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SUMMARY OF RECOMMENDATIONS 

OF THE LEGISLATIVE COMMITTEE ON HEALTH CARE 
(NEVADA REVISED STATUTES 439B.200) 

ADOPTED AT THE JUNE 6, 2000, MEETING 
OF THE COMMITTEE 

 
 
Diabetes Care and Funding 
 
1. Require the University of Nevada School of Medicine (UNSOM) to establish the 

Pediatric Diabetes and Endocrinology Center (PDEC), and require the Division of 
Health Care Financing and Policy, Department of Human Resources (DHR), to 
provide podiatry services in Medicaid and insulin pump therapy for persons who 
are eligible for this diabetes treatment.  Appropriate $284,625 for each year of the 
biennium to the UNSOM for the PDEC, and appropriate $412,857 to the Division 
to provide podiatry services and insulin pump therapy.  (BDR 38-222) 
 
Also, send a letter to the Board of Regents of the University and Community 
College System of Nevada and the Governor indicating that the PDEC should be 
part of the base budget of the University System’s medical school. 

 
Medicaid and the Nevada Check-Up Program Enhancements 
 
2. Require the Division of Health Care Financing and Policy, DHR, to implement 

presumptive eligibility determinations in the Nevada Medicaid Program for women 
and children and for the Nevada Check-Up Program.  Appropriate $31,831,730 for 
each year of the biennium to the Division to implement presumptive eligibility 
($1,650,000 for pregnant women in Medicaid; $29,500,000 for children in Medicaid; 
and $681,730 for children in the Nevada Check-Up Program).  (BDR 38-221) 

 
3. Require the Division of Health Care Financing and Policy, DHR, to allow disabled 

persons who are eligible for Medicaid to receive income from employment and still 
retain their Medicaid eligibility.  Appropriate $1,500,000 for each year of the 
biennium to implement this provision.  (BDR 38-227) 

 
4. Require the Division of Health Care Financing and Policy, DHR, to pay rural 

hospitals at their cost for providing long-term care services to Medicaid patients.  
Appropriate $700,000 to the Division for each year of the biennium to implement 
this provision.  (BDR 28-223) 
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5. Require the Welfare Division, DHR, to eliminate the assets test as a requirement 

for eligibility for pregnant women and children in the Nevada Medicaid Program.  
Appropriate $3,530,387 for each year of the biennium to the Division of Health 
Care Financing and Policy, DHR, to implement this provision.  (BDR 38-224) 

 
Data Analysis and Assessment of Children’s Services 

 
6. Require the Center for Business and Economic Research (CBER), University of 

Nevada, Las Vegas, to compile primary data concerning the number of children in 
Nevada who do not have health insurance coverage, to prepare an analysis of the 
number of children who are unable to access services from government sponsored 
programs, and to publish the Kids Count Databook.  Appropriate $150,000 to the 
CBER for each year of the biennium to conduct the research and publish the 
book.  (BDR S-228) 

 
Also, send a letter to the Board of Regents of the University and Community 
College System of Nevada and the Governor indicating that the Kids Count Project 
should be a recurring part of the CBER’s base budget.   

 
Autism Services 
 
7. Create the Commission on Autism within the Division of Mental Health and 

Developmental Services, DHR, and require the Commission to establish two 
Autism Centers for Excellence.  Appropriate $700,000 to the Division for the 
establishment of the Commission and the two centers.  (BDR 38-225) 

 
Health Care Errors Reporting System 
 
8. Require the Legislative Committee on Health Care to appoint a subcommittee to 

develop a mandatory health care errors reporting system.  (BDR R-226) 
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REPORT OF THE NEVADA LEGISLATURE’S COMMITTEE ON 
HEALTH CARE TO THE MEMBERS OF THE 71st SESSION 

OF THE NEVADA LEGISLATURE 
 
 

I.  INTRODUCTION 
  
The Legislative Committee on Health Care, in compliance with Nevada Revised 
Statutes 439B.200 through 439B.240, oversees a broad spectrum of issues related to the 
quality, access, and cost of health care for all Nevadans.  The committee was established in 
1987 to provide continuous oversight of matters relating to health care.  Since that time, the 
committee has addressed a variety of issues including health care cost containment, access to 
health care for the uninsured, Medicaid, managed care, the rural health service delivery 
system, and other health related issues.   
 
During the 1999-2001 legislative interim period, the committee met seven times with meeting 
sites alternating between Carson City and Las Vegas, Nevada.  All public hearings were 
conducted through simultaneous videoconferences. 
 
At the sixth meeting, members conducted a work session at which they adopted eight 
recommendations, all of which are bill draft requests.  The recommendations address the 
following topics:  additional services and eligibility categories for the Medicaid program; 
assessing certain health related factors relevant to children; autism services; and health care 
errors reporting.   
 
In addition, a number of recommendations for resolutions were presented to the committee.  
Although members did not recommend that these proposals be drafted as legislative measures, 
they are referenced in the report of the committee.  These proposals address issues such as 
eliminating waiting lists for existing Medicaid waiver programs, enhancing the delivery of 
personal care assistant services for persons who are disabled, increasing marketing efforts in 
respect to the Nevada Check-Up Program, and ensuring that a person who is disabled is not 
institutionalized if his physician specifies that his condition does not require institutional 
placement. 
 
