCTIONS
Inpatient
Outpatient

NET REVENUE
Inpatient
Outpatient

OTHER OPERATING
REVENUE

TOTAL OPERATING
REVENUE

OPERATING
EXPENSES

NET OPERATING
REVENUE

Non-operating
revenue

Non-operating
expense

REVENUE OVER
EXPENSES

DESERT SPRINGS HOSP
FINANCIAL SUMMARY

ITAL

FOR THE FISCAL YEARS ENDEV o/.0/85 - 6/30/90

BEES SRS TS EEESITSS —++ + ++ 1T 11+ 4

~cecmrcavesnesecccssne mmm——- Fiscal Year Ended June 30, =------=-~-r---ococwenvoononon

1985 1986 1987 1988 1989 1990
$51,622,013 $58,232,335 $81,858,597 $96,011,564 §115,836,334 $138,990,209
47,619,596 52,087,140 73,249,018 82,717,911 101,910,122 123,858,118
4,002,417 6,145,195 8,609,579 13,293,653 13,926,212 15,132,091
15,265,990 17,689,703 28,448,428 35,322,067 51,015,940 65,789.473
14,082,370 15,822,928 25,456,329 30,636,768 44,726,443 60,719,731
l 103 620 1,866,775 2,992,099 4 685, 299 6,289,497 5,069,742
36, 356,023 40,542,632 53,410,169 60,689,497 64,820,394 73,200,736
33,537,226 36,264,212 47,792,689 52,081,143 57.183,679 63,138,387
2.013.797 4,278,420 $,617,480 8.608,35‘ 7,636,715 10,062,349
284,064 227,024 379,247 441,131 434,839 343,568
35,640.987 40,769,656 53,769,416 61,130,628 65,255,233 73,544,304
36 174,334 29,234,412 40,065,185 52,954,882 59,716,129 66,957,770
465,753 11,535,244 13,724,231 8,175,746 5,537,104 6,586,534
0 0 0 0 0 0
600,000 338,622 64,565 2,275,556 3,791,391 3,445,436
(5134 247) $11,196,622 $13, 659 666 $5,900,190 51,745,713 $3,141,098

P s T T T T 1 3 e ——— ¢ — by =_-""‘--—_—“"‘-"—“‘—":_‘::::::
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DESERT SPRINGS HOSPITAL
FINANCIAL SUMMARY
FOR THE FISCAL YEARS ENDED 6/30/85 - 6/30/90

==========8=8===m====3====!-" -+ 3
------------------------------- Fiscal Year Ended June 30, ---------------=so-crwoono----=-
1985 1986 1987 1988 : 1989 1990

INPATIENT DAYS 42,520 37,514 46,013 54,456 55,106 SBT;;;--
ADMISSIONS 7,067 6,042 7,179 8,538 8,806 8,948
AVERAGE LENGTH

OF STAY 6.02 6.21 6.41 6.38 6.26 6.56
AVERAGE

DAILY CENSUS 116 103 126 149 151 161
OCCUPANCY

PERCENTAGE 51.77% 45.68% 56.03% . 66.13% 67.10% 71.43%
Adjusted I/P days* 46,347 42,103 51,660 63,498 62,871 65,993
Adjusted admissions* 7,103 6,781 8,060 9,956 10,047 10,066
PER ADJ. ADHISSION

Gross Revenue $6,738 $6,621 810,203 $9.688 $11,573 $13,842

Net Revenue 4,757 6,012 6,674 6,140 6,495 7,306

Op. expenses 4,696 4,311 4,971 5,319 5,944 6,652

Profit 60 1,701 1,703 821 551 654
PER ADJUSTED DAY

Gross Revenue $1,120 $1,388 51,592 $1,519 $1,849 $2,111

Net Revenue %1 968 . 1,041 963 1,038 1,114

Op. expenses 781 694 776 834 950 1,015

Profit 10 2714 266 129 88 100

spdmissions and Inpatient Days adjusted for outpatient and other operating revenue.

T oREoatgrl
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HUMANA HOSPITAL SUNRISE
FINANCIAL SUMMARY
FOR THE FISCAL YEARS ENDED o;30/85 - 6/30/90

vOT

----- eccesmemscccsene====w-ee~- Fiscal Year Ended June 30, =-----c==--=s-s--sosseosnmmmooss
1985 1986 1987 1988 - 1989 1990

GROSS REVENUE 8196 8s7, 900 $216,385,458 $244 058,870 $235,186,531  $319,102,317  §411,234,324

Inpatient 175,718,827 194.891.542 216,673,876 208,770,033 285,877,884 369,737,083

Outpatient 21.139.0!1 21,493,916 27.384.994 26,416,498 33.224.433 41,497,241
DEDUCTIONS 75,009,336 89,178,575 107,416,023 105,101,398 163,156,951 229,949,721

Inpatient 66,954,651 80,320,324 95,363,246 92,873,390 146,846,586 ~ 208,566,142

Outpatient 8,054,683 8,058,251 12,052,777 12,228,008 16,310,365 21,383,579
NET REVENUE 121,848,572 127,206, 883 136,642,847 130,085,133 155,945,366 181,284,603

Inpatient 108,764,176 114,571,218 121,310,630 115,896,643 139,031,298 161,170,941

Outpatient 13,084,396 12.635.665 15,332,217 14,188,490 16,914,068 20,113,662
OTHER OPERATING

REVENUE 4,559,388 2,704,026 909,569 1,170,258 1,591,267 1,969,723
TOTAL OPERATING

REVENUE 126,407,957 129,910,909 137,552,416 131,255,391 157,536,633 183,254,326
OPERATING

EXPENSES 114,697,192 102 637,689 102 315,939 112,501,758 130,151,456 156,760,540
NET OPERATING

REVENUE 11,710,765 27,273,220 35,236,477 18,753,633 27,385,177 26,493,786
Non-operating

revenue 0 0 0 7,479,072 9,575,750 9,022,354
Non-operating

expense 0 0 683,043 12,670,562 13,187,937 13,241,672
REVENUE OVER

EXPENSES $11,710,765 $27,273,220 $34,553,434 $13,562,143 $23,772,990 $22,274,468

=::==============sz==n================t-~=‘= ——=x=r=SS oo ESEESSSISSESSSSSIEISTSESE=S
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HUMANA HOSPITAL SUNRISE
FINANCIAL SUMMARY
FOR THE FISCAL YEARS ENDED 6/30/85 - 6/30/90

BSS-‘-—SBSa-t:SS‘S:S“====3888" 1
csesesssnmsnesmscoomoon- S Fiscal Year Ended June 30, =---==<-=--==--------c--o-omoos
1985 1986 1987 1988 . 1989 1990

INPATIENT DAYS 132,871 121,065 122,707 129,258 143,361 1587045
ADMISSIONS 20,241 19,444 19,369 19,346 22,382 24,003
AVERAGE LENGTH

OF STAY 6.56 6.23 6.34 6.68 6.40 6.58
AVERAGE |

DAILY CENSUS 64 33z 336 354 393 433
OCCUPANCY

PERCENTAGE 53.61% 48.85% 49.51% , 52.01% 57.85% 63.77%
Adjusted I/P days* 152,303 136,097 138,731 146,338 160,820 176,625
Adjusted admissions* 23,201 21,858 21,898 21,902 25,113 26,825
PER ADJ. ADMISSION

Gross Revenue $8,681 $10,023 $11,187 510,791 $§12,770 $15,404

Net Revenue 5,448 5,943 6,281 5,993 6,273 6,832

Op. expenses 4,944 4,696 4,672 5,137 5,183 5,844

Profit 505 1,248 1,609 856 1,090 988
PER ADJUSTED DAY

Gross Revenue $1,322 $1,610 $1,766 §1,615 §1,994 $2,339

Net Revenue 830 955 . 992 897 980 1,038

Op. expenses 753 754 738 769 809 888

Profit 77 200 254 128 170 150

spdmissions and Inpatient Days adjusted for outpatient and other operating revenue.

» af *T0vy



ST. MARY'S REGIONAL MEDICAL CENTER
FINANCIAL SUMMARY
FOR THE FISCAL YEARS ENDED 6,/50/85 - 6/30/90

90T

erccemnsemscesamsasconresnnane Fiscal Year Ended June 30, ----------==~=-=-s=-c-------co=os
1985 1986 1987 1988 1989 1990

GROSS REVENUE 564,797,000 $85,393,000 $97.877,000 $121,285,528 $139,966,242 $157,540,827

Inpatient 75,545,000 75,033,000 83,722,000 102,282,060 115,039,743 127,332,463

Outpatient 9,252,000 10,360,000 14,155,000 19,003,468 24,926,499 30,208,364

0

DEDUCTIONS 12,916,000 15,122,000 21,436,000 36,389,893 45,737,070 $5,571,113

Inpatient 11,506,766 13,287,371 18,335,919 32,579,387 38,664,323 48,309,904

Outpatient 1,409,234 1,834,623 3,100,081 3,810,506 7,072,747 - 7,261,209
NET REVENUE 71,081,000 70,271,000 76,441,000 84,695,635 94,229,172 101,969,714

Inpatient 64,038,234 61,745,623 65,386,081 69,702,673 76,375,420 79,022,559

Outpatient 7.842,766 8,525,377 11,054,919 15,192,962 17,853,752 22,947,155
OTHER OPERATING _

REVENUE 987,000 1,402,000 1,891,000 1,746,530 2,216,133 2,905,968
TOTAL OPERATING

REVENUE 72,868,000 71,673,000 78,332,000 86,642,165 96,445,305 104,875,682
OPERATING

EXPENSES 65,383,000 66,929,000 68 829, 000 80,092,678 89,798,732 97,721,965
NET OPERATING

REVENUE 7,485,000 4,744,000 9,503,000 6,549,487 6,646,573 7.153,717
Non-operating

revenue 1,272,000 1,015,000 1,427,000 2,778,319 4,595,500 5,436,754
Non-operating

expense 6,001,000 799,000 720,000 1,202,012 992,756 619,730
REVENUE OVER

EXPENSES §2, 756 000 $4,960, 000 $10,210,000 $8,125,794 $10,249,317 $11,970,741

1 2 PTQEL
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ST. MARY'S REGIONAL MEDICAL CENTER
FINANCIAL SUMMARY
FOR THE FISCAL YEARS ENDED 6/30/85 - 6/30/90

=ms== e = em e

cmessssemssrenemccer s e seannos Fiscal Year Ended June 30, =------====-----=---c-e------oo
1985 1986 1987 1988 - 1989 1990

INPATIENT DAYS 80,294 69,530 70,519 79,009 78.655 ;;_I;;"
ADHISSIONS 15,024 13,875 12,757 14,049 13,032 11,917
AVERAGE LENGTH '

OF STAY .34 5.01 5.53 5.62 6.04 6.14
AVERAGE v .

DAILY CENSUS 220 190 193 216 215 201
OCCUPANCY

PERCENTAGE 59.94% 51.91% 52.64%  58.82% 58.72% 54.64%
Adjusted I/P days* 91,177 80,429 84,035 95,038 97,213 92,233
Adjusted admissions* 17,060 16,050 15,202 . 16,899 16,107 15,016
PER ADJ. ADMISSION

Gross Revenue 65,028 §5.408 $6,563 $7,280 §8,827 $10,685

Net Revenue 4,201 4,466 5,153 5,127 5,968 6,984

Op. expenses 3,832 4,170 - 4,528 4,739 5,575 6,508

Profit 439 296 625 ass 413 476
PER ADJUSTED DAY

Gross Revenue $941 $1,079 §1,187 $1,295 $1,463 51,740

Net Revenue 799 a9l 932 912 992 1,137

Op. expenses n? 832 819 843 924 1,060

Profit 82 59 _ 113 69 68 718

*Admissions and Inpatient Days adjusted for outpatient and other operating revenue.
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UNIVERSITY MEDICAL CENTER
FINANCIAL SUMhARY
FOR THE FISCAL YEARS ENDED 6/30/85 - 6/30/90

80T

,eeremscsssmeseccccoconscone - Fiscal Year Ended June 30, --------~---=cccccucosoro oo
1985 1986 1987 1988 - 1989 1990

GROSS REVENUE $123,250, 580 $134,762,128 §$160,690,128 $160,954,977 $177,983,44¢6 $213,772,192

Inpatient 105,454,901 117,731,389 139,013,081 138,188,960 152,455,553 180,171,913

Outpatient 17.195.119 17,030,739 21,677,047 22,766,017 25,527,893 33,600,279
DEDUCTIONS 58,193,416 63,413,381 83,769,027 83,804,415 87,325,939 104,754,151

Inpatient 49,791,051 85,399,433 72,468,612 77,613,880 79,563,627 93,288,070

Outpatient 8,402, 365 8,013,948 11,300,415 6,190,535 7,762,312 11,466,081
NET REVENUE 65,057, 264 71,348,747 76,921,101 77,150,562 90,657,507 109,018,041

Inpatient 55,663,850 62,331,956 66,544,469 60,575,080 72,891,926 86,883,843

Outpatient 9.393.410 9,016,791 10,376,632 16,575,482 17,765,581 22,134,198
OTHER OPERATING

REVENUE 412,400 1,005,908 1, 142 225 946,846 913,009 1,821,258
TOTAL OPERATING

REVENUE 65,469,664 72,354,655 78.063,326 78,097,408 91,570,516 110,839,299
OPERATING

EXPENSES 68,837, 521 72,379,122 83,919,473 88,255,090 100,127,614 116,830,020
NET OPERATING

REVENUE (3,367,857) (24,467) (5,856,147) (10,157,682) (8,557,098) (5,9%90,721)
Non-operating

revenue 352,630 457,600 216,420 12,093,782 5,377,783 5,502,532
Non-operating

expense (1] 0 ] o 1} 0
REVENUE OVER .

