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State of Texas
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39. Case Management Services for Infants and Toddlers with Development Delays
(a) The recommended rate is determined in the following manner:

(1) Each provider’s total reported costs on the TAFI report are compared with

i B their total reported costs on ECI financial reports.

S (2) Providers whose variance between reported costs on the TAFI report and
the ECI financial reports exceed plus or minus two standard deviations of
the mean provider variance are eliminated.

(3) Total allowance case management costs for each provider are determined
from the allowable historical costs reported on the TAFI report.

(4) Each provider’s total allowable case management cost is projected from the
historical cost reporting period to the prospective rate period using inflation
factors.

(8) Each provider's total allowable case management cost is divided by their
associated number of unduplicated case management contacts for the
period, thus determining the provider's cost per contact.

(6) The mean provider cost per contact is calculated, and the statistical outliers
(those providers whose cost per contact exceeds plus or minus two
standard deviations of the mean provider cost per contact) are eliminated.
After removal of the statistical outliers, the mean cost per contact is
calculated.

(7) The mean cost per contact is the proposed reimbursement rate.
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(b) Rate setting authority. The Commission establishes the reimbursement rate in an open
meeting after consideration of financial and statistical information and public testimony. The
Commission set rates which, in its opinion, are within budgetary constraints, adequate to
reimburse the cost of operations for an efficient and economic provider, and justifiable given
current economic conditions.

(c) All fee schedules are available through the agency's website as outlined on Attachment
4.19-B, Page 1.

(d) The current rate of $141.83 per client per month, which was effective February 1, 2000,
is adjusted by applying inflation from federal fiscal year 2000 to federal fiscal year 2010 of
24 percent to calculate a new rate of $175.87 to be effective March 15, 2010. This monthly
rate will end on September 30, 2011.

(e) Beginning October 23, 2010, the TAFI system to collect time and financial information
will no longer be used. Effective October 23, 2010, the random moment time study will be
implemented and a new cost report will be developed to collect cost.

(f) The agency’s fee schedule was revised with a new rate for case management services
effective for services on or after March 15, 2010. The new rate will be posted within 30
days of approval of this amendment by CMS.
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