Assemblywoman Ellen M. Koivisto served as the chairman of the committee, and Senator 
Raymond D. Rawson served as the vice chairman.  Other legislative members of the 
committee during the 1999-2000 Interim included:  
 
Senator Bernice Mathews 
Senator Maurice E. Washington 
Assemblywoman Vivian L. Freeman 
Assemblywoman Merle Berman 
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Legislative Counsel Bureau staff services were provided by: 
 
Marla McDade Williams, Senior Research Analyst 
Risa B. Lang, Principal Deputy Legislative Counsel 
Leslie Hamner, Senior Deputy Legislative Counsel 
Kennedy, Senior Research Secretary 
 
 

II.  REVIEW OF COMMITTEE FUNCTIONS 
 
The primary responsibilities of the committee are established pursuant to Nevada Revised 
Statutes (NRS) 439B.220 through 439B.240.  These responsibilities include reviewing and 
evaluating the quality and effectiveness of programs for the prevention of illness, reviewing 
and comparing the costs of medical care among communities in Nevada with similar 
communities in other states, and analyzing the overall system of medical care in the state.  In 
addition, members strive to avoid duplication of services and achieve the most efficient use of 
all available resources.  The committee also may review health insurance issues and may 
examine hospital related issues, medical malpractice issues, and the health education 
system.  See Appendix A for the statutes that govern the committee. 
  
Further, by statute, certain entities are required to submit reports to the committee.  They are: 
 
• Quarterly reports from the Office for Hospital Patients as required by 

NRS 232.543(2)(e).  These reports present information about the number of complaints 
received on hospital bills, the number and type of disputes heard and arbitrated, as well 
as the outcome of arbitration. 

 
• An annual report of the activities and recommendations of the Advisory Committee on 

Traumatic Brain Injuries as required by NRS 426A.060.  This report provides 
information on the programs for traumatic brain injury patients and statistics from the 
head trauma registry. 

 
• A biennial report from the Department of Human Services (DHR) regarding any laws 

or regulations that add to the cost of health care in the state as required 
by NRS 439A.083. 

 
 

III.  DISCUSSION OF TESTIMONY AND RECOMMENDATIONS 
 
A variety of issues were addressed at the seven meetings of the committee.  This section 
provides background information and discusses only those issues for which recommendations 
were adopted for legislation.  These issues relate to diabetes, the Nevada Medicaid Program, 
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the Nevada Check-Up Program, data collection for children’s health needs, autism services, 
and health care errors reporting. 
 
A. DIABETES ISSUES 
 
Members of the committee addressed two areas concerning diabetes.  One area specifically 
relates to children, and the other area addresses general diabetes care in the Nevada Medicaid 
Program. 
 
1. Pediatric Diabetes and Endocrinology Center 
 
According to the Chairman of the State Board of Health, who is also a professor, and the 
Chairman/Residency Director of the Department of Pediatrics, University of Nevada School of 
Medicine (UNSOM), in 1985, Nevada had the lowest neonatal mortality rate nationally, but 
the state spent a large proportion of money on intensive care services.  In an effort to redirect 
this spending, the UNSOM administered the Pediatric Diabetes and Endocrinology Center 
(PDEC), which was funded by the 1997 Nevada Legislature, to perform case management for 
children with diabetes and other endocrine disorders.1 
 
Testimony illustrated that parents who have children with diabetes or other endocrine disorders 
experience extreme frustration because of the factors associated with caring for children with 
these conditions.  Parents must assist their children in complying with an extensive medical 
regime in addition to negotiating insurance contracts and other managed care issues such as 
prior authorization of treatments and use of certain medical providers and facilities.  Further, 
parents find that they are continually searching for financial assistance and resources because 
the costs of caring for children with intense medical conditions can be debilitating to a family’s 
income.  Additionally, children with diabetes and endocrine disorders often suffer from intense 
pain and psychological stress.  Testimony alleged that when these children become teenagers, 
they have high suicide ideation rates.   
 
Persons who testified indicated that having a program that coordinates referrals to diabetes 
support groups, camps, and other public and private health agencies relieves some of the 
burden on families and children.  The PDEC is able to provide staff members to help families 
develop their abilities to obtain medical, emotional, and physical care for their children with 
diabetes.  Systematic solutions can be developed for families to assist them with stress 
management, negotiating the relevant bureaucratic systems, identifying and treating childhood 
depression, and dealing with family dysfunction and other life adjustment issues.  Further, 
testimony indicated that financing support services to families with children with diabetes is 
cost effective because it reduces hospitalizations that result from poor diabetic management.  In 
addition, families may be encouraged to seek early care that will decrease serious 
complications such as blindness and kidney disease that may result from decisions to withhold 
or otherwise limit treatments because of the prohibitive costs of such treatments. 

                                          
1Senate Bill 560, which “Makes various changes relating to governmental administration,” (Chapter 544, 

Statutes of Nevada 1999). 
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Parents of children with diabetes and other endocrine disorders testified that the program has 
eased their burdens tremendously.  They testified to the relief they felt when finding out that 
this resource was available to them.  One parent indicated that her hospitalization costs had 
been dramatically reduced because physicians were now available via telephone for advice. 
 
The following points describe the key operations of the program: 
 
• The PDEC has three clinic sites, one of which is in Reno, Nevada, and the other two 

are located at the University Medical Center of Southern Nevada and the Department of 
Pediatrics, UNSOM, in Las Vegas. 

• A multidisciplinary approach is used that takes advantage of the expertise of nurses, 
social workers, and diabetes educators.  The Chairman of the State Board of Health 
noted that, for the most part, these other practitioners are unable to bill their time to 
insurers. 

• Since July 1, 2000, two physicians have performed 2,523 patient visits. 

• Program physicians, since July 1, 1999, submitted bills to insurance companies, 
managed care organizations, other third-party payers, and patients that totaled 
$352,116.  However, the debt collection ratio in the southern part of Nevada was only 
24 percent while it was 80 percent in the northern part of the state.  Poor collection 
rates in the southern part of the state were attributed to Medicaid managed care 
contracts and the commercial bargaining power of health maintenance organizations.  
These figures are exacerbated by the high number of children who do not have medical 
insurance coverage, most of whom reside in Clark County.  Thus, the “payer mix” is a 
major determinate that affects the self-sufficiency of the PDEC.  