EXPENSES ($3,015,227) $433,133 ($5,639,721) $1,936,100 (53,179,315) ($488,189)

== ===
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UNIVERSITY MEDICAL CENTER
FINANCIAL SUMMARY
FOR THE FISCAL YEARS ENDED 6/30/85 - 6/30/90

60T

:z::sm:==========s====-:- - ===
—messsemessss=—- seemmcmanan—can Fiscal Year Ended June 30, ~==-=-====--c-scc--coomo—moo--
1985 1986 1987 1988 1989 1990

INPATIENT DAYS 94,870 96,164 107,669 105,078 101,817 lé;j;;;--
ADMISSIONS 14,0871 15,006 17,358 16,352 14,478 16,818
AVERAGE LENGTH

OF STAY 6.38 6.41 6.20 6.43 7.03 6.54
AVERAGE ‘

DAILY CENSUS 260 263 295 288 279 301
OCCUPANCY

PERCENTAGE 59.61% 60.43% 67.66% 65.85% 63.98% 67.67%
Adjusted I/P days* 111,251 110,896 125,343 123,109 119,475 131,524
Adjusted admissions® 17,439 17,305 20,207 19,158 16,989 20,124
PER ADJ. ADMISSION

Gross Revenue $7,091 $7,846 $8,009 $8,451 $10,530 $10,713

Net Revenue 3,754 4,181 3,863 4,076 5,390 5,508

Op. expenses 3,947 4,183 4,153 4,607 5,894 5,805

Profit {(193) Q1) (290) (530) (504) (298)
PER ADJUSTED DAY

Gross Revenue §1.112 $1.224 §1,291 §1,315 $1.497 $1,639

Net Revenue 588 652 623 634 166 843

Op. expenses 619 653 670 n? a3s 888

Profit (30) (o) (47) (83) (12) (46)

*Admissions and Inpatient Days adjusted for outpatient an

d other operating revenue.
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GROSS REVENUE
Inpatient
Outpatient

DEDUCTIONS
Inpatient
Outpatient

NET REVENUE
Inpatient
Outpatient

OTHER OPERATING

REVENUE

TOTAL OPERATING

REVENUE

OPERATING
EXPENSES

NET OPERATING
REVENUE

Non-operating
revenue -

Non-operating
expense

REVENUE OVER
EXPENSES

B-8=—=====8======-=========:
-essccsomeccss -escssrmcmom———o Fiscal Year Ended June 30,

1965 1986 1987 1988
$98,685,148 $101,969,004 $120,400,152 $139,100,381
91,333,190 93,516,849 110,617,402 127,306,801
7,351,958 8,452,155 3.782.750 11,793,580
34,793,065 35,459,734 48,853,811 65,415,319
32,201,012 33,520,496 44,884,342 59,990,646
2,592,083 2,939,238 3 969, 469 5,424,673
63,892,083 66,509,270 11 546, 341 73,685,062
59,132,178 60,996,353 65,733,060 67,316,155
4,759,905 5,512,917 5.813,261 6,368,907
793,375 940,056 2,559,920 2,193,386
64.685.?50 67,449,326 74,106,261 75,878,448
43,660,106 45,804,944 51,792,981 59,490,003
21,025,352 21,644,382 22,313,280 16,388,445
0 515,387 935,814 0
0 120,566 2,429,317 0
321 025 352 $22,039,203 $20,819,777 $16,388,445

VALLEY HOSPITAL MEDICAL CENTER
FINANCIAL Smrmeany

FOR THE FISCAL YEARS ENDED 6/30/85 - 6/30/90

e e T R e el el Sniniddhd it

- o - D T ) M = AP D D T e W A D

$156,514,814
144,375,837
12,138,977
78,334,609
73,562,894
4,771,715
78,180,205

70,812,943
7,367,262

835,469

79,015,674

61,374,095

17,641,579

490,670

1,324,998

J S ettt b ki ittt

======z==T==

——— W - = e - e W

$186,938,006
166,734,041
20,203,965

97,973,976
92,379,982
5,593,994

88,964,030

74.354,059
14,609,971

858,489

- D R P P PP S G e G Gr e P e o A D AR R R P W R SR

89,822,519

70,538,718

- -

19,283,801

502,040

1,614,095
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INPATIENT DAYS
ADMISSIONS

AVERAGE LENGTH
OF STAY

AVERAGE
DAILY CENSUS

OCCUPANCY
PERCENTAGE

Adjusted 1/P days*
Adjusted admissions*

PER ADJ. ADMISSION
Gross Revenue
Net Revenue
Op. expenses
Profit

PER ADJUSTED DAY
Gross Revenue
Net Revenue

VALLEY HOSPITAL MEDICAL CENTER

FINANCIAL SUMMARY

FOR THE FISCAL YEARS ENDED 6/30/85 - 6/30/90

ettt L Lttt hrini Fiscal Year Ended June 30,
1985 1986 1987 1988
69,513 62,027 65,348 74,875
10,541 9.873 10,325 11,801

6.59 6.28 6.33 6.34

190 170 179 205
61.43% $4.82% 57.75% 65.99%
75,712 68,257 72,640 83,101
11,481 10,865 11,477 13,098
§8,6635 $9.472 $10,714 $10,788
5,634 6,208 6,457 5,793
3,803 4,216 4,513 4,542
1,831 1,992 1,944 1,251
$1,314 §1.508 §1,693 $1,700
854 988 1,020 913
577 671 713 716
278 N7 307 197

Op. expenses
Profit

Ahdmissions and Inpatient Days adjusted

for outpatient and other operating revenue.

209

67.58%

83,333
13,256

$11,870
5,961
4,630
1,331

§1,088
9248
736
212

g L L L L T

212

68.30%

87,046
14,742

£12,738
6,093
4,785
1,308

§2,157
1,032
810
222

. ATgrl
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GROSS REVENUE
Inpatient
Outpatient

DEDUCTIONS
Inpatient
Outpatient

MNET REVENUE
Inpatient
Outpatient

OTHER OPERATING
REVENUE

TOTAL OPERATING
REVENUE

OPERATING
EXPENSES

NET OPERATING
REVENUE

Non-operating
revenue
Non-operating
expense

REVENUE OVER
EXPENSES

D D D AP P P R A D R T D R A T G R D B AP M e A D L S R A A T T T T R T T e R R RGeS T T e NS T e e E TR T AR ee e -

WASHOE MEDICAL CENTER
FINANCIAL SUMKaARY
FOR THE FISCAL YEARS ENDED 6/30/85 - 6/30/90

-—---—-------------——--’———-—----------—------—----———-—-_-—_—---.—..--—.---—--___--- ........

1985 1986 1987
$113,673,300 $131,545,426 $148,339,875
102,171,084 118,369,378 133,703,430
11,502,216 13,176,048 14,636,445
26,791,152 34,944,208 44,552,427
24,080,246 31,444,074 40,156,514
2, 110 906 3,500,134 = 4,395,913
86, asz 140 96,601,218 103,787,448
78,090,838 86,925,304 93,546,916
8,791,310 9,675,914 10,240,532
1,008, 132 954 801 1,177,015
817,890,280 97,556,019 104,964,463
85,047, sas 94, 294 350 105,579,234
2,842,692 3,261,669 (614,771)
1,214,517 2,295,546 1,931,029
50,147 0 0
$4.007,062 $5,557,215 $1,316,258

Fiscal Year Ended June 30,

1988
$166,366,091
148,166,776
18,199,315
58,931,314
54,913,036
4,018,278
107,434,777

93,253,740
14,181,037

1,737,308

109,172,085

105,763,490

3,408,595

1,767,915

1,509,369

e e e

$214,861,134
186,785,132
28,076,002
87,544,009
78,187,510
9,356,499
127,317,125

108,597,622
18,719,503

1,151,192

128,468,317

122,230,706

6,237,611

1,208,842

1990

$258,158,129
221,970,196
36,187,933

115,145,813
104,286,869
10,858,944

143,012,316
117,683,327
25,328,989

1,647,730

prpEEEpE e L L L U L DL L D L L L L L Ll Ll Ll R KK

144,660,046

140,269,820

4,390,226

1,966,032

PRary
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ETT

INPATIENT DAYS
ADMISSIONS

AVERAGE LENGTH
OF STAY

AVERAGE
DAILY CENSUS

OCCUPANCY
PERCENTAGE

Adjusted 1/P days*
Adjusted admissions*

PER ADJ. ADHMISSION
Gross Revenue
Net Revenue
Op. expenses
Profit

PER ADJUSTED DAY
Gross Revenue
Net Revenue
Oop. expenses
Profit

*pdmissions and Inpatient Days adjusted for outpatient and other operating redenue .

107,947
19,054

5.67

296

63.06%

121,165
21,387

§5,362
4,110
3,977

133

$946
7128
702
23

WASHOE MEDICAL CENTER

FINANCIAL SUMMARY

FOR THE FISCAL YEARS ENDED 6/30/85 - 6/30/90
= =

Y L R L L g

105,918
19,503

5.43

290

61.87%

118,562
21,831

§6,069
4,469
4,319

149

$1,118
823
795
28

1987 1988
105,424 96,532
19,908 14,524
5.30 6.65
289 264
61.58% 56.24%
117,893 109,521
22,263 16,478
$6,716 $§10,202
4,715 6,625
4,742 6,418
(28) 207
§1,268 $1,535
890 997
896 966
(5) al

108,467
17,003

6.38

297

60.16%

125,439
19,664

$10,985
6,533
6,216
317

§1,722
1,024
974

50

- e = = W W e o -

117,519
19,518

6.02

322

61.68%

137,551
22,845

$11,373
6,332
6,140
192

51,889
1,052
1,020

32

36 "Tary
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In Millions Of Dollars
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DESERT SPRINGS HOSPITAL
REVENUE BY ADJUSTED ADMISSION, 1985 - 1990
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In Millions Of Dollars
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HUMANA HOSPITAL SUNRISE
REVENUE SUMMARY 1985 -1990
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REVENUE BY ADJUSTED ADMISSION, 1985 -1990
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In Mitlions Of Dollars
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ST. MARY'S MEDICAL CENTER
REVENUE BY ADJUSTED ADMISSION, 1985 - 1990
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In Millions Of Dollars

UNIVERSITY MEDICAL CENTER
REVENUE SUMMARY 1985 - 1990
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In Millions Of Dollars
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VALLEY MEDICAL CENTER
REVENUE BY ADJUSTED ADMISSION, 1985 - 1980
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in Millions Of Dollars
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PRICE INDEX

COMPARISON OF NEVADA HOSPITAL DATA
TO CONSUMER PRICE INDEX
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PRICE INDEX

COMPARISON OF NEVADA HOSPITAL DATA
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AB289 Compliance
Fiscal Years Ended June 30, 1988-1990

_

Desert dinimna Valley

Springs Sunrise Hospital Total
1988
Actual reduction $4,685, 200 §11,308,297 $10,670,605 $26,664,102
Required reduction 3.494.151 9,878,425 5,103,931 ~18,476,507
Excess reduction 1,191,049 1,429,872 5,566,674 8,187,595
1989
Actual reduction $3,947,328 $10,650,180 $7.021,387 $19,846,015
Required reduction { 9,878,425 5,103,931 18,476,507 _
Over (under) Required reduction 453,177 771,755 1,917,456 1,369,508
Allowable credits 2,357,489 4,370,635 1,283,309 8,011,433
Carryfoward from FY1988 1.191,049 9,872 5.566,674 8,187,595
Excess Reduction $4,001,715 $ 6,572,262 $8,767,439 $17,.568,536
Net Inpatient Revenue
(non-Medicare, non-Medicaid) $27,470,893 $92,815, 241 544,006, 268
Percentage Carryfoward 14.57% 7.08% 19.92%
1990
Increase of 4% Above Medical Care
Component of Consumer Price Index 10.50% 10.50% 10.50%
Total Increase Allowable 25.07% 17.58% 30.42%
Average Gross Revenue Per Day
(all patients) 1.849 994 1,888
Target for Fiscal Year 1990 52,313 $2,345 $2,462
Average Gross Revenue Per Day $2,111 52,339 £2,157
Target _2.313 _2,345 2,462
Amount under target $ 202 $ 6 $ 305

T oArgm
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ANALYSIS OF AB 289
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REPORT ON AB 289 (1987)

I. EXECUTIVE SUMMARY

The Nevada Division of 1Insurance was given some
responsibilities for the review of the reduction of health care
costs in Nevada pursuant to AB 289, Chapter 377 of the Statutes of
Nevada 1987, at page 862. This bill emphasized the reduction of
profits received for inpatient care by three named hospitals. The
Nevada Legislature wished to assure that savings for the cost of
health care, received by insurers as the result of AB 289, were
passed to the consumers in Nevada who purchased health insurance.

Section 58 of AB 289

Included in AB 289 was Section S8, which requires that
insurers, health maintenance organizations and non-profit medical
service corporations identify and pass on the savings incurred from
the reduction in the cost of health care provided in AB 289. As
described in this report, the division has adopted regulations to
collect certain claims and statistical data from insurers on these
reductions. The use of the UB82 form by hospitals for their
billings, required by section 37 of AB 289 (NRS 449.485), precludes
the identification of the "savings" from AB 289. Therefore,
insurers were unable to identify the savings that may have resulted
from the revenue reductions mandated by of AB 239.

Through the normal mechanism of group health rate making
however, reductions in health care costs would be reflected in the
reduced costs and claims experience of Nevada insureds. While
insurers are unable to precisely identify the "savings" received
from AB 289, the overall effect is that such savings appear to have
been passed to Nevada consumers.

In addition, the data collected by the division indicates that
the cost of health care, for other than inpatient care, has risen
and that such increases may have overwhelmed the savings resulting
from the reductions in hospital rates required by AB 289. This
impact is particularly noticeable since a relatively small amount
of the total dollars spent for health insurance claims was spent
for inpatient claims in the three hospitals targeted by AB 289.

Section 54 of AB 289

Section 54 of AB 289 provides that if an insurer and health
facility are affiliated corporations, their arrangements for
payments for medical services or services by the insurer must meet
the tests set forth in this Section. Specifically, if the charges
by the health facility were for a cost less than fair market value,
the reduction must be passed to the insureds of the affiliated
insurer in the form of reduced premiums. This reduction must be
certified to the division by the insurer. Only certain insurers
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in the state are subject to the provisions of this Section. The
division has conducted certain examinations to determine the

compliance with this section.

Other Activities

The division has continued its review of the reduction in
health csre costs through the collection of certain statistical
data and continues to assist the Legislature and the Interim
Committee by providing additional information as requested. The
division continues its examination of insurers to determine
compliance with the provisions of AB 289.
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II. INTRODUCTION

AB 289, Chapter 377 of the Statutes of Nevada, pages 862 to
891 (1987), contains an amendment to Chapter 680A of NRS and
provides for the containment of health care costs through the
monitoring of billed charges and net revenues of three specifically
named hospitals. The intent of the bill was to reduce the profits
received from inpatient treatment at these three hospitals.

The Department of Human Resources and the Division of
Insurance both have functions to perform under the bill. The bill
also provides for a permanent committee of the Nevada Legislature
to review the containment of health care costs and related issues.

The Division of Insurance is effected by two Sections of the
bill: Section 54, which amends NRS 680A.320, and Section 58
concerning the reduction of premiums by insurers. These two
Sections focus on transactions between affiliated insurers and
health facilities and require the reductions in health care costs
realized from AB 289 to be reflected in reduced premiums for health
insurance to Nevada insureds.

The following report summarizes:

1. The provisions of the bill related to insurance and
contains an analysis of the Sections applied to insurers
to determine their compliance:

2. The regulatory and review activities of the division
related to those Sections of AB 289; and

3. The proposals by the division for future activities.
This report analyzes the legislation starting with Section 58

which affects all insurers and Section 54 which imposes additional
duties upon affiliated insurers and health facilities.
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III. ANALYSIS OF AB 289
A. SECTION 58 OF AB 289:

This Section of AB 289 (which is not codified in Title 57 of
NRS), provides:

1. Each insurer, nonprofit corporation for hospital
or medical service and health nmaintenance
organization shall identify reductions in payments
of claims which result from the provisions of this
act and pass those savings on to their policyholders
in the form of reduced premiunms.

2. If an entity described in subsection 1 is
found, after notice and hearing, to have failed to
identify or pass on savings as required by
subsection 1, the commissioner of insurance may
impose an administrative fine of not more than
$5,000 and impose other sanctions authorized by law.

1. ANALYSIS OF STATUTE:

AB 289 required certain hospitals to reduce their revenues by
a stated amount. See: Section 55 of AB 289. The hospitals
effected by this statute are: Humana Hospital Sunrise, Valley
Hospital Medical Center and Desert Springs Hospital. Each hospital
must meet this reduction by selecting certain medical services and
reducing the charges for those services. The selection of the
services, the time when the reduction would be applied and the
amount of the reduction was left to the sole discretion of the
hospital by AB 289. To assure that Nevada’s citizens received the
benefit of these reductions directly, the language of Section 58
was added to require insurers to consider the savings received
through reduced claims costs when calculating premium rates for
insureds. Health maintenance organizations and non-profit medical
sorvi.ca corporations are also included in the requirements of
Section 358.

Group health insurance contracts are regulated by two primary
Chapters of NRS. Chapter 687B of NRS describes insurance contracts
and chapter 689B of NRS lists the requirements for group health
insurance policies. The division does not approve or regulate
group health insurance rates, unlike most other insurance rates.

In simple terms, the theory of group health insurance rates
is that an insurer will base a policyholder’s group rate upon that
particular policyholder’s census, for instance, the number and type
of employees and dependents in his group, and upon his experience,
which is the frequency of claims and the average cost, or severity,
of each clain. Consider two employers as group health
policyholders, who have a similar number and mix (by age and sex)
of employees. The employer whose employees, on average, went to
the doctor or hospital fewer times or needed less expensive
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services, would have better claims experience. If one employer‘s
experience is better than the average policyholder’s experience,
he would be charged a smaller premium for the group health
insurance than the other employer with higher claim costs.

Under this theory, if a group policyholder’s employees used
a hospital which was one of the three targeted by AB 289 for
revenue reduction, then that policyholder would have his clain
costs reduced by the amount that the hospital lowered its charges
for the services provided. That policyholder would therefore have
a better claims experience which should positively impact his
claims history and his premium.

The health care cost containment provisions of AB 289 only
targeted hospital inpatient charges for three specifically listed
hospitals. Charges for hospital outpatient services and services
provided in other settings, such as the physician’s office and
"free standing" surgical facilities, were not changed by AB 289.

2. PROCEDURES OF DIVISION:

To track the impact of AB 289, the division adopted a
regulation requiring claims data to be reported by the health
insurers described in Section 58. See: NAC 679B.501 to 679B.551,
inclusive (effective January 20, 1988). The reports provided to
the division show that an average of 42.4 percent of the clainm
dollar was spent in the hospital inpatient category, an average
of 9.47 percent was spent on hospital outpatient services and an
average of 48.01 percent was spent in "other" settings.

Since AB 289 only targeted certain hospitals, the division
tracked in which hospitals the claim dollars for inpatient services
were spent. Of the total inpatient dollars, an average of 28.75%
percent was spent in the three targeted hospitals and an average
of 71.25 percent was spent in other hospitals.

Of the total claims dollar paid in Nevada by insurers, only
an average of 12.2 percent was spent in a hospital which would have
reduced its revenues because of AB 289. This amount is calculated
by comparing the total amount of dollars spent in the inpatient
setting (42.41 percent) to the amount was spent in targeted
hospitals (28.75 percent) for such care. Therefore, only 28.7%
percent of the 42.41 percent, or 12.2 percent, was spent in a
facility affected by AB 289. _

Because AB 289 has a limited impact on the total payments for
claims, it is likely that the benefits of the hospital inpatient
claim cost reductions have been superceded by cost increases from
the non-affected sectors. The division attempted to measure this
directly, as opposed to using measures such as increases in the
consumer Price Index for Medical Costs, by comparing the actual
prices charged to insurers for the same service over time. For
instance, the cost of an appendectomy during different years for
various insurers or health maintenance organizations.
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Unfortunately, the insurers operating in Nevada (this includes
indemnity insurers, health maintenance organjizations and nonprofit
medical service corporations) either because of the nature of the
way that they pay for their services or limitations in their data
gathering systems, were unable to furnish useful information for
the ccomparison. In their reports to the division, many of these
entities have stated that their overall claims costs have increased
and that any savings from AB 289 were overwhelmed by the increases
from other services, generally.

3. APPLICATION TO INSURERS IN NEVADA:

Before evaluating how insurers complied with AB 289, the types
of policies sold must be reviewed. Traditional indemnity policies
reimburse the insured for certain costs incurred when receiving
treatment for covered conditions. Those insurance policies can be
divided into two types, those with a preferred provider
ocganizations (PPO) and those without.

In a PPO, the insurer has reached an agreement with various
providers to accept a specific fee for a specific service. Often,
the insurer and preferred provider prepare a fee schedule which is
a compilation of the agreed-upon charges. To fully use the
venefits of the PPO, the insurer uses differentials in the amount
of reimbursement in the policy to encourage the insured to go to
the participating physician. Typically, the insured receives a
greater reimbursement when he uses a participating physician, and
a lower sum when he does not. If a policy does not contain a PPO,
the reimbursements are based upon billed charges.

Section 58 of AB 289 requires the described insurers to:

1. "Identify" savings from reductions resulting from AB 289;
and

2. "Pass though®™ the savings to their policyholders in the
form of reduced premium charges.

Section 37 of AB 289 (NRS 449.485) establishes the UB 82
Hospital Discharge form as the only billing form acceptable for
billing hospital inpatient services. See: Exhibit a. Every
inpatient service rendered must be billed to the insurer using a
UB 82 form. Unfortunately, the UB 82 does not provide any
information about the discount which might have been applied to a
particular service by the hospital.

Since each targeted hospital could decide which type of
service, when and by how much it would reduce its charge for a
service, and since the insurer’s bill never reflected these
reductions, an insurer would not be able to identify the savings

resulting from AB 289,

This situation is not much different for those insurers which
had PPO’s and those which did not. When negotiating the PPO, a
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hospital usually does not provide the insurer with information
about why it has agreed to a price for a particular service. Thus,
even insurers with PPO’s can not identify charges which have been
reduced as a result of AB 289,

If insurers can not identify the savings from AB 289, the
requirement that the division impose a sanction for the insurer’s
failure to identify and then pass on the savings becomes a
difficult enforcement problenm.

Fortunately, even if the insurer could not specifically
identify the savings from the intervention of AB 289, the savings
should have been passed on as reduced premiums. Consider the
circumstance where the insured used the services of a targeted
hospital and was charged the reduced prices. Although the insurer
might have not known why or by how much the charges were reduced,
if that insurer used those reduced claim costs in its rate
development then that insured received the benefit of the lower
costs. 1In other words, those insureds received the pass through
of those savings, without even knowing that it occurred or why the
rate was reduced. The insured would also share in the actual
savings on his bill, if any, when he paid his portion of the actual
hospital bill, through his copayment or deductible amount under
his insurance policy.

Any review of the pass-through of reduced costs to insurers
or to insureds in the form of reduced premiums, must consider the
passive role of most insurers as third party payors. That is,
except for those domestic insurers and health maintenance
organizations with very active PPO networks in Nevada, most
insurers still pay claims solely on an indemnity basis and do
little to control the cost of health care at the source, the
medical provider itself, whether a hospital, physician, or other
provider. See: "Research Bulletin, Trends in Managed Care,"
Health Insurance Association of America, February, 1989.

B. SECTION 54 OF AB 289
1. ANALYSIS OF STATUTE:

NRS 680A.320 has been in the Insurance Code, Title 57 of NRS,
since 1971 and is related to the provisions for transactions with
affiliates found in Chapter 692C of NRS for holding companies. A
Section similar to NRS 680A.320 can be found in NRS 692C.360. The
standards in these Sections are used to review any transactions
between insurers and their affiliates or holding companies.

AB 289 amended NRS 680A.320 by adding definitions of a health

facility and subsidiary, and by describing certain payments for
services between an insurer and health facility.

137



The analysis of this section must begin with paragraph (i) of
subsection 2 of NRS 680A.320. This subsection states:

2. No insurer may engage directly or indirectly
in any transactions or agreement with its parent
corporation, or with any subsidiary or affiliated
person which will result or tend to result in:

(i) Payment by the insurer for services or
products for which the health facility has charged
less than fair market value, unless the reduced
charge is reflected in the form of reduced premiunms.
In determining what constitutes fair market value,
consideration must be given to reasonable agreements
for the preferential provision of health care, in
accordance with regulations adopted by the

" commissioner. W

fair market value for services or products in a
transaction which is subject to the provisions of
this paragraph shall annually file a certification
with the commissioner that the reduced charge has
been reflected in the form of reduced premiums,
together with documentation supporting the
certification. (Emphasis added.)

First, there is a drafting error in the language of this
section, since "An insurer which charges less than . . . ." should
read "An insurer which pays . . . ." Section 38 of the revisor’s
bill, SB 142 (1989) corrects this error.

Second, the paragraph requires that:

1.

3.

An insurer receiving services at less than fair market
value from a subsidiary or affiliated healil: facility
Bust reflect the reduced charges in reduced premiums.

To determine fair market value, consideration must be
given to reascnable agreements for preferred provider
agreements (PPO’s), in accordance with regulations of
the commissioner. )

An insurer receiving those services at less than fair
market value must annually certify that its prenmiums
reflect the reduced charges. See also: NAC 679B.541
(effective January 20, 1988).

The amendnents to NRS 680A.320 became effective on July 1,
1987. (See: Section 61 of AB 289).

PROCEDURES OF DIVISION:

As a part of a filing for a preferred provider organization

(PPO),

the division requires that the agreements between the

insurer and provider be filed with the Division. This is done to
verify that such contracts exist, that requirements for geographic
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areas are met, and that other provisions for the contracts comply
with the standards used by the Division. Such contracts must also
meet the requirements in NRS 689%B.061. In reviewing these
contracts, the Division does not review the price for services
agreed upon between the parties. This is a matter of contract
between the parties. Often, such agreed-upon rates and prices are
specifically omitted in the documents for the PPO filing since the
insurers consider the information to be proprietary in nature.

By accepting a reduced price for its actual cost (as
described above) for services in a PPO, the health facility could
allow for its profit by recognizing the quick payments by the
insurer under the PPO, the volume of patients referred through the
PPO and other marketing advantages to the health facility for name
recognition or other advantages.

The Division therefore does not, for a standard PPO filing,
review whether the price agreed upon is a fair market value, meets
the costs of the provider, or is otherwise competitive.

A review of NRS 680A.320 indicates that the term, "fair market
value" was not defined by the Legislature. Since an insurer would
generally pay the claims submitted to it, whether the price was at,
above or below the market value, subject only to the insurance
policy’s restrictions, such as usual and customary rates, the
analysis of fair market value must be made for the health facility.

The limitations in an insurance policy for usual and customary
charges are not normally used for bills from hospitals; only for
individual providers. 1In a typical PPO, the hospital’s charges
would be reduced by a percentage of discount from billed charges
or a flat per diem rate for a specific level of care, for example,
medical or surgical; intensive care; neonatal care; etc. For the
purpose of the division’s analysis, "per diem"™ means a flat rate
charged by a hospital per day for inpatient care for the covered
services described in the policy and PPO contract. The covered
services are usually defined in the health insurance policy for the
information of the insured and referred to in the PPO contract.

Legal definitions of the term "fair market value"” are used
primarily for real estate and tax transactions. These definitions
focus on an arms-length transaction between a willing buyer and
seller, made without compulsion and made with regard to the
monetary cost or incentives..to each party. See: Black’s Law
Dictionary and Corpus Juris Secundun.

In the legislative history for AB 289, there was some limited
discussion on the term "fair market value,"” including a request
that the bill be amended to refer to "customary charges®". See:
Minutes of the Nevada State Legislature Assembly Committee on
Health and Welfare, April 7, 1987, on page 739 and 740. See also:
Senate Committee on Human Resources and Facilities, May 22, 1987,
on page 1026. While the legislative history centers on the "cost"
to the hospital or its "charges", the actual language adopted by
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the Legislature requires the commissioner to determine fair market
value after considering reasonable agreements for PPO’s.