• Two positions that were authorized by the initial legislation have not been filled yet:  a 
third pediatric endocrinologist and a psychologist.  Persons who are trained as pediatric 
endocrinologists are in demand all over the country, and the field is highly competitive.  
Until a full-time psychologist is hired, psychological services will be provided by the 
PDEC’s social worker. 

• Pursuant to the establishing legislation, an advisory board was created to analyze data 
and oversee the evaluation of the program.  The data analysis must evaluate the 
financial situation of the program as well as the medical results of the patients who 
receive care under the program.   

• The authorizing legislation does not allow the PDEC to purchase the necessary software 
and computer equipment to conduct the required evaluations because it specifically 
designated the appropriations for salaries and overlooked expenses for operations, 
supplies, travel, or equipment. 
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The chairman concluded by indicating that, after assessing the first nine months of the 
program, it appears that the revenues collected will be insufficient to fully support the 
program.  Therefore, additional legislation is necessary to provide continued funding for the 
program, however, the requested amount is 25 percent less than the original appropriation.  
Additionally, he asked that the committee allow funding for equipment, operating, and 
travel costs. 
  
Discussion on this issue indicated that the 1997 legislation was intended to be a mandate for the 
University and Community College System of Nevada (UCCSN) to establish the PDEC.  Once 
the program was established, it should have become part of the system’s base budget, and 
program administrators should not have had to return to the Legislature for continued 
authorization of the program.  Members noted that they fully support the activities of 
the PDEC, and they want to reiterate that the program become part of the base budget of 
the UCCSN. 
 
2. Diabetes Care Pursuant to the Nevada Medicaid Program 
 
General background statistics were provided by designees of the Nevada Diabetes 
Council (NDC) concerning the incidence of diabetes in Nevada.  This data is included in 
Appendix B.  Additionally, representatives of the NDC expressed their commitment to 
enhancing available services for assessing diabetes, controlling risk factors, and treating the 
disease.2  Finally, committee members heard testimony concerning podiatry services and their 
role in preventing adverse effects from the disease.  This section will discuss only those issues 
related to podiatry services in the Nevada Medicaid Program, which is administered by the 
Division of Health Care Financing and Policy, DHR. 
 
According to testimony, California’s Medicaid program, which is MediCal, provides 
beneficiaries who have diabetes with an annual blood test, which is known as a “Hemoglobin 
A1C,” a biennial eye exam, and a biennial lipid profile.  These are the three measurable 
indicators of diabetes.  In 1998, MediCal statistics indicated that: 
 
• Seventy percent of beneficiaries who had diabetes received at least one 

Hemoglobin A1C; 

• Sixty-four percent of them received an eye exam; and 

                                          
2Members of the Nevada Diabetes Council (NDC) plan to distribute pocket cards to physicians, which 

outline clinical practice recommendations, and they plan to distribute cards to patients that they may use to track 
their lipid profile dates.  Approximately 1,600 physicians will be provided with the pocket cards for the purpose 
of dispensing them to patients with diabetes. Further, members will encourage physicians to regularly mail patient 
reminder cards with the intent of improving patient compliance in keeping medical appointments.  Members of the 
NDC will work with representatives of minority communities to develop solutions for diabetes prevention, care, 
and treatment in these communities.  Finally, members of the NDC will continue to establish collaborative 
relationships with pharmaceutical companies and other agencies to bring more attention to the disease and to 
develop methods for reducing the incidence of diabetes in Nevada. 
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• Sixty-two percent of them received lipid profiles. 

This data was used to illustrate that the state of diabetes care in Nevada is “average” when 
compared to the management of diabetes by other states.  Testimony indicated that the NDC 
performs valuable interventions, but the council needs the Hemoglobin A1C, eye exam, and 
lipid profile statistics for the State of Nevada to adequately measure the quantitative impact of 
these diabetes indicators for controlling this disease in Medicaid patients.  Additionally, 
testimony focused on methods to decrease the risk of individuals losing limbs resulting from 
poor care and monitoring of their diabetic conditions because diabetes is the fourth leading 
cause of death in the United States.3 
 
According to testimony, landmark studies have indicated that reducing blood sugar levels in 
patients with diabetes lowers their risk for long-term complications from the disease.  One such 
study illustrated that preventive care that is exercised through the delivery of podiatry services 
by an interdisciplinary team may reduce the overall amputation rate by 40 to 50 percent.  The 
cost of one amputation is $40,000 for the surgical procedure and related problems associated 
with the removal of a limb.  This figure does not reflect the cost for rehabilitation, the loss of 
future earnings, increased reliance on social programs, emotional trauma, or a decrease in the 
patient’s quality of life.  Additionally, the Veterans Affair’s Health Care System (VA) 
recognizes that 20 to 25 percent of outpatient services are for veterans afflicted with diabetes. 
 
Continuing, a physician testified that he established a “critical pathway” in June 1992 at 
the VA.  A critical pathway refers to the parameters that are assessed upon a diabetic patient’s 
discharge from hospitalization.  The parameters include:  (1) Hemoglobin A1C information; 
(2) a blood pressure reading; (3) a lipid count; and (4) a foot care exam.  To address other 
problems within the VA system, an Interdisciplinary Diabetes Foot Clinic was established 
in 1995.  Accordingly, the number of amputations within the first year of operation of the foot 
clinic decreased from 18 to 14 cases.  All VA providers currently test for foot sensation with 
each diabetic patient, and the system provides easier patient access to podiatry physicians.  
Since 1996, the amputation rate has remained stable at a rate of 12 per year. 
 
Testimony concluded by noting that a podiatry care review should be mandatory for all 
diabetic Medicaid patients because these individuals are at a 3 percent higher risk than the 
general population for developing the disease and its related complications.  Further, drugs that 
control diabetes are necessary to decrease hospitalizations and inpatient care for complications 
as a result of diabetes.  Testimony asserted that the cost of preventive outpatient podiatry care 
is “trivial” when compared to the high cost of inpatient care for amputations. 
 

                                          
3The Nevada Diabetes Council indicated that, nationwide, the direct costs attributable to diabetes are 

$135 billion with 60 percent of these costs being directed at inpatient care because of complications that arise 
from heart disease, kidney failure, stroke, and amputations. 
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As a result of testimony on these issues, members of the committee recommended that a bill be 
drafted for introduction and discussion before the 2001 Nevada Legislature to: 
 

Require the University of Nevada School of Medicine (UNSOM) to establish 
the Pediatric Diabetes and Endocrinology Center (PDEC), and require the 
Division of Health Care Financing and Policy, Department of Human 
Resources, to provide podiatry services in Medicaid and insulin pump 
therapy for persons who are eligible for this diabetes treatment.  
Appropriate $284,625 for each year of the biennium to the UNSOM for the 
PDEC, and appropriate $412,857 to the Division to provide podiatry 
services and insulin pump therapy. 
 
Also, send a letter to the Board of Regents of the University and 
Community College System of Nevada and the Governor indicating that the 
PDEC should be part of the base budget of the University System’s 
medical  school. 

 
B. OTHER MEDICAID ISSUES 
 
The aforementioned recommendation concerning podiatry services in Medicaid is one of five 
recommended changes to the Nevada Medicaid Program.  The additional Medicaid issues that 
the committee addressed include implementing presumptive eligibility determinations, allowing 
certain disabled persons to work and continue to receive Medicaid benefits, paying rural 
hospitals at their cost for providing long-term care to Medicaid patients, and eliminating the 
assets test for eligibility for pregnant women and children.  This section discusses these four 
remaining Medicaid recommendations. 
 
1. Presumptive Eligibility 
 
“Presumptive eligibility” is a method of granting Medicaid eligibility on an immediate, short-
term basis.  Federal law allows states to grant traditional Medicaid providers the ability to 
make presumptive eligibility determinations.  During a presumptive eligibility period, health 
care providers are reimbursed for services they provide to patients regardless of whether the 
patient is ultimately determined to be eligible for Medicaid.  Federal regulations require that 
presumptive eligibility be made available on a statewide basis, and this process cannot be 
restricted to subgroups of the Medicaid population. 

Other than paying providers for services rendered at the time of a patient visit, other reasons 
that have been advocated for adopting presumptive eligibility are that it may: 

• Increase and improve access to timely health care because health care providers will 
treat children when they are ill.  For example, low-income children who are diagnosed 
with cancer and who need to begin immediate chemotherapy or radiation treatment will 
not have to wait up to 45 days for their Medicaid eligibility to be determined; 
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• Simplify the application process for families; 

• Prevent pregnant women from waiting 30 to 45 days before their Medicaid eligibility is 
determined before they seek out and obtain recommended prenatal care; and 

• Accelerate Medicaid enrollment.   

Further, if implemented in the Nevada Check-Up Program, it was asserted that presumptive 
eligibility would increase enrollment in the program and prevent the state from a situation 
wherein not all of the federal money that has been set aside for Nevada’s Children’s Health 
Insurance Program (CHIP) is used. 

Some key issues that should be considered concerning presumptive eligibility are: 

• Applicants who fail to submit necessary documentation for final eligibility 
determinations, and who will therefore not be enrolled in Medicaid regardless of 
whether their financial situation would ultimately deem them to be eligible, may result 
in the Medicaid program being unable to recover matching federal funds for Medicaid 
payments that were made to health care providers for these patients; 

• There may be potential for final enrollment denials and errors in eligibility 
determinations by health care providers that will result in an increased cost to the state 
for applicants who are ultimately deemed to be ineligible for Medicaid; 

• There will be a need for additional funding to organize and implement statewide 
training programs for providers who make final eligibility determinations; and 

• It is difficult to estimate the costs that will be associated with presumptive eligibility 
determinations. 

Testimony further indicated that six states have extended the use of presumptive eligibility for 
Medicaid children, and three states have adopted presumptive eligibility for them but have not 
implemented it.  Twenty-nine states use presumptive eligibility only for Medicaid pregnant 
women, and six states use presumptive eligibility in their CHIP.  No states that have a “state-
only” CHIP use presumptive eligibility, however.  Those states that use presumptive eligibility 
in their CHIPs do so under what is known as a “Medicaid-expanded” CHIP. 

Testimony indicated that Nebraska is a state that uses presumptive eligibility for its Medicaid-
expanded CHIP.  Less than four-tenths of a percent of the average monthly number of children 
applying for CHIP do so under presumptive eligibility.  Further, the majority of Nebraska’s 
75 presumptive eligibility providers are medical clinics in urban settings.  This state has 
tracked the application process but not utilization of presumptive eligibility or the costs for 
providing services to children who are subsequently not determined eligible.  Nebraska also 
has presumptive eligibility for pregnant women and children.  For pregnant women, more than 
85 percent of the presumptively eligible applicants are accepted.   
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Another state that uses presumptive eligibility in its Medicaid expanded CHIP is New Mexico.  
This state has a simplified application for pregnant women and children with eligibility 
beginning with the date of the presumptive eligibility determination and ending on the last day 
of the following month.  Testimony asserted that presumptive eligibility has been an effective 
tool for enrolling children and for tracking persons who become eligible for the state program 
in this manner, but the state does not have the ability to quantify the number of women and 
children who are denied eligibility once a full review is done of their applications.  Further, the 
state has not examined presumptive eligibility utilization patterns to determine if there are large 
payments for services for those who are subsequently deemed ineligible.  Finally, the majority 
of cases not found eligible for Medicaid are due to failure of the applicant to provide follow-up 
documentation rather than a definitive finding of ineligibility. 
 