To review any transaction between the insurer and its
affiliates, the division would apply the standards in NRS 680A.320
and Chapter 692C of NRS. In any such transaction between
affiliates, whether it was made at arms-length would be immediately
subject to review by the division.

Several methods can be used to establish fair market value.
Fair market value could be determined by a review of a hospital’s
cost. The cost could be set at a minimum value based upon several
items, for example:

1. The actual cost of services plus a reasonable rate of
return, plus a reascnable sum for contingencies;

2, The Diagnostic Related Groups (DRG) for that health
facility; or

3. The semi-private room rate, since each inpatient hospital
bill contains this component.

Fair market value could also be determined by comparing the
other PPO agreements between hospitals and other insurers, health
maintenance organization or other payers. This appears to be the
standard contemplated by the Nevada Legislature. See: NRS
680A.320 and Legislative History, supra.

As noted above, when reviewing PPO agreements for the filing
of insurance contracts, the Division does not review the prices
charged. However, since AB 289, by amending NRS 680A.320, requires
such a review, the Division has established the following
procedures.

The price set by an insurer and health facility will be
compared against the following:

1. Contracts between the insurer and health facility being
revieved and similarly situated providers in that same

geographic area.

2. The cost to the provider in that geographic area to
provide its services. For this comparison, "cost" means:

(a) The semi-private room rate;

(b) The average daily hospital cost in
Nevada; and

(c) DRG’s.

3. The charges by the provider to government payors
(Medicare and Medicaid) for similar services.
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4, Contracts between other insurers or self-insured
employers and other providers in the same area for
similar services.

For the purpose of this review, "same geographic area" will
mean the following three areas in Nevada:

1. Clark County;

2. Washoe, Carson City and Douglas
counties; and

3. All other counties of Nevada.

All of these standards must be reviewed in light of the
insurer’s and provider'’s corporate affiliation, mutual bargaining
power, ability to pay promptly, volume, utilization review
agreements, and other mutual business considerations.

When applied against each of these tests for fair market
value, the reasonableness of the contract for the PPO can be
measured and the reduction of premiums can be reviewed.

Pursuant to Section 23 (effective July 1, 1987) and subsection
11 of Section 55 of AB 289 (effective June 10, 1987), existing
contracts by health facilities with insurers or other persons
remained effective. Therefore, contracts for preferential rates
existing on June 10, 1987 or July 1, 1987, could be amended to
comply with AB 289 at the termination of the contract, by agreement
of the parties, or upon the lapse of the contract for any other
reason. Without such changes in the contract, it appears that
those preferential terms could remain in place, without review
under the fair market value test in NRS 680A.320.

Once a determination is made that a price for services in a
PPO contract is less than fair market value, and that the health
facility and the insurer are affiliated corporations, then the
insurer must certify to the commissioner that the premiums charged
reflect the reduced costs under the PPO. The burden would shift
to the insurer to show that such reduced costs have been passed to
its insureds as a benefit from the PPO.

Section 34 of AB 289 does not indicate whether the calculation
for reduced premiums, based upon the reduced charges, should be
based upon the aggregate experience of all insureds or for each
individual policyholder. Again, the Legislative History and the
bill do not address this issue. Absent such direction in the
statute, the division will accept certifications by insurers
indicating that, on a gross basis using actual paid claims, the
reductions in the claims were reflected as reduced premiums for all
insureds in the aggregate. Section 54 of AB 289 is interpreted by
the division to require a reduction in rates on a gross basis
(total premiums collected to total losses paid), rather than on a
per policy or individual basis (premiums charged to each
policyholder for his individual claims).
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3. APPLICATION TO INSURERS IN NEVADA:

To apply Section 5S4 of AB 289, there must be a health
facility, as defined in NRS 680A.320, which is affiliated with the
insurer. According to NRS 439.015, a health facility means:

. . a facility in or through which health services
are provided, except for the office of a
practitioner used solely to provide routine services
for health to his patients. The term includes any
parent, affiliate, subsidiary or partner of such a
facility and any other entity which has a primary
purpose of providing a benefit to such a facility.
For the purposes of this section "office of a
practitioner solely to provide routine services for
health to his patients" does not include:

1. A facility which is or will be qualified to
receive reimbursement, other than for the services
of a practitioner, as a health facility from any

public agency.

2. A facility which contains or will contain
medical equipment which meets the threshold for
review of costs pursuant to paragraph (d) of
subsection 2 of NRS 439A.100.

When describing the fair market value for services in NRS
680A.320, the Legislature did not 1limit the review of these
transactions to only those three targeted hospitals in Section 55
of AB 289.

Upon review of the division’s records, the following
affiliations are noted:

INSURER HEALTH PACILITY

Humana Health Insurance of Humana Sunrise Hospital,
Nevada, Inc. Inc.

Valley Wide Insurance Valley Hospital

Company Medical Center

and Sparks Family Hospital
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HEALTH MAINTENANCE

ORGANIZATIONS HEALTH PACILITY
Hospital Health Plan, Inc. Washoe Medical Center
Health Plan of Nevada, Inc. Southwest Medical

Associates, Inc.

Maxicare/UHS Nevada, Inc. Valley Hospital Medical
Center and
Sparks Family Hospital

The HMO’s are not subject to scrutiny under NRS 680A.320 since
that statute does not apply to them pursuant to NRS 695C.050 and
695C.055. Regulations adopted by the division in NAC 695C.122 do
require filings of holding company statements pursuant to Chapter
692C of NRS.

Transactions between the HMO’s and their related health
facilities therefore are not reviewed by the division under NRS
680A.320, as amended in AB 289. The division uses other regulatory
authority to review such transactions.

For the insurers, Valley Wide Insurance Company was licensed
on November 1, 1985 and its certificate of authority was suspended
on February 23, 1988. This insurer’s relationship and charges for
services by the affiliated health facilities are therefore subject
to NRS 680A.320, as amended on July 1, 1987, only if its PPO
contracts were amended between July 1, 1987 and February 23, 198s8.

The remaining insurer, Humana Health Insurance of Nevada, Inc.,
is subject to the review under NRS 680A.320 for transactions with
Humana Hospital Sunrise. An outline of the PPO contracts between
these two affiliates is contained in Exhibit B.

IV. ADDITIONAL DIVISION ACTIVITIES

In addition to the analysis and reviews under Sections 5S4 and
58 of AB 289, the division has taken an active role in regards to
other matters related to AB 289.

A. AB 289 LEGISLATIVE INTERIM COMMITTEE MEETINGS:

The authority of the AB 289 Legislative Committee to review
insurance activities related to health care is set forth in Section
20 of AB 289 and includes:

4. Examine the husiness of providing insurance,
including the development of cooperation with health
maintenance organizations and organizations which
restrict the performance of medical services to

143



certain physicians and hospitals, and procedures to
contain the costs of these services. . . .

6. Examine medical malpractice.

10. Examine the effectiveness of any legislation
enacted to accomplish the purpose of restraining the
costs of health care while ensuring the quality of
services, and its effect on the subjects listed in
subsections 1 to 9, inclusive. . . .

14. Conduct investigations and hold hearings in
connection with its review and analysis. .

17. Recommend to the legislature as a result of
its review any appropriate legislation.

During each neeting of the interim committee, the division
reviewed the agenda, consulted with appropriate staff of the
legislative counsel bureau, responded to any written or verbal
request by the committee or its individual members, provided any
written documents needed by the committee, and had an appropriate
staff member of the division attend its meetings.

Subjects reviewed by the committee and for which the division
provided assistance included:

1. Medical Legal Screening Panel, its sunset, composition,
and effectiveness.

2. Medical Malpractice, rates, coverages, etc.

3. Health Insurance Risk Pools, whether for the medically
uninsurable or indigent.

4. Insurance costs generally, and results of data collected
by division.

S. Operations of health maintenance organizations,
generally.

6. Other subjects, upon request.
B. REGULATIONS :

Oon January 20, 1988, the division adopted regulations for the
collection of data from insurers and their payments to certain
hospitals and other providers in Nevada. See: NAC 679B.501 to
679B.551, inclusive. The division hoped that this data would show
whether the insurers were experiencing any reduction in the costs
of claims from AB 289 or whether the increases in other health care
costs would cause premiums to rise. These reports have been
summarized to the AB 289 committee and made available to other
persons upon request. Since the data has only been collected for
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a short period of time, there are some questions about the accuracy
of the conclusions to be drawn from the reports. 1In addition, to
compare the data to that collected by the department of human
resources is impossible, since their data is collected on gross
charges from the UB 82 billing form without regard to any
contractual discounts Or other arrangements for payment between the
providers and insurers.

C. EXAMINATIONS:

The division hired Lamar Walker and Associates, Inc., an
actuarial firm, to conduct certain examinations of the rating
practices of some insurers to confirm the premiums charged and
determine if the savings from AB 289 were reflected in the premiums
charged. Several domestic insurers, HMOsS, non-profit medical
service corporations, and foreign insurers were examined. Not all
of these examination reports have yet been completed and made
public.

The examination of Humana Health Insurance of Nevada, Inc. was
only one of the examinations conducted by this firm.

The division staff has also sent two of its own examiners into
these same entities to review compliance with the new PPO law, NRS
689B.061 and 695B.185. The division also changed its review of
PPO’s and its procedures to conform to the requirements of these
statutes.

D. ADDITIONAL ACTIVITIES:
The division plans to conduct the following activities:

1. Completion of the examinations conducted concerning
compliance with AB 278 and AB 289.

2. Continuation of the data collection pursuant to NAC
679B.50 to 679B.551, inclusive, and the analysis of that
data.

3. Completion of its review and any adnministrative or
disciplinary actions necessary under Sections 54 and 58
of AB 289, particularly for .affiliated insurers and
health facilities.
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CHART #5

INFORMATION BLOCK LOCATIONS TO BE CAPTURED
FROM THE UB-82 FORM

#3 - Patient ConTrOL (ID) Numaéa #6 - Proviper ID Numaer

#11 - Patient Zip Cope #12 - PATIENT BirTH Data/Ace

#13 - Sex #15-18 - ApMissioN INFORMATION
#20 - DiscHARGE Hour | #21 - PaTienT DisposiTien (STATU
22 - StateMent Cover FERIOD #45 - MEDICAL RECORD NUMBER

#50-53 - INDIVIDUAL CHARGE CATEGORIES 4/8- SSN
#57 - PRINCIPAL SOURCE OF PAYMENT

¥77 - PrRINcIPAL DiacNOSIS #75-81 - OTHER DiAGNoOSIS
#84 - PrincipAL ProceDuRe/DATE - #85-85 - OTHER PrRoCEDURES/DATES
#92 - ATTENDING PHysician ID #93 - OTHER PHysician ID
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NE ¢ 1920 we vy Wi
ITEM 57

PAYER IDENTIFICATION

Name and, if required, number {dentifying each payer organization
from which the provider might expect some payment for the bill,

FORMAT: Last § characters on Line 57A reserved for State -
required 98 codes

Maximum Characters: 3 fields, 25 characters each.

BC/8S CHAMPUS Commercial Medicaid Medicare State SIIS
Insurance
R‘l‘ R R'ﬂ’* R R*** i R**‘l‘i‘ R

#BLUE CROSS: When billing Blue Cross/Blue Shield as primary
payer, enter "Blue Cross/Blue Shield" and the
appropriate plan code number from the 1ist on the
following page.

CRIPPLED CHILODREN (BCCS): If the child {s covered
by Medicaid, then Medicaid is 11sted as the primary
payer even when on the Crippled Children's Program,

##COMMERCIAL: When billing a Commercial Insurance enter the
appropriate plan code number and name from the
Commercial Insurance List,

#%##MEDICARE: If Medicare is entered in line 57A, this indicates
that the provider has developed for other insurance
and has determined that Medicare is the primary
payer, '

*EERSTATL: Use of the following 98 codes on line 57A (Tast
five characters) is required for all patients:

98910 Medicare
98911 Black Lung
#98912 Charity - no expectation of payment from any source at
the time of provision of service.
98913 H{11-Burton
98914 CHAMPUS
98915_ CHAMPYA
98916 Nevada Medicatid
98917 Other Medicaid
#98918 Self Pay - no fnsurance, but with expectation of
payment from patient or guardian,
#98919 Miscellaneous - those not included on this 1list or,
{insurance other than commercial
98920 Other Commercial Insurer
98921 Negotfated Discounts - PPOs, etc.
98922 HMOs
#98923 County Indigent Referral - those already qualified for
or being referred to the County Indigent Program
98924 SIIS ,

#*The State requires that the hospitals make a determination
regarding these categories based on the definition supplied.
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EXHIBIT (B)
HUMANA HEALTH INSURANCE OF NEVADA, INC.

HOSPITAL CONTRACTS - HUMANA HOSPITAL SUNRISE

RATE OF CONTRACT
1. 04/24/84

2. 09/01/86 *
(effective 9/1/86
to 8/31/87)

3. 01/01/88

4. 09/01/88

# Unsigned by hospital

RATE
1.

40% discount from usual and customary
rates (UCR)

Adjust on September 1lst for each year
for preceding September lst to August
31lst.

$125 per diem

60% Qiscount of UCR for out-patient
services

Retroactive adjustments for fiscal
year 1987

For GP1000 Policy:

a) $600 per dien

b) 60% discount off UCR for out-
patient services

For "other" policies:

a) $125 per dien

b) 60% discount off UCR for out-
patient services

Amends 01/01/88 contract, for "other"
policy:

1.
2.

$156 per diem
60% discount off UCR for out-patient
services
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STATE
TOTAL U.S.