General background testimony concluded by discussing why two states that considered 
adopting presumptive eligibility for their Medicaid-expanded CHIPs chose not to do so.  
Colorado chose not to implement presumptive eligibility because the cost is anticipated to be 
more than the 10 percent administrative cap that is authorized for the CHIP by federal 
regulations.  This state has already exceeded the allowable cost cap by 7 percentage points.  In 
addition, Kentucky chose not to implement presumptive eligibility because of the difficulty in 
developing cost estimates.  Finally, the cost of training health care providers and the costs 
associated with administering the eligibility system were perceived to be high and difficult to 
overcome. 
 
A health care provider, which is primarily a county funded hospital with clinics in a large 
urban area, testified that staff members in this facility have unique abilities and opportunities to 
develop personal relationships with families in the communities they serve.  Further, 
presumptive eligibility may increase the number of women who seek prenatal care, which may 
be difficult to get in traditional medical formats with the exception of safety net institutions 
such as county funded facilities.  Finally, in this hospital alone, 30 to 40 pregnant women who 
have not had prenatal care are admitted to the facility each month.  These women are 
statistically known to deliver babies that require admittance to the hospital’s neonatal intensive 
care unit.  The representative testified that prenatal care is cost-effective for taxpayers in these 
cases because intensive neonatal care is more expensive than regular delivery costs. 
 
In support of the concept of presumptive eligibility, committee members heard testimony 
concerning the importance of prenatal care in the first trimester and a presentation of data 
concerning infant health statistics and low birth-weight babies who risk a 50 percent rate of 
physical and mental disorders (Appendix C).  Testimony further indicated that Hispanic 
women had the highest rate of not receiving first trimester prenatal care in Nevada between the 
years 1993 and 1995 at a rate of 40 percent.  The rate for Native American women was 
35 percent, and the rate for African American, non-Hispanic women was 32 percent.  
 
Additional testimony suggested ways to implement presumptive eligibility, discussed behaviors 
of some persons who do not have health insurance, and estimated that $6.1 million might be 
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generated in revenues to certain health care providers if presumptive eligibility is implemented 
in Nevada (Appendix D). 
 
Upon hearing from individuals who were advocating for the adoption of a presumptive 
eligibility determination option in the Nevada Medicaid Program, committee members heard 
from a representative of the state agency that would implement presumptive eligibility, which 
is the Division of Health Care Financing and Policy, DHR.  The representative indicated the 
key to implementing presumptive eligibility is estimating the additional cost to the State 
General Fund pursuant to this Medicaid expansion.  Further, since the Nevada Check-Up 
Program is a “stand alone” CHIP, it is even more difficult to ascertain how to develop cost 
estimates because no other state in the nation has a stand-alone CHIP program that is using 
presumptive eligibility.  Finally, the administrative requirements that must be considered also 
pose a problem for estimating costs and responsibilities for presumptive eligibility.   
 
As a result of this discussion, members of the committee agreed to request that a bill be 
drafted to: 
 

Require the Division of Health Care Financing and Policy, Department of 
Human Resources, to implement presumptive eligibility determinations in 
the Nevada Medicaid Program for women and children and for the 
Nevada Check-Up Program.  Appropriate $31,831,730 for each year of the 
biennium to the Division to implement presumptive eligibility 
($1,650,000 for pregnant women in Medicaid; $29,500,000 for children in 
Medicaid; and $681,730 for children in Nevada Check-Up). 
 

2. Medicaid “Buy-In” 
 
Another proposed expansion of the Nevada Medicaid Program involves allowing certain 
persons to receive income from employment while continuing to remain eligible for Medicaid 
benefits.  Members of the Legislative Committee on Health Care discussed this issue during 
the 1997-1998 Interim Period, and committee members had a bill introduced to the 
1999 Nevada Legislature for consideration of this program.4 
 
The 1999 measure was not adopted, however federal law, which is termed the “Ticket to Work 
and Work Incentives Improvement Act of 1999” (Public Law 106-170), currently authorizes 
states to expand the availability of health care coverage for working individuals with 
disabilities (Appendix E).5  Testimony asserted that this legislation was adopted because 
Congress recognized that the primary obstacle for people with disabilities going to work is the 
fear of losing their Medicaid, and in some cases Medicare, coverage. 

                                          
4Assembly Bill 139 would have required the Department of Human Resources to provide services 

pursuant to the Nevada Medicaid Program to certain persons with disabilities whose total household income is less 
than 250 percent of the federally designated level signifying poverty. 

 
5H.R. 1180 from the 106th Congress. 
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According to testimony, the new law: 

• Grants states discretion to determine an upper income limit for the eligibility of certain 
disabled persons; 

• Provides funding to states over a period of five years to develop the necessary health 
care infrastructure for these individuals; and 

• Allows states to develop demonstration projects concerning work activity and benefits 
for certain persons who are disabled. 

Based on the testimony presented, members agreed to have a bill drafted to: 
 

Require the Division of Health Care Financing and Policy, Department of 
Human Resources, to allow disabled persons who are eligible for Medicaid 
to receive income from employment and still retain their Medicaid 
eligibility.  Appropriate $1,500,000 for each year of the biennium to 
implement this provision. 
 

3. Reimbursement for Rural Hospitals That Provide Long-term Care 
 
As a result of a presentation to committee members concerning the provision of health care 
services in rural areas, another change was proposed for the Nevada Medicaid Program.  In 
particular, this section discusses reimbursements for long-term care services for Medicaid 
patients in rural hospitals. 
 
According to testimony, rural hospitals are highly dependent upon long-term care services for 
survival.  It was reported that 90 percent of all long-term care patients that are cared for in 
rural hospital facilities rely fully on the Nevada Medicaid Program to cover their costs of care.  
Further, testimony indicated that the current Medicaid reimbursement methodology does not 
fiscally compensate these hospitals to cover the costs for providing these services — paying 
approximately 70 percent of the costs. 
 