NEVADA
WASHINGTON DC
UTAH
WASHINGTON
MISSOURI
OREGON
KENTUCKY
GEORGIA
VIRGINIA
SOUTH CAROLINA
TENNESSEE

NEW HAMPSHIRE
HAWAII

NEW MEXICO
CALIFORNIA
PENNSYLVANIA
ARKANSAS
LOUISIANA
SOUTH DAKOTA
FLORIDA
ILLINOIS
IDAHO

ARIZONA

TEXAS

ALABAMA
NEBRASKA
MONTANA
OKLAHOMA
INDIANA
CONNECTICUT
NORTH CAROLINA
KANSAS

I0OWA

OHIO

NORTH DAKOTA
MARYLAND
MISSISSIPPI
MICHIGAN
VERMONT
COLORADO
WISCONSIN
WYOMING

NEW JERSEY
MINNESOTA
DELAWARE
MAINE

WEST VIRGINIA
MASSACHUSETTS
NEW YORK
RHODE ISLAND
ALASKA

"Hospital Statistics"™,

APPLNDIA o
HOSPITAL PROFITABILITY

PROFIT PER DAY BY STATE
FROM AHA 1987 ANNUAL SURVEY

PROFIT
PER DAY

$23.37

63.55
464.73
40.02
39.09
37.84
37.41
36.95
35.80
33.30
33.24
32.72
32.53
32.29
32.04
31.44
31.00
30.92
30.38
29.70
27.89
27.77
27.06
26.23
25.55
25.15
24.98
26.84
26.78
23.32
22.19
22.03
21.04
20.69
20.49
20.42
19.85
18.92
17.18%
16.87
16.746
15.10
14.61
14.33
14.01
13.29
9.54
a.nl
5.86
4.97
2.71

(13.89)

% BELOW
NEVADA

63.23%

0.00%
29.62%
37.03%
38.49%
40.46%
41.14%
41.86%
63.67%
47.60%
47.70%
48.51%
48.82%
49.19%
49.59%
50.52%
51.22%
51.35X%
52.20%
53.27%
56.12%
56.30%
57.42%
58.73%
59.79%
60.42%
60.69X
60.92%
61.01%
63.31X
65.09%
65.34%
66.89%
67.664X%
67.76%
67.87%
68.77%
70.22%
73.01%
73.46%
73.66X%
76.23%
77.01%
77.66X%
77.96X%
79.09%
84.98%
87.40%
90.81%
92.17%
95.74%
121.85%

tables 5 & 11.
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BILLED
CHARGES
PER DAY

$705.55

1,2648.93
1,012.03
771.92
757.79
728.79
811.96
636.68
624.91
642.56
6064.91
651.73
617.65
598.50
776.78
1,056.72
833.08
569.85
676.72
374.66
873.53
7645.59
551.64
929.33
758.33
700.64
458.63
395.24
677.20
629.95
739.56
563.33
5646.83
476.02
688.48
426.84
592.63
495.71
808.07
550.78
731.98
486.09
429.78
523.30
492.24
707.59
517.29
612.53
732.40
564.94
568.07
1,022.79

NET

REVENUE
PER DAY

$524.72

829.52
686.69
662.26
641,09
564.39
655,95
668.62
655.12
4746.642
465.73
468.27
508.30
473.48
560.88
719.59
554.70
426.26
509.73
319.89
582.48
551.14
458.36
689.98
529.39
457.45
371.58
341.35
502.85
527.97
600.57
661.20
423.17
391.23
559.64
363.85
510.76
356.43
592.50
445.12
562.70
445.74
377.98
439.21
410.71
538.95
427.76
454.98
561.89
662.95
464.85
847.58

PROFIT
MARGIN

4.22%

26%
.82%
L72%
- 72%
JG6%
.64%
<67%
. 23%
57%
J17%

aNORN~NUTORRTNIUNTI O

6.89%
5.14%
8.11%
4.77%
4.58%
6.13%
3.72%
9.36%
5.16%
6.48%
7.27%
4.66%
4.39%
3.56%
5.01%
G.77T%
5.11%
3.52%
5.51%
3.69%
5.26%
2.81%
3.66%
2.84%
3.29%
3.60%
3.12%
3.25%
2.38%
2.19%
1.69%
0.98%
1.02%
0.55%
-1.57%
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HOSPITAL PROFITABILITY
PROFIT PER ADMISSION BY STATE
FROM AHA 1987 ANNUAL SURVEY

PROFITY
STATE PER ADMIT
TOTAL U.S. $168.06
NEVADA 380.93
WASHINGTON DC 349.70
MISSOURI 284.30
SOUTH DAKDTA 274.22
HAWAII 253.83
GEORGIA 266.83
NEBRASKA 239.91
VIRGINIA 235.72
KENTUCKY 235.24
SOUTH CAROLINA 233.94
PENNSYLVANIA 233.87
MONTANA 233.62
TENNESSEE 229.73
WASHINGTON 223.20
UTAH 217.25
NEW HAMPSHIRE 206.91
ARKANSAS 205.57
NORTH DAKOTA 205.50
ILLINOIS 204.89%
CALIFORNIA 202.75
OREGON 198.18
FLORIDA 196.59
LOUISIANA 190.15
NEW MEXICO 181.34
ALABAMA 176.48
IDAHO 175.9%90
10WA 169.16
OKLAHOMA 166.99
KANSAS 163.56
CONNECTICUT 161.95
NORTH CAROLINA 158.9%91
TEXAS 158.80
ARIZONA 155.35
INDIANA 152.11
MARYLAND 141.73
ONIO 140.89
MISSISSIPPI 129.34
MINNESOTA 125.95
VERMONT 125.52
MICHIGAN 125.50
COLORADO 114.7¢
WISCONSIN 112.9%6
NEW JERSEY 106.83
WYOMING 103.66
DELAWARE 91.84
MAINE 75.50
WEST VIRGINIA 54.20
NEW YORK 45.91
MASSACHUSETTS 44.95
RHODE ISLAND 21.66
ALASKA (79.17)

"Hospital Statistics™, tables 5 & 11.

% BELOW
NEVADA

55.88%

0.00%
8.20%
25.37%
28.01%
33.37%
35.20%
37.02%
38.12%
38.24%
38.59%
38.61%
38.67%
39.69%
4l1.41%
62.97%
“5.68%
46.03%
66.05%
46.21X
G6.78%
47.98%
48.39%
50.08%
52.40%
53.67%
53.82X%
55.59%
56.16%
57.06%
57.49%
58.28%
58.31%
59.22%
60.07%
62.79%
63.01%
66.04X%
66.94%
67.05%
67.05X%
69.87%
70.35%
71.96X%
72.79%
75.89%
80.18%
85.77%
87.95%
88.20%
94.31%
120.78%

152

BILLED NET
CHARGES REVENUE
PER ADMIT PER ADMIT

$5,069 $3,769

7,486 4,972
7,912 5,369
5,476 4,090
3,460 2:954
4,704 3,722
4,309 3,138
4,604 3,568
4,548 3,358
%,053 2,983
4,258 3,137
6,284 4,184
3,718 3,211
4,576 3,288
4,327 3,661
4,190 3,595
3,929 3,233
3,789 2,821
4,295 3,662
5,501 4,066
6,814 4,640
4,301 3,478
6,158 4,106
4,236 3,190
9,397 3,175
4,916 3.210
3,585 2,979
3,892 3,199
4,564 3,389
%,250 3,289
5,398 4,383
4,063 3,182
4,712 3,290
5,504 6,086
4,110 3,444
4,233 3,648
46,734 3,848
3,388 2,436
4,626 3,693
4,099 3,313
5,913 4,33¢
5,018 3,858
3,636 3,334
3,902 3,275
3,049 2,681
4,889 3,724
4,092 3,384
4,145 3,079
5,213 4,087
5,634 4,323
4,547 3,721
5,831 4,832

PROFIT
MARGIN

4.22%

8.26%
5.82%
6.46%
8.11%
6.72%
7.23%
6.48%
6.57%
T.67%
7T.17%
5.46%
7.27%
6.51%
5.72%
5.72%
6.69%
6.89%
5.51%
%.58%
4.08%
5.64%
4.77%
5.14%
5.11%
5.16%
6.13%
S.11%
49.66%
4.77%
3.56%
5.01%
4.36X%
3.72%
4.39%
3.69%
3.52%
5.26%
3.25%
3.66%
2.81%
2.84X%
3.29%
3.12%
3.60%
2.38%
2.19%
1.69%
1.02%
0.98%
0.55%
-1.57%
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STATE
TOTAL U.S.

NEVADA
OREGON
ARKANSAS
KENTUCKY
SOUTH CAROLINA
NEW HAMPSHIRE
GEORGIA

IDAKHO
TENNESSEE
MISSOUR1
ALABAMA
VIRGINIA
WASHINGTON
NORTH CAROLINA
NEBRASKA
INDIANA
COLORADO
HANALIL
CALIFORNIA
PENNSYLVANIA
FLORIDA
WASHINGTON DC
SOUTH DAKOTA
TEXAS
MISSISSIPP]
MONTANA

NEW MEXICO
IOWA

VERNONT

UTAM
MINNESOTA
OKLAHONA
MICHIGAN
KANSAS
ILLINOIS
NORTH DAKOTA
OM10 .
LOUISIANA
COMNECTICUT
ARIZONA
DELAWARE
WISCONSIN
WEST VIRGINIA
MAINE
MARYLAND

NEW JERSEY
WYOMING

NEW YORK
MASSACHUSETTS
RHODE ISLAND
ALASKA

"Hospital Statistics™, tables 5 & 11.

HOSPITAL PROFITABILITY
PROFIT PER DAY BY STATE
FROM AHA 1988 ANNUAL SURVEY

PROFIT % BELOW
PER DAY NEVADA

420.28

49.35
41.99
40.31
39.91
38.9¢
38.43
35.01
34.8¢
34.31
33.6Y
32.05
31.58
31.30
28.03
27.53
26.564
25.94
25.80
25.66
25.61
25.43
25.00
24.30
21.62
21.44
20.98
20.31
19.98
19.73
19.8%
19.77
19.86
19.18
19.08
18.27
17.46
17.36
14.58
13.99
13.77
13.46
12.70
12.31
10.14

?.19

8.26

2.66

0.47

58.91%

0.00X
14.92%
18.31%
19.13%
21.05X%
22.13%
29.06X%
2%.37%
30.48%
31.76%
35.05%
36.01X%
36.57%
43.20%
44.22%
46.22%
47.45%
47.72%
48.02%
48.10%
48.48X%
49.34X
50.76%
56.19%
56.56X
57.48%
58.85%
59.51%
59.62%
59.78%
59.94%
£0.37%
61.20%
61.40%
62.99%
64.63%
66.82%
70.53%
T1.66%
72.11%
72.73%
T64.26%
75.06%
79.45%
81.37%
83.26%
9.61%
?9.06X

(1.81) 103.68%
(8.79) 117.82%
(21.57) 163.72%

153

BILLED

CHARGES
PER DAY

0789.27

1,287.88
912.17
66T7.4%
701.06
704.35
700.946
728,95
597.80
743.59
809%.25
311.57
741.06
821.67
664,24
5264.49
708.69
811.49
663.19

1,1%6.446
922.00
993.62

1,152.%1
431.73
858.71
§38.25
€32.39
211.97
525.38
628.32
767.56
550.34
755.39
208.16
608.10
842.47
445.99
764.46
802.64
829.52

1,014.14
so0s8.%0
552.59
698.24
579.28
629.74
565.82
©55.40
611.11
795.9%0
626.%6

1,130.00

NET

REVENUE
PER DAY

$565.47

820.32
705.63
476.44
504¢.34
“88.19
555.22
518.20
479,44
520.64
565,84
509.4é
524.90
€5%.468
489.42
416.70
569.1%
601.70
510.89
T769.62
585.02
638.04
759.23
361.31
577.37
377.85
360.36
642.61
419.27
492.71
620.23

- 646.62

535.61
627.69
453.74
595.48
371.08
593.%2
566.81
663.63
721.464
600.00
“82.66
*4?1.57
“62.48
555.10
«88.82
380.84
a472.56
603.17
“«95.56
89%.16

PROFIT
MARGIN

3.34%

6.08%
S.63%
8.01%
7.60%
7.60%
6.57%
6.35%
7.09%
6.22%
5.51%
5.96%
5.64X%
4.26X%
5.44%
6.23%
G.44%
3.97%
4.75%
3.09%
6.21%
3.79%
2.99%
6.33%
3.33%
5.40%
5.60%
2.9%6X%
4.62%
3.90%
2.62%
4.14%
3.45%
2.89%
%.08%
2.80%
4.43%
2.76%
2.35%
2.00%
1.78%
2.10%
2.56%
2.43%
2.09%
1.56%
1.60%
0.64%
0.09%
-0.27%
-1.64%
-2.30%
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STATE
TOTAL U.S.