Testimony concluded with an explanation of the existing Medicaid reimbursement system.  It 
was argued that this system is structured after the Medicare reimbursement model, which 
applies a “routine cost limit,” or imposed cap, against “cost reports” submitted by providers, 
and the Nevada Medicaid Program applies the same formula to allow reimbursements up to a 
specified limit.  The Health Care Financing Administration (HCFA) of the U.S. Department of 
Health and Human Services, has since broadened the reimbursement formula concerning 
certain Medicaid long-term care patients so that certain costs that are associated with stroke, 
physical therapy, rehabilitation, and so on, are not reimbursed to certain providers, and a 
published routine cost limit is no longer available.   
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Subsequently, a representative of rural hospital providers in Nevada appealed to members of 
the committee to return to a reimbursement model that was in existence prior to 1993 in which 
hospitals received reimbursements for Medicaid long-term care services based on their costs, 
which is known as “cost-based reimbursement.”  Testimony emphasized that this change will 
assist rural hospitals that are facing financial ruin because they provide services to a high 
number of Medicaid and Medicare patient populations that are reimbursed at an extremely low 
rate, which intensifies the burden of meeting a hospital’s operating costs.   
 
Further, rural hospitals are stable employers in small communities and serve an important role 
in sustaining rural economies.  If a rural facility is forced to close because it cannot continue to 
operate, the entire community in rural Nevada areas will be adversely affected. 
 
Therefore, members of the committee agreed to: 
 

Require the Division of Health Care Financing and Policy, Department of 
Human Resources, to pay rural hospitals at their cost for providing 
long-term care services to Medicaid patients.  Appropriate $700,000 to the 
Division for each year of the biennium to implement this provision. 

 
4. Assets Test 
 
The term “assets test” refers to an eligibility criterion for certain publicly funded programs, 
including the Temporary Assistance for Needy Families Program (TANF) and Medicaid.  
Committee members did not formally discuss this issue, but a written recommendation was 
received for consideration of it.  This section briefly summarizes prior efforts of the committee 
concerning this issue, and it concludes with the committee’s recommendation. 
 
During the 1997-1998 Interim Period, members of the committee adopted a recommendation 
that was ultimately introduced to the 1999 Nevada Legislature as Assembly Bill 4.  This 
measure sought to prohibit the DHR from considering the assets of persons who apply for 
benefits from the Child Health Assurance Program, and it was not adopted by the Legislature.  
The bill had significant costs associated with its implementation, and testimony on the current 
recommendation indicated that those same estimates would apply to this recommendation.  
Therefore, a representative of the Welfare Division reported the estimated costs at $3.1 million 
for the first year of operation for Fiscal Year (FY) 2000, and $3.5 million in FY 2001.  These 
figures are “total dollars,” with 50 percent being Nevada’s cost and 50 percent being provided 
by the Federal Government. 
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Therefore, committee members recommend that a bill be drafted to: 
 

Require the Welfare Division, Department of Human Resources (DHR), to 
eliminate the assets test as a requirement for eligibility for pregnant women 
and children in the Nevada Medicaid Program.  Appropriate $3,530,387 for 
each year of the biennium to the Division of Health Care Financing and 
Policy, DHR, to implement this provision.   

 
C. CHILDREN’S HEALTH DATA 
 
With the advent of the Nevada Check-Up Program, there has been an increased demand for 
data that addresses children’s health.  This section discusses current data collection efforts 
concerning children, and it concludes with a recommendation to enhance these efforts. 
 
According to testimony presented to members of the committee, in 1996 the Annie E. Casey 
Foundation funded a project known as “Kids Count.”  This project was initiated as a national 
and state-by-state effort to track the status of children residing in the United States.  Nevada 
was the last state in the U.S. to gain entrance into the Kids Count network, which was an effort 
that was intended to provide policymakers and citizens with benchmarks of child well-being.  
Further, the project sought to enrich national, state, and local discussions concerning ways to 
secure the future for all children. 
 
In Nevada, Kids Count is a statewide, collaborative effort to develop, collect, analyze, present, 
and disseminate the best available data for the purpose of measuring economic, educational, 
physical, and social well-being of children in the state.  The Center for Business and Economic 
Research (CBER) of the University of Nevada, Las Vegas (UNLV), is the entity that is 
currently responsible for this project.  Additional partners of the project include: 
 
• The Cooperative Extension unit of the University of Nevada, Reno; 
 
• The School of Social Work located at UNLV; 
 
• The Title IV-B Family Support and Family Preservation Steering Committee of the 

Division of Child and Family Services (DCFS), DHR; and 
 
• The Nevada Kids Count Advisory Council. 
 
The 2000 Kids Count Data Book provides the community with a statistical portrait of the 
well-being of children in Nevada, and it contains:  
 
• Demographic data; 

• State to national comparisons; and 

• Selected Nevada trend data. 
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Further, the book focuses upon the following areas: 
 
• Early child care and education; 

• Economic well-being; 

• Regular education; 

• Juvenile justice; 

• Child safety; and 

• Health. 

In concluding testimony concerning this book and the data reported in it, an appeal was made 
to continue support of this project through the CBER.  Additional discussion noted that the 
research that is conducted as a result of this funding should attempt to identify existing services 
for children and whether there are waiting lists for such services. 
 
Consequently, committee members agreed to: 
 

Require the Center for Business and Economic Research (CBER), 
University of Nevada, Las Vegas, to compile primary data concerning the 
number of children in Nevada who do not have health insurance coverage, 
to prepare an analysis of the number of children who are unable to access 
services from government sponsored programs, and to publish the Kids 
Count Databook.  Appropriate $150,000 to the CBER for each year of the 
biennium to conduct the research and publish the book. 

 
Also, send a letter to the Board of Regents of the University and 
Community College System of Nevada, and the Governor indicating that 
the Kids Count Project should be a recurring part of the CBER’s base 
budget.   

 
D. AUTISM ISSUES 
 
Testimony indicated that individuals who have autism may be unable to receive services from 
certain state agencies because these individuals do not fit a certain category of disability that 
would make them eligible for such services.  Further, there is a need to coordinate services 
and ease the burden of accessing them.  Finally, it may be prohibitively expensive for parents 
or caregivers to pay for some services through private sector providers.  This section discusses 
a recommendation concerning these issues.   
 
Individuals advocating for this issue stated that autism currently affects one in 500 children, 
and it is the third most common developmental disability in the nation.  Funding relevant 
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services for these children will enable them to lead productive lives.  Further, establishing a 
system that makes available “development specialists” or “diagnostic centers” will enable 
better provision of services and will prevent parents and caregivers from having to search for 
services beyond their home towns or out of state to have a diagnosis made for their children. 
 
Testimony indicated that, due to the shortage of services and affordable interventions in 
Nevada, many autistic children and their families experience: 
 
• Financial hardship, which results in further stress on their familial relationships; 

• A lack of respite from the demands of raising an exceptional child; and 

• Unusually high rates of divorce and custody abdication. 

The mother of an autistic child explained that the number of autistic children in the state has 
been “greatly underestimated.”  Nationally, 15 in 10,000 births is the incidence rate for 
autism.  In her role as an advocate, she stated that she receives calls from people who are 
desperate to obtain services for their children.  She notes that the challenges faced by families 
today are unchanged from those she has faced in the past with her child. 
 
Discussions illustrated that for some children, 30 to 40 hours of therapy per week is needed for 
them to develop skills that will enable them to function in society, and some of these services 
may cost as much as $30,000 per month at $10 per hour for those sessions.  Although a 
department at the University of Nevada, Reno, administers a program, which is the “Lovass 
Program,” that has been helpful for some families, this program is highly dependant on 
payments from families for its support.   
 
Further, testimony indicated that it is important to keep autistic children in their homes; 
however, without appropriate interventions, many of these children may be institutionalized at 
a great cost to taxpayers.  Additional information was provided to committee members 
concerning the incidence of autism and services that are helpful in treating individuals who are 
afflicted with this disorder (Appendix F). 
 
Testimony also disclosed that the 1999 Legislature expanded the definition of mental 
retardation to include those individuals with a “related condition” such as autism.  
Representatives of the Division of Mental Health and Developmental Services (DMHDS) of 
the DHR noted that this expanded definition allows agencies of this division to provide services 
to individuals who have impaired adaptive behavior who need services similar to those 
provided for persons with mental retardation.  These services are provided through the 
Division’s “developmental program,” which provides services for both children and adults.  In 
addition to the mental health division, the DCFS provides mental health services for children 
and adolescents. 
 
As of January 26, 2000, the DMHDS was serving 111 individuals with autism - half of whom 
were children.  Further, about 10 percent of the Division’s clientele were children with autism.  
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Additionally, the 1999 funding allowed the Division to include programs and services for 
adults, but the focus of the Division’s funding involves family support services such as 
in-home training, supportive living programs for adults, and foster placement.   
 
The mother of an autistic child noted that her son’s autism was overlooked by a physician at 
the Special Children’s Clinic, Bureau of Family Health Services, Health Division of the DHR.  
She stated that initially her child was referred to a psychiatrist, and she subsequently went to 
the DCFS for assistance.  At that point, her child received a diagnosis of autism, but years of 
potential treatment were lost while her son received one referral after another until a diagnosis 
was finally made.   
 
Further testimony noted: 
 
• In 1998 there were 238 children labeled as having autism in Nevada.  Proponents of 

changing the delivery of autism services argue, however, that most children are not 
diagnosed with autism until the age of six when they enter school.   Therefore, the 
number of children with autism in the state is undercounted. 

• Pediatricians in the state may not have enough experience to adequately recognize the 
symptoms and therefore may be unable to identify children with autism.   

• The majority of people do not recognize symptoms of autism in young children, and the 
public also must be educated about the symptoms of autism so that earlier intervention 
might occur.  

Proponents conclude that if autistic children are diagnosed earlier and receive earlier 
intervention, their long-term institutional costs might be reduced.  In addition, the cost for 
special education programs might be reduced. 

Therefore, members of the committee recommend that a bill be drafted to: 
 

Create the Commission on Autism within the Division of Mental Health and 
Developmental Services, Department of Human Resources, and require the 
Commission to establish two Autism Centers for Excellence.  Appropriate $700,000 
to the Division for the establishment of the Commission and the two centers. 

 
E. HEALTH CARE ERRORS REPORTING 
 
Nursing representatives brought to the attention of committee members a report titled To Err is 
Human, from the Institute of Medicine (IOM), National Academy of Sciences.  The study, 
which was published on December 1, 1999, reviewed health care errors throughout the 
country.  Nursing representatives testifying to committee members asserted that one of the 
issues driving health care errors is poor staffing of medical facilities by trained nurses.  These 
nurses called for consideration of nurse staffing ratios in medical facilities.  Rather than move 
directly into mandating staffing ratios, however, committee members chose to conduct a more 



17 

thorough review of this issue.  Consequently, this section briefly discusses the IOM report, 
describes the activities of the Federal Government and other states in regard to health care 
errors reporting, and it concludes with the committee’s recommendation concerning this issue. 
 
According to an article, “Medical errors kill tens of thousands annually,” that summarized the 
findings of the IOM report, and that was published on November 30, 1999, on the Internet 
Web site www.cnn.com, more people die each year in the United States from health care 
errors than from highway accidents, breast cancer, or AIDS.  Further, the article summarized 
that between 44,000 and 98,000 people die each year because of mistakes by medical 
professionals.  As a result, on December 1, 1999, a published report urged the 
U.S. Government to set up a $100-million-per-year regulatory authority to monitor dangerous 
medical errors, and to force doctors to have regular competence checks.  This article also cites 
arguments that the IOM report underestimated the incidence of medical errors in U.S. medical 
facilities.  Others, however, argue that the numbers are inflated.6 
 
According to a report of the National Conference of State Legislatures (NCSL), in response to 
the IOM report, President Clinton issued an Executive Order on December 7, 1999, that 
established the Quality Interagency Coordination Task Force and directed the task force to 
report within 60 days with recommendations on whether the government should adopt IOM’s 
patient safety proposals (Appendix G). The task force reported to the President in mid-
February 2000. 
 