NEVADA

SOUTH CAROLINA
NEBRASKA
ARKANSAS

NEW HAMPSHIRE
KENTUCKY
MISSOURI
IDANO

GEORGIA
TENNESSEE
OREGON

HAWAII
VIRGINIA
ALABAMA

SOUTH DAKOTA
NORTH CAROLINA
MONTANA
PENNSYLVANIA
WASHINGTON DC
COLORADO
NORTH DAKOTA
FLORIDA
WASHINGTON
MINNESOTA
INDIANA

I10WA
CALIFORNIA
KANSAS
MISSISSIPPI
VERMONT
MICHIGAN
ILLINOIS
TEXAS
OKLAHOMA

OHIO

NEW MEXICO
UTAM
CONNECTICUT
DELAWARE
WISCONSIN
LOUISIANA
WEST VIRGINIA
ARIZONA

MAINE
MARYLAND

NEW JERSEY
WYOMING

NEW YORK
MASSACHUSETTS
RHODE ISLAND
ALASKA

"Hospital Statistics™,

HOSPITAL PROFITABILITY
PROFIT PER ADMISSION BY STATE
FROM AHA 1988 ANNUAL SURVEY

PROFIT

PER ADMIT

$146.36

306.92
274.34
272.71
263.26
261.94
257.56
251.74
238.55
238.29
237.10
229.49
229.12
221.00
220.43
219.39
205.05
198.27
193.84
190.34
184.37
183.21
178.24¢
177.41
177.28
175.81
163.85
162.47
1648.35
1647.69
147.40
142.30
134.69
134.47
130.68
119.46
114.71
106.91
103.98
94.57
964.28
91.58%
83.37
82.146
81.73
63.69
61.17
20.20
4.48

(16.24)
(70.72)
(125.87)

% BELOW
NEVADA

52.31%

0.00%
10.62%
11.15%
14.22%
14.65%
16.08%
17.98%
22.27%
22.36%
22.75%
25.23%
25.35%
27.99%
28.18%
28.52%
33.19%
35.40%
36.84%
37.98%
39.93%
40.31%
41.93%
42.20%
42.24%
“2.72%
46.62%
47.06%
51.67%
51.88%
51.97%
53.64X%
56.12%
56.19%
57.42%
61.08%
62.62%
65.17%
66.12%
69.19%
69.28X%
70.17%
72.84X%
73.26X
73.37%
79.25%
80.07%
93.42%
98.54%
104.64X%
123.06X%
141.01%

tables 5 & 11.
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BILLED NET
CHARGES REVENUE
PER ADMIT PER ADMIT
$5,693 $4,079
8,009 5,102
4,959 3,437
5,196 4,128
4,359 3,111
4,778 3,784
4,524 3,255
6,047 4,228
4,091 3,281
4,961 3,527
5,138 3,598
4,985 3,856
5,889 4,537
5,186 3,673
5,581 3,504
3,898 3,262
4,712 3,580
4,086 3,408
6,977 4,627
8,776 5,780
5,768 4,277
4,681 3,8%
6,965 4,673
4,657 3,738
4,934 4,003
4,699 3,770
4,307 3,438
7,564 4,876
4,713 3,534
3,708 2,603
4,648 3,645
6,769 4,665
6,214 4,391
5,340 3,591
5,047 3,579
5,259 6,086
5,152 3,630
4,134 2,341
6,168 4,934
5,685 4,217
4,101 3,582
5,052 3,568
4,730 3,330
6,051 4,306
4,667 3,726
6,363 3,846
4,188 3,618
3,458 2,892
5,890 4,555
6,246 4,734
5,063 3,986
6,593 5,246

PROFIT
MARGIN

3.34%

6.08%
7.60%
.23%
.01%
.57%
.60%
.51%
.09%
.35%
.22%
.63%
.75%
5.64%
5.96%
6.33%
5.44%
5.60%
4.21%
2.99%
3.97%
G6.43%
3.79%
%.26X%
4.16%
G.66%
4.42%
3.09%
4.08%
5.40%
3.90%
2.89%
2.80%
3.33%
3.45%
2.76%
2.94%
2.62%
2.00%
2.10%
2.56%
2.35%
2.643%
1.78%
2.09%
1.56%
1.60%
0.64%
0.09%
-0.27%
-1.64%
-2.30%

SN NUINO OO
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STATE

TOTAL U.S.

SOUTH CAROLINA

NEVADA
KENTUCKY
NEW HAMPSHIRE
ALABAMA

NEW MEXICO
NEBRASKA
WASHINGTON
GEORGIA
IDAHO

OREGON
MISSOURI
SOUTH DAKOTA
VIRGINIA
MONTANA
ILLINOIS
FLORIDA
INDIANA
TENNESSEE

NORTH CAROLINA

TEXAS

KANSAS
OKLAHOMA
VERMONT
CALIFORNIA
I10WA
ARKANSAS
OHIO
LOUISIANA
COLORADO
UTAH
MISSISSIPPI
CONNECTICUT
WEST VIRGINIA
WISCONSIN
NORTH DAKOTA
MICHIGAN
PENNSYLVANIA
ARIZONA
MARYLAND
MINNESOTA
HAWAIL

MAINE
WASHINGTON DC
WYOMING

NEW JERSEY
DELAWARE
MASSACHUSETTS
RHODE ISLAND
NEW YORK
ALASKA

"Hospital Statistics™, tables S & 11.
155

HOSPITAL PROFITABILITY
PROFIT PER DAY BY STATE
FROM AHA 1989 ANNUAL SURVEY

PROFIT
PER DAY

$22.27

50.20
43.01
42.38
%2.18
40.26
36.93
36.60
36.42
36.34
35,75
35,364
34.32
36.18
32.75
30.26
29.19
29.18
28.34
27.61
27.44
27.00
27.00
26.78
26.67
26.65
26.17
25.86
25,32
264.46
26.08
22.51
22.32
19.50
18.81
18.78
18.59
18.48
17.67
17.06
16.77
16.09
10.11
’.71
8.35
8.20
7.93
3.23
2.70
1.63

(0.66)

(15.57)

% BELOW

NEVADA
68.21%

-16.71%
0.00%
1.47%
1.96%
6.40%

14.13%
164.91%
15.32%
15.51%
16.87%
17.83%
20.21X%
20.54X%
23.85X%
29.64%
32.12%
32.15%
34.11%
35.81%
36.20%
37.21%
37.22%
37.81%
37.99%
38.06%
39.16X%
39.93%
41.12%
%3.18%
46.01%
47.67%
48.10%
54.65%
56.27%
56.34%
56.78%
57.02%
58.92%
60.34X%
61.00%
62.59%
76.50%
77.43%
80.59%
80.93%
81.57%
92.48X%
93.71%
96.21%

101.54%

136.21X%

BILLED
CHARGES
PER DAY

$900.64

838.67
1,471.11
782.80
821.17
932.84
904.94
595.61
954.83
846.67
667.51
998.34
908.98
485,94
851.05
475.96
968.40
1,157.73
796 .56
8643.06
761.45
997.75
€80.72
835.00
736.30
1'373.5‘
574.8¢
725.50
8846.21
871.27
965.69
987.92
616.64
986.48
784.55
638.00
487.22
982.73
1,053.35
1,148.08
698.93
666.68
735.06
676.28
1,261.93
481.73
628.19
951.87
893.49
753.38
698.77
1,225.28

NET

REVENUE
PER DAY

$617.74

557.75
871.00
5641.57
624.55
558.43
605.83
460.22
7641.21
577.11
519.52
743.54
609.87
395.36
583.66
390.21
641.93
708.30
610.27
577.34
549%.63
639%9.54
%86.59
577.85
560.66
840.35
44648.76
498.81
655.73
586.93
670.84
776.11
617.47
7644.16
5640.49
528.72
394.95
661.76
626.90
772.98
6064.30
490.35
528.08
509.64
768.61
400.75
543.84
671.17
665.97
570.65
521.06
962.84

PROFIT
MARGIN

3.38%

8.60%
4.87%
7.53%
6.43%
6.85%
5.13%
7.65%
G.65%
5.92%
6.74%
4.54%
5.21%
8.13%
5.27%
7.641%
4.21%
3.91%
4.61%
4.51%
G.76%
3.79%
5.36X
4.37%
4.57%
2.97%
5.42%
4.95%
3.65%
3.58%
3.38%
2.83X%
5.12%
2.49%
3.40%
3.47%
6.48%
2.66X%
2.73%
2.07%
2.62%
3.08%
1.80%
1.82%
0.98%
1.86%
1.38%
0.45%
0.37%
0.26%
-0.11%
-1.59%
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STATE
TOTAL U.S.

NEBRASKA
SOUTH CAROLINA
SOUTH DAKOTA
MONTANA

NEW HAMPSHIRE
ALABAMA
KENTUCKY
NEVADA
MISSOURI
IDAHO

GEORGIA
VIRGINIA

NEW MEXICO
IOWA

ILLINO1S
KANSAS
WASHINGTON
FLORIDA

NORTH CAROLINA
NORTH DAKOTA
OREGON
VERMONT
TENNESSEE
INDIANA
OKLAHOMA
ARKANSAS

OHIO

TEXAS
CALIFORNIA
COLGRADO
LOUISIANA
MISSISSIPPI
CONNECTICUT
MINNESOTA
MICHIGAN
PENNSYLVANIA
WEST VIRGINIA
WISCONSIN
UTANH .
MARYLAND
ARIZONA
HAWAII

MAINE

WYOMING
WASHINGTON DC
NEW JERSEY
DELAWARE
MASSACHUSETTS
RHODE ISLAND
NEW YORK
ALASKA

"Hospital Statistics®,

HOSPITAL PROFITABILITY
PROFIT PER ADMISSION BY STATE
FROM AHA 1989 ANNUAL SURVEY

PROFIT

PER ADMIT

$l6l.40

354.27
350.13
324.77
298.19
287.80
283.65
280.74
270.12
257.30
248.98
248.68
226.11
224.10
218.33
216.13
213.56
208.81
203.22
203.00
198.99
197.49
194.19
191.83
190.41
182.46
180.04
172.72
168.92
168.89
163.22
156.35
155.32
149.72
142.72
138.17
135.15
128.15
126.82
123.66
115.48

27.75

?1.29

78.2¢6

66.94

65.70

58.49

22.16

20.69

12.20

(6.64)
(90.44)

% BELOW
NEVADA

40.25%

-31.15%
-29.62%
-20.23%
~10.39%
-6.55%
-5.01%
-3.93%
0.00%
4.75%
7.83%
7.96%
16.29%
17.06X%
19.16X%
19.99%
20.94%
22.70%
24.77%
24.85X%
26.33X%
26.89%
28.11%
28.98%
29.51%
32.45%
33.35%
36.06X%
37.47%
37.47%
39.57%
42.12%
42.50%
44.57%
G7.16%
%8.85%
49.97%
52.56X%
53.05%
56.22%
57.25%
63.81%
66.20%
71.03%
75.22%
75.68X%
78.35%
?21.79%
92.34X%
95.48X%
102.46X%
133.48%

tables 5 & 11.
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BILLED NET
CHARGES REVENUE
PER ADMIT PER ADMIT
$6,525 $6,476
5,766 4,455
5,850 2,890
6,618 3,757
4,690 3,845
5,603 4,262
6,573 3,935
5,186 3,588
9,239 5,470
6,815 4,572
4,648 3,618
5,794 3,949
5,876 4,030
5,691 3,676
4,797 3,745
7,169 4,752
5,384 3,849
5,479 4,250
8,062 4,932
5,633 4,066
5,216 4,228
5,579 4,155
5,361 4,082
5,858 4,011
5,352 %,101
5,695 3,942
5,056 3,476
6,031 4,672
6,261 4,000
8,737 5,326
6,610 4,547
5,574 3,742
4,291 2,905
7,572 5,712
5,718 4,349
7,366 4,946
8,057 4,795
5,346 3,633
49,309 3,571
5,428 4,264
%$,812 6,161
6,579 4,430
6,639 6,770
5,435 4,108
3,932 3,271
9,773 6,049
4,636 4,013
6,527 4,602
6,835 5,09%
5,633 4,267
6,992 5,214
7,115 5,591

PROFIT
MARGIN

3.38%

7.65%
8.60%
8.13%
7.41%
6.43%
6.85%
7.53%
4.87%
5.21%
6.74%
5.92%
5.27%
5.13%
5.42%
4.21%
5.36%
4.65%
3.91%
9.76%
9.48X%
4.54%
4.57%
4.51%
4‘“1%
4.37%
4.95%
3.65%
3.79%
2.97%
3.38%
3.58%
5.12%
2.49%
3.08%
2.66X%
2.73%
3.40%
3.47%
2.83%
2.62%
2.07%
1.80%
1.82%
1.86%
0.98%
1.38%
0.45%
0.37%
0.28%
-0.11%
-1.59%



STATE
TOTAL u.s.

NEVADA
CALIFORNIA
WASHINGTON DC
ALASKA
FLORIDA
ARIZONA
PENNSYLVANIA
OREGON

TEXAS

UTAH
CONNECTICUT
MICHIGAN
ILLINOIS
WASHINGTON
DELAWARE
COLORADO
ALABAMA
MISSOURI

NEW MEXICO
MASSACHUSETTS
GHIO
LOUISIANA
VIRGINIA
GEORGIA
TENNESSEE
SOUTH CAROLINA
OKLAHOMA

NEW HAMPSHIRE
INDIANA

WEST VIRGINIA
KENTUCKY
NORTH CAROLINA
RHODE ISLAND
VERMONT
HAWAIL
ARKANSAS
MARYLAND

NEW YORK
KANSAS

MAINE

IDAHO
MINNESOTA
WISCONSIN

NEW JERSEY
MISSISSIPPI
NEBRASKA

10WA

NORTH DAKOTA
SOUTH DAKOTA
WYDMING
MONTANA

NATIONAL HOSPITAL COMPARISONS
BILLED CHARGES PER DAY
AHA SURVEYS, 1987 -

BILLED CHARGES PER DAY

1989
$900.64

1,471.11
1,378.56
1,241.93
1,225.28
1,187.73
1,148.08
1,053,35
998.34
997.75
987.92
986 .48
982.73
968.40
954.83
951.87
945.69
932.84
908.9%8
904.94%
893.49
886.21
a871.27
851.05
866.67
843.0¢4
838.67
835.00
821.17
796.56
784 .58
782.80
761.45%
753.38
736.30
735.06
725.50
698.93
€98.77
680.72

676.28

667.51
6646.48
638.00
628.19
616.64
595.41
574.86
%87.22
4%85.94
481.73
475.96

1988
$789.27

1,287.88
1,194,464
1,152.91
1,130.00
993.62
1,014.14
922.00
912.17
858.71
767.56
829.52
908.16
842.67
821.67
808.90
311.49
811.57
809.25
911.97
795.90
764.46
802.6¢
741.06
728.95
7643.59
704,35
755.39
700.9%46
708.6%
698.24
701.06
644,24
626.9%6
628.32
663.19
667.4¢6
629.74
611.11
605.10
579.25
597.80
550.34
552.59
565.82
538.25
526.49
525.35
445.99
431.73
455.40
432.39

1987
$705.55

1,2648.93
1,056.72
1,012.03
1,022.79
873,53
929.33
833.08
811.96
758.33
771.92
739.56
808.07
745,59
757.79
707.59
731.98
700.64
728.79
776.78
732.40
688.48
676.72
642.56
6264.91
651.73
606.9%1
677.20
617.65
629.95
612.53
636.68
563.33
568.07
550.78
598.50
569.85
592.63
564.%4
546.83
517.29
551.64
492.24
486.09
523.30
495.71
458.63
476.02
426.84
376.66
429.78
395.24

"Hospital Statistics™, tables 5 & 11.
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1989

PERCENT CHANGE

1989-1988
14.11%

14.23%
15.42%

7.72%

8.643%
16.52%
13.21%
16.25%

9.45%
16.19%
28.71%
18.92%

8.21%
14.92%
16.21%
17.68%
16.54%
14.946%
12.32%
‘o‘ 77%
12.26X%
15.67%

8.55%
16,84%
16.15%
13.38%
19.07%
10.54X%
17.15%
12.40%
12.36X
11.66X%
18.19%
20.16X%
17.18%
10.84X%

8.70%
10.99%
14.34X%
12.50%
16.41%
11.66%
17.14%
15.646X%X
11.02%
14.56%
13.56%

9.62%

9.264%
12.56%

5.78%
10.08%

1988-1987
11.87%

3.12%
13.03%
o 13.92%
10.48%
13.75%
9.13%
10.67%
12.34%
13.24%
-0.56%
12.16%
12.39%
13.02%
8.43%
14.32%
10.86%
15.83%
11.04%
17.40%
B.67%
11.03%
18.61%
15.33%
16.65%
14.09%
16.4464X%
11.55%
13.49%
12.50%
13.99%
10.11%
14.36X%
10.37%
14.08X%
10.81X%
17.13%
6.26%
8.17%
10.66%
11.98%
8.37%
11.80%
13.68%
8.13%
8.58%
14.36%
10.36%
4.49%
15.23%
5.96%
9.40%



STATE
TOTAL U.s,

WASHINGTON DC
NEVADA
CALIFORNIA
FLORIDA
PENNSYLVANIA
CONNECTICUT
MICHIGAN
ILLINOIS
ALASKA

NEW YORK
MASSACHUSETTS
MISSOURI
HAWAILIX
ARIZONA
ALABAMA
DELAWARE
COLCRADO
TEXAS

OHIG

VIRGINIA
TENNESSEE
SOUTH CAROL INA
GEORGIA
NEBRASKA
MINNESOTA
OKLAHROMA
RHODE ISLAND
NORTH CAROLINA
NEW HAMPSHIRE
OREGON
LOQUISIANA

NEW MEXICO
WASHINGTON
MAINE

UTAN

KANSAS
VERMONT
INDIANA

WEST VIRGINIA
NORTH DAKOTA
KENTUCKY
ARKANSAS
MARYLAND

I10WA

MONTANA

IDAHO

NEW JERSEY .
SOUTH DAKOTA
WISCONSIN
MISSISSIPPI
WYOMING

"Hospital Statistics"®,

NATIONAL HOSPITAL COMPARISONS
BILLED CHARGES PER ADMISSION

AHA SURVEYS,

BILLED CHARGES PER

1989
$6,525.19

9,773.19
9,239.05
8,737.13
8,061.75
8,057.20
7,572.45
7,345.71
7,169.14
7,115.37
6,991.68
6,835.00
6,815.02
6,639.25
6,579.31
6,572.93
6,527.04
$,6410.00
6,2641.17
6,030.82
5:,875.69
5,857.59
5,86%.70
5,793.72
5,765.62
5,718.43
5,695.47
5,632.99
5,632.93
5,603.40
5,578.89
5,574.29
5,491.20
5,474.39
5,634.97
5,428.30
5,383.89
5,360.57
5,352.2¢
5,345.51
5,215.88
5,185.93
5!055070
4,812.08
4,797.48
4,690.26
4,668.23
4,635.76
4,617.85
4,308.85
4%,290.94
3,932.26

1988
$5,693.14

8,776.50
8,009.36
7,564.12
6,965.12
6,977.14
6,167.57
6,749.01
6,213.58
6,592.84
5,890.08
6,296.45
6,047.44
5,888.94
6,051.04
5'581 121
5,686,67
5,768.31
5,3640.12
5,259%.47
5,186.25
5,138.3¢6
4,959.40
4,%61.42
5,195.68
4:934.39
5-0‘0‘-,5
5,062.72
4,712.2¢6
6'777.5‘
4,985.24
5,052.18
5,151.72
Q"§‘.52
%,667.32
%,136.46
4,712.69
4,6647.90
4,694.37
4,729.%0
%,680.57
4,5264.03
%,358.79
%,362.85
4,307.31
4,085.78
4,091.1¢
4,188.27
3,897.79
4,101.39
3,708.33
3,458.17

ADMISSION
1987

$5,068.55

7,912.18%
7,486.08
6,813.68
6:,158.15
6,284,45
5,397.92
5,913.39
5,500.74
5,831.04
5,213.16
5,634.45
5,475.71
4,704.37
5,504.02
4.916004
4,888.98
5,018.45
4.712-6‘
G,733.66
%,548.01
4,575.89
%,257.92
4,308.57
4,406.18
40‘2505'
4,564.07
4,546.79
4,063,38
3,928.94
6,301.45
402350"
4,396.71
4,326.86
4,091.77
4,190.32
4,250.41
%,099.32
%,109.60
4,145.50
%,295.45
4,053.43
3,789%.28
4,232.61
3,891.67
3,717.57
3,585.36
3,902.36
3,6459.67
3,635.66
3,388.14
3,048.88

tables 5 & 11.
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1987 -

1989

PERCENT CHANGE

1989-1988
14.62%

11.38%
15.35%
15.51%
15.74%
15.48%
22.78%
8.84%
15.38%
7.93%
18.70%
9.42%
12.69%
12.74%
8.73%
17.77%
16.82%
11.12%
16.87%
14.67%
13.29%
14.00X%X
17.95X%
16.78X%
10.97%
15.89%
12.85%
11.71%
19.54%
17.29%
11.91%
10.33X%
6.59%
17.56X
16 .45%
31.29%
14.24X%X
15.33%
14.01%
13.02%
11.44X%X
16.63%X
15.99%
10.30%
11.38%
16.79%
13.62%
10.68X%
18.47%
5.06%
15.71%
13.71%

1988-1987
12,32%

10.92%

6.99%
11.01%
13.10%
11.02%
14.26%
16.13%
12.96%
13.06%
12.98%
10.86%
10.44%
25.18%

9.94%
13.53%
16.28%
16.94%
13.32%
11.11%
164.03%
12.29%
16.47%
15.15%
17.97%
11.50%
10.58%
10.91%
15.97%
21.60%
15.90%
19.28%
17.17%

7.62%
14.07%
-1.333
10.88%
13.38%
14.23%
14.10%

8.97%
11.61%
15.03%

3.08%
10.68%

?.90%
14.11%

7.33%
12.66%
12.81%

9.45%
13.42%



STATE
TOTAL U.s.

ALASKA

NEYADA
CALIFORNIA
UTAH

ARIZONA
WASHINGTON DC
CONNECTICUT
OREGON
WASHINGTON
FLORIDA
DELAWARE
COLORADO
MASSACHUSETTS
MICHIGAN

OHIO

ILLINOIS
TEXAS
PENNSYLVANIA
NEW HAMPSHIRE
INDIANA
MISSOURI

NEW MEXICO
MARYLAND
LOUISIANA
VIRGINIA
OKLAHOMA
TENNESSEE
GEORGIA

RHODE ISLAND
VERMONT
ALABAMA

SQUTH CAROLINA
NORTH CAROLINA
NEW JERSEY
KENTUCKY

WEST VIRGINIA
WISCONSIN
HAWALIL

NEW YORK
IDANO

MAINE
ARKANSAS
MINNESOTA
KANSAS
NEBRASKA

I0WA
MISSISSIPPI
WYOMING

SOUTH DAKOTA
- NORTH DAKOTA
MONTANA

"Hospital Statistics®™,

NATIONAL HOSPITAL COMPARISONS

NET REVENUE PER DAY BY STATE

AHA SURVEYS,

1987 -

NET REVENUE PER DAY BY STATE

1989
$617.74

962.84
871.00
840.35
776.11
772.98
768.61
764.16
743.54
741.21
708.30
671.17
670.84
665.97
661.76
655.73
6641.93
639.546
626.90
624.55
610.27
609.87
605.83
604.30
584.93
583.66
577.85
577.34
577.11
570.65
560.66
558.43
557.78
549.63
543.84
5641.57
540.49
528.72
528.08
521.06
519.52
509.64
498.81
490.35
486.59
460.22
468.76
%17.47
%00.75
395.3¢6
394.95

'390.21

1988 1987
$565.47  $524.72
899.16 847.58
820.32  829.52
769.62 719.59
620.23  662.26
721.64  689.98
759.23  686.69
663.63  600.57
705.63  655.95
659.68  641.09
638.06  582.48
600.00  538.95
601.70 562.70
603.17  561.89
627.69  592.50
593.92  559.64
595.48  551.14
577.37  529.39
585.02  554.70
555.22  508.30
569.15  527.97
565.84 544,39
662.61 560.88
555.10  510.7¢
566.81 509.73
526,90  476.62
535.61 502.85
| 520.64  468.27
518.20  455.12
495.5¢6 464.85
492.71 445.12
509.46  457.45
488.19 645,73
489.62  6461.20
488.82  639.21
504.364  468.62
491.57  456.98
682.66  445.76
510.89  473.48
472.56¢  462.95
479.44  458.36
462.48  627.76
476.46  624.26
446.42  410.71
453.76 423,17
416.70 371.58
419,27 391.23
377.85 356.43
380.84 377.98
361.31 319.89
371.08 363.85
360.36 341.35

tables 5 & 11.
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1989

PERCENT CHANGE

1989-1988
9.26%

7.08%
6.18%
9.19%
25.13%
7.11%
1.26%
12.13%
5.37%
12.36%
11.01%
11.86%
11.49%
10.41%
5.63%
10.41%
7.80X%
10.77%
7.16%
12.49%
7.22%
7.78%
-5.72%
8.86%
3.20%
11.19%
7.89%
10.89%
11.37%
15.15%
13.79%
9.61%
14.25%
12.30%
11.26%
7.38%
9?.95%
9.54%
3.37%
10.26%
8.36X%
10.20%
4.69%
9.84%
7.26%
10.44%
7.03%
10.48%
5.23%
9.43%
6.43%
8.28%

1988-1987
7.77%

6.09%
-1.11%
6.95%
-6.35%
4.59%
10.56%
10.50%
7.57%
2.90%
9.54%
11.33%
6.93%
7.35%
5.94%
6.13%
8.05%
9.06%
5.47%
9.23%
7.80%
3.94%
14.57%
8.68%
11.20%
10.64%
6.51%
11.18%
13.86%
6.61%
10.69%
11.37%
9.53%
10.93%
11.29%
7.62%
8.04%
8.28%
7.90%
6.69%
4.60%
8.12%
12.30%
8.69%
7.22%
12.14%
7.17%
6.01%
0.76%
12.95%
1.99%
5.57%



NET REVYENUE PER ADMIT BY STATE

STATE 1989
TOTAL U.s. $4,475.56
WASHINGTON DC 6,0648.50
CONNECTICUT 5,712.34
ALASKA 5,591.35
NEVADA 5,470.14
CALIFORNIA 5,326.00
NEW YORK 5+,213.62
MASSACHUSETTS 5,094.54
MICHIGAN 4,946.49
FLORIDA %,932.16
PENNSYLVANIA 4,795.28
HAWAII %,769.82
ILLINOIS 4,752.22
DELAWARE 4,602.22
MISSOURI %,572.45
COLORADO 4,547.01
OHIO 4,472.48
NEBRASKA 4,455.01
ARIZONA 4,429.73
MINNESOTA %»349.50
RHODE ISLAND %,266.72
UTAH 6,266.49
NEW HAMPSHIRE 4,261.75
WASHINGTON 4,249.65
NORTH DAKOTA %,228.10
MARYLAND 4,160.55
OREGON 4,155.04
MAINE 4,107.86
INDIANA %,100.55
VERMONT %,081.84
NORTH CAROLINA 6,065.9%9¢
VIRGINIA 4%,029.58
NEW JERSEY 4,013.30
TENNESSEE 4,011.39
TEXAS %,000.48
GEORGIA 3,949.13
OKLAHOMA 3,941.50
ALABANMA 3,934.79
SOUTH CAROLINA 3,89%0.26
KANSAS 3,848.51
MONTANA 3,845.23
SOUTH DAKOTA 3,787.12
I0WA 3,745.12
LOUISIANA 3,7642.358
WEST VIRGINIA 3,682.62
NEW MEXICO 3,676.23
IDAHO 3,617.7¢6
KENTUCKY 3,587.82
WISCONSIN 3,570.82
ARKANSAS 3,476.01
WYOMING 3,271.25
MISSISSIPPI 2,904.97

NATIONAL HOSPITAL COMPARISONS
NET REVENUE PER ADMIT BY STATE

AHA SURVEYS,

1988
$4,078.84

5,779.58
4,936.11
5,246.00
5,101.57
4,873.83
%4,5564.72
4,733.86
4,664.73
4,472.58
%,427.04
4,536.53
4,390,.89
4,216.58
4,228.45
4'277005
4,086.17
4,127.90
%,305.81
4’0025‘6
3,985.8¢
3,340.85
3,7864.35
3,738.50
3,894.39
3,8645.746
3,856.45
3.72‘0“
3,770.08
3,6644.75
3,579.86
3,673.49
3,618.2¢
3,597.75%
3,5%90.56
3,527.03
3,578.53
3,503.56
3,637.35
3,533.86
3,405.18
3,262.03
3,437.59
3’5‘7."
3,329.96
3,630.08
3,281.10
3'254.5“
3,582.35
3,111.37
2,891.97
2,603.24

1987
$3,769.50

5,368.59
%,383.44
%,832.11
%,972.14
4,639.87
4,087.42
6,322.65
4,335.87
6'10‘033
4,184.461
3,721.68
4,066.13
3,723.84
%4,090.24
3,857.89
3,847.81
3,568.21
%,086.47
3,692.60
3,720.63
3,595.01
3,233.37
3,660.54
3,661.55
3,6647.92
3,676.96
3,383.57
3’“6‘031
3,312.88
3,182.44
3,357.92
3,275.30
3,287.78
3,289.75
3,137.9%94
3'33,003
3’20,072
3,137.48
3,289%.25
3,210.69
2,953.87
3,198.51
3,190.48
3,079.19
3,174.69
2,979.10
2,983.49
3,333.83
2,821.15
2,681.37
2,436.23

"Hospital Statistics®™, tables 5 & 11.
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1987 -

1989

PERCENT CHANGE

1989-1988
9.73%

%.65%
15.77%
6.58%
7.22%
9.28%
14.47%
7.62%
6.06%
10.28%
8.32%
5.14%
8.23%
9.15%
8.14%
6.31%
9.45%
7.92%
2.88%
8.67%
7.05%
27.65%
12.62%
13.67%
8.57%
8.19%
7.76%
10.26%
8.77%
11.99%
13.58%
9.69%
10.92%
11.50%
11.642%
11.97%
10.14X%
12.31%
13.18%
8.90%
12.92%X
15.18%
8.95X%
4.90X%
10.59%
1.27%
10.26X%
10.24%
-0.32X%
11.72%
13.11%
11.59%

1988-1987
8.21%

7.66%
12.56%
8.57%
2.60%
5.04%
11.43%
?2.51%
7.58%
8.92%
5.80%
21.89%
7.99%
13.23%
3.38%
10.87%
6.19%
15.69%
5.37%
8.40%
7.13%
-7.07%
17.06%
2.13%
6.36X%
5.62%
10.98%
10.13%
9.66%
10.02%
12.649%
9.40X%
10.47%
9.43%
9.14%
12.40%
5.59%
9.15%
9.56%
7.644%
6.06%
10.43%
7.7%
11.82%
8.14%
16.34%
10.14%
9.09%
7.45%
10.29%
7.85%
6.86%



STATE
TOTAL u.s.

SOUTH CAROLINA
NEVADA
KENTUCKY

NEW HAMPSHIRE
ALABAMA

NEW MEXICO
NEBRASKA
WASHINGTON
GEORGIA

IDAHO

OREGON
MISSQURI
SOUTH DAKOTA
VIRGINIA
MONTANA
ILLINQIS
FLORIDA
INDIANA
TENNESSEE
NORTH CAROLINA
TEXAS

KANSAS
OKLAHOMA
VERMONT
CALIFORNIA
IOWA

ARKANSAS

OHIO
LOUISIANA
COLORADO

UTAH
MISSISSIPPI
CONNECTICUT
WEST VIRGINIA
WISCONSIN
NORTH DAKOTA
MICHIGAN
PENNSYLVANIA
ARIZONA
MARYLAND
MINNESOTA
HAWAII

MAINE
WASHINGTON DC
WYOMING

NEW JERSEY
DELAWARE
MASSACHUSETTS
RHODE ISLAND
NEW YORK
ALASKA

AHA SURVEYS,

NATIONAL HOSPITAL COMPARISONS

PROFIT PER DAY BY STATE

PROFIT PER DAY BY STATE

1989
$22.27

50.20
43.01
42.38
42.18
40.26
36.93
36.60
3‘042
36.34
35.75
35.34
34.32
364.18
32.75
30.26
29.19
29.18
28,34
27.61
27.44%
27.00
27.00
26.75
26.67
26.65
26.17
25.84
25.32
26.44
26.08
22.51
22.32
19.50
18.81
18.78
18.59
18.48
17.67
17.06
16.77
16.09
10.11
9.71
8.35
8.20
7.93
3.23
2.70
1.63
(0.66)
(15.57)

1988 1987
$20.28 $23.37
38.96 33.24
49.35 63.55
39.91 36.95
38.43 32.53
32.05 25.15
20.31 32.04
27.53 264.98
31.30 39.09
35.01 35.80
34.86 27.06
41.99 37.41
33.69 37.846
264.30 29.70
31.58 33.30
20.98 264.84
18.27 27.77
25.43 27.89
26.54 23.32
34.31 32.72
28.03 22.03
21.62 25.55
19.05 21.04
19.56 264.78
19.93 16.87
25.66 31.44
19.98 20.69
40.31 30.92
17.36 20.49
14.55 30.38
25.96 16.76
19.85 40.02
21.44 18.92
13.99 22.19
12.31 8.01
12.70 15.10
17.46 20.42
19.15 17.15
25.61 31.00
13.77 26.23
9.19 19.85
19.77 14.01
25.80 32.29
10.14 9.54
25.00 46.73
2.66 14.61
8.26 14.33
13.46 13.29
(1.81) 5.84
(8.79) 2.71
0.47 4.97
(21.57) (13.89)

"Hospital Statistics®™, tables 5 & 1l1.
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1987 -~

1989

PERCENT CHANGE

1989-1988

9.84%

28.84%
-12.85%
6.17%
9.75%
25.59%
81.86%
32.94%
16.34%
3.80%
2.57%
~15.84%
1.87%
40.64%
3.71%
44.22%
59.83%
14.77%
6.77%
-19.53%
-2.11X%
264,88%
61.76X%
36.76X%
33.86%
3.87%
30.94X%
~35.91X%
45.84%

68.01% -

-70 l‘x
13.39%
6.13%
39.46%
52.83X%
47.83%
6.48%
-3.46X
-31.02%
23.91%
82.44%
-18.62%
-64.28%
-66.61%
208.29%
-4.08%
-75.98%
-249.01X%
-118.56X%
-262.71X%
"27.31%

1988-1987

-13.22%

17.23%
-22.34%
8.02%
18.15%
27.44%
-36.62%
10.19%
-19.92%
-2.20%
28.80%
12.25%
-10.97%
-18.17%
-5.18%
-15.52%
-34.23%
-8.82%
13.83%
%.86%
27.25%
-15.38%
~9.648X%
-21.06%
18.15%
-3.42%
30.40%
-15.27%
-52.12%
54.95%
-50.40%
13.28%
-36.97%
53.68X%X
-15.’°x
'1‘051%
11.65X%
-17.38%
~67.52%
-53.67%
41.14a%
-20.10%X
6.27%
-81 osox
-62.32%
1.26%
-131.06%
-6426.83%
-90.65%
55.36%



NATIONAL HOSPITAL COMPARISONS
PROFIT PER ADMISSION BY STATE
AHA SURVEYS, 1987 - 1989

PROFIT PER ADMISSION BY STATE PERCENT CHANGE

STATE

"Hospital Statistics™, tables S & 11.
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1989 1988 1987 1989-1988 1988~1987
TOTAL u.s. $161.40 $146,36 $168.06 10.28% -12.91%
NEBRASKA 354.27 272.71 239.91 2%9.91% 13.67%
SOUTH CAROLINA 350.13 276.34 233.9%46 27.63% 17.27%
SOUTH DAKOTA 324.77 219.39 2764.22 48.03% -20.00%
MONTANA 298.19 198.27 233.62 50.40% -15.13%
NEW HAMPSHIRE 287.80 261.94 206.91 9.87% 26.60%
ALABAMA 283.65 220.43 176.48 28.68% 264.91%
KENTUCKY 280.74 257.56 235.24 ?2.00% 9.69%
NEVADA 270.12 306.92 380.93 -11.99% -19.43%
MISSOQURI 257.30 251.74 284.30 2.21% -11.45%
IDAHO 248.98 238.55 175.90 4.37% 35.62%
GEQORGIA 248.68 238.29 2646.83 4.36% -3.46%
YIRGINIA 226.11 221.00 235.72 2.31% -6.24%
NEW MEXICO 2264.10 114.71 181.34 95.36% -36.74%
10WA 218.38 163.85 169.16 33.28% =3.14%
ILLINOIS 216.13 134.69 2064.89 60.66% -36.26%
KANSAS 213.56 148.35 163.5¢6 43,96% -9.30%
WASHINGTON 208.81 177.41 223.20 17.70X% -20.51%
FLORIDA 203.22 178.24 196.59 14.01% -9.34%
NORTH CAROLINA 203.00 205.05 158.91 -1.00% 29.04%
NORTH DAKOTA 198.99 183.21 205.50 8.62% -10.85%
OREGON 197.49 229.49 198.18 -13.94% 15.80%
VERMONT 194.19% 147.40 125.52 31.74% 17.643%
TENNESSEE 191.83 237.10 229.73 -19.09% 3.21%
INDIANA 190.41 175.81 152.11 8.31% 15.58X%
OKLAHOMA 182.46 130.68 166.99 39.62% -21.74%
ARKANSAS 180.04 263.2¢ 205.57 -31.61% 28.06X%
OHIO 172.72 119.46 140.89 44.58% -15.21%
TEXAS 168.92 136.47 158.80 25.62% -15.32%
CALIFORNIA 168.89 162.47 202.75 3.95X% -19.87%
COLORADO 163.22 184.37 116.76 -11.47X% 60.65%
LOUISIANA 156.35 91.55 190.15 70.78% ~-51.85%
MISSISSIPPI 155.32 147.69 129.34 5.17% 14.18%
CONNECTICUT 149.72 103.9%8 161.95 43.99% -35.79%
MINNESOTA 1642.72 177.28 125.95 -17.49% 40.75%
MICHIGAN 138.17 142.30 125.50 -2.90% 13.38%
PENNSYLVANIA 135.18 193.84 233.87 -30.28X% -17.12%
WEST VIRGINIA 128.18 83.37 54.20 53.72% 53.82%
WISCONSIN 126.82 94.28 112.%6 364.52% -16.56%
UTAH 123.66 106.9%1 217.25 15.67% -50.79%
MARYLAND 115.48 63.69 161.73 81.30X% -55.06%
ARIZONA 97.7% 82.146 155.35 19.01% -47.12%
HAWALI 91.29 22%.12 253.83 -60.15% -9.73%
MAINE 78.2¢ 81.73 75.50 -6.26% 8.26X%
WYOMING 66.9%94 20.20 103.66 231.40X%X -80.51%
WASHINGTON DC 65.70 190.34 349%9.70 -65.48% -45.57%
NEW JERSEY 58.49 61.17 106.83 -6.37% -42.75%
DELAWARE 22.16 96.57 ?1.84 -76.56X% 2.97%
MASSACHUSETTS 20.469 (14.24) 44.95 -245.24X% -131.69%
RHODE ISLAND 12.20 (70.72) 21.66 -117.25% -6426.42%
NEW YORK (6.64) %.68 45.91 -268.15% -90.23%
ALASKA (90.44) (125.87) (79.17) -28.15% 58.99%



APPENDIX 4

Please refer to the "Summary Of Recommendations" which
appear on pages xv through xxi of this report.
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APPENDIX C

LETTER DATED APRIL 26, 1990, TO DOROTHY S. GALLAGHER,
CHAIRMAN, BOARD OF REGENTS, UNIVERSITY OF NEVADA SYSTEM,
FROM SENATOR RAYMOND D. RAWSON, CHAIRMAN OF THE
COMMITTEE ON HEALTH CARE
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STATE OF NEVADA LEGISLATIVE COMMISSION (702) 687-6800
IOHN E. JEFFREY. Assemblvman. Chairman

LEGISLATIVE COUNSEL BUREAU Doraid A Rhodes. Director. Secrewary
LEGISLATIVE BUILDING INTERIM FINANCE COMMITTEE (707) 687.6811
CAPITOL COMPLEX WILLIAM | RAGGIO. Senaror. Chairman

Daniel G Miles. Fiscal Analvsi
CARSON CITY, NEVADA 88710 Mark W Sievens. Fiscal Analvsr

JOHN R CROSSLEY. Legirlanve duditor (707) 687581 S
ROBERT E ERICKSON. Research Director 1702) 637-6825
LORNE J. MALKIEWICH. Legislanve Counsel 1707 686830

DONALD A RHODES. Direcior
(702) 687-4800

April 26, 1990

Dorothy S. Gallagher, Chairman
Board of Regents

University of Nevada System
2601 Enterprise Road

Reno, Newvada 89512

Dear Chairman Gallagher:

At its meeting in Elko, Nevada, on April 11, 1990, the Nevada
Legislature's Committee on Health Care (Nevada Revised

Statutes 439B.200) discussed Nevada's nursing and related
manpower shortage. During the meeting, the members of the
committee agreed that one of the most important ways to impact
the shortage is the education of higher numbers of nurses through
the University of Nevada System (UNS).

Testimony indicated that UNS offers a fine nursing education on
all levels; however, documentation exists that supports enlarging
the programs. It appeared to the members of the committee that,
while the UNS has expanded its programs, it is maintaining the
"status quo®™ by graduating a number of students that may parallel
the state's rate of growth, but that will never impact the
nursing shortage in Nevada. The committee supports further
expansion of the programs so that an increased number of students
will graduate.

In addition, the committee suggests that UNS aggressively recruit
talented Nevada students--both in high school and college--to
nursing programs. Also important is that increased financial aid
opportunities be offered to nursing students to maintain their
participation.

Consequently, the Legislature's Committee on Health Care requests
that UNS approach the 1991 Nevada Legislature with a bold plan to
expand its nursing and other health occupational programs on all
levels. The members expect such a plan to include innovative and
progressive programs to recruit, maintain, and graduate an
increased number of students qualified to £ill positions ranging
from technicians and auxiliaries to advanced nurse practitioners.
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Page 2

The committee pledges its support to UNS throughout the budget
process in order to obtain the increases needed for nursing
education in Nevada to realize its full potential. While
recognizing that gaining the approval for the necessary funding
may be difficult, the committee views the nursing shortage as a
critical issue directly affecting the health of all Nevadans. We
intend to impress this fact on our colleagues in the Legislature
and will support the UNS request as a realistic, workable
approach to the problem.

The Legislature's Committee on Health Care looks forward to
working together with UNS in addressing this serious issue.

Sincerely,

PRSI

aymond D. Rawso
Chairman, Nevada Legislature's
Committee on Health Care

RDR/sa:Health,L?7
(l-H Carolyn M. Sparks, Regent
" Mark Dawson, Chancellor
Warren Pox, Vice Chancellor

bece: Allison McPherson, Clark County Community College
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APPENDIX D

Suggested Legislation

Copies of the suggested legislation were not completed at
the time this report was printed. A list of the committee's
recommendations and corresponding bill draft request (BDR)
numbers, where appropriate, may be found in this report's
“Summary Of Recommendations,"” pages xv through xxi.
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