The NCSL notes that in response to the task force report, on February 22, 2000, 
President Clinton proposed to: 
 
• Create a Center for Quality Improvement in Patient Safety that will research and 

develop national goals on reducing medical errors; 

• Require every hospital participating in Medicare to implement patient safety 
programs; and 

• Require states to administer a mandatory medical errors reporting system to be phased 
in over three years. 

In addition to President Clinton’s proposal, three bills have been introduced in Congress 
in 2000, and a series of hearings in both the House and Senate have been held.  

Further, NCSL has identified at least 21 states that have adopted regulations or enacted laws 
since the early 1990s that address some aspect of reducing medical errors, including 
medication error reporting and quality improvement programs.  These states include:  
Colorado, Florida, Illinois, Indiana, Kansas, Kentucky, Louisiana, Massachusetts, Montana, 

                                          
6“Deaths Due to Medical Errors Are Exaggerated in Institute of Medicine Report” from the Journal of 

the American Medical Association, July 5, 2000, p. 93. 



18 

New Jersey, New York, North Carolina, Oklahoma, Pennsylvania, Rhode Island, 
South Carolina, South Dakota, Tennessee, Texas, Virginia, and Washington. 

Further, according to the National Academy for State Health Policy, 15 states require 
mandatory reporting from hospitals for “adverse events.”  These states are:  Colorado, 
Florida, Kansas, Massachusetts, Nebraska, New Jersey, New York, Ohio, Pennsylvania, 
Rhode Island, South Dakota, Tennessee, Texas and Washington.  Finally, six states (the 
District of Columbia, Georgia, New Mexico, North Carolina, Oregon, and Wyoming) have 
voluntary reporting of medical errors or adverse events. 

A representative from an association of nurses in the state indicated that there is no system in 
Nevada that would allow external reporting of medical errors in medical facilities.  
Additionally, there was debate before the committee concerning which state agency might 
ultimately take responsibility for overseeing medical error reporting and methods to ensure that 
medical facilities provide safer care for patients. 
 
Additional issues that were discussed concerning the prevention of medical errors in 
Nevada are: 
 
• A need to consider the shift assignments of health care workers;  

• The amount of training and experience that is given to new health care workers before 
they are given sole responsibility for patients; and 

• Whether nurses and other personnel are assigned to care for patients for which they 
have the most experience or training to provide adequate care. 

Testimony alleged that patients are being sent home “sicker,” and they are being sent home 
without the information they need to help them deal with their illnesses.  These factors may 
lead to re-hospitalization and higher costs for both the patient and hospital.   

Because of the numerous considerations concerning health care errors, committee members 
recommended a bill be drafted to: 
 

Require the Legislative Committee on Health Care to appoint a 
subcommittee to develop a mandatory health care errors reporting system. 

 
 

IV.  ADDITIONAL ISSUES 
 
In addition to the bills that were requested for introduction and discussion to the 2001 Nevada 
Legislature, committee members specified their support for other issues that members 
discussed during the 1999-2000 interim period.  These issues include eliminating waiting lists 
for existing Medicaid waiver programs; providing effective personal care assistant services and 
personal care assistant for the disabled services; accessing the total amount of federal funding 
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that is available to the state to provide health insurance coverage to children through the 
Nevada Check-Up Program; complying with federal directives to ensure that persons who lose 
cash assistance, pursuant to the TANF Program, do not lose Medicaid coverage; and ensuring 
that persons who are disabled are not institutionalized if their physicians specify that their 
condition does not require institutional placement.  This section summarizes the position of 
committee members concerning these issues. 
 
A. Waiting Lists 
 
A key Medicaid issue concerns the use of waiting lists for Medicaid waiver services.  
According to testimony to committee members, the Division of Health Care Financing and 
Policy of the DHR has a long-standing policy of using waiting lists when the approved number 
of “slots” are full in the Medicaid waivers that are administered by the Division.  Members of 
the Legislative Committee on Health Care discussed waiting lists for waiver services in the 
1997-1998 interim period, and the use of such lists continues to be an issue that is of concern 
to consumers, their families, and members of the Legislature.  This section briefly discusses 
this issue.   
 
According to testimony, in one particular Medicaid waiver, which is a waiver for the 
physically disabled, the DHCFP currently serves 125 individuals, and the waiting list consists 
of approximately 160 people.  The only method to move up on the waiting list is when a 
vacancy occurs, and vacancies often occur only in the event of the death of an individual who 
was receiving services.  Testimony expressed concern that the DHR has been “treading water” 
with this issue, and no progress has been made to rectify the waiting list problem.  Further, it 
was asserted that a court of law would most probably deem this style of problem solving as 
inappropriate and would likely find against the state if the matter were pursued through legal 
avenues.  Proponents of eliminating waiting lists assert that services for which a person is 
eligible are effectively being denied to him by establishing waiting lists rather than providing 
him the services.   
 
Therefore,  
 

The Division of Health Care Financing and Policy, Department of Human 
Resources, is encouraged to eliminate the waiting lists for existing Medicaid 
waiver programs, including the Community Home-based Initiatives 
Program, the Physically Disabled Waiver Program, and the Intermediate 
Care Facilities for the Mentally Retarded Waiver, by seeking funding from 
the Nevada Legislature for the 2003-2004 biennium.   

 
B. Institutionalization of Persons who are Disabled 
 
Members of the committee heard discussion about a court case, 
Olmstead v. L.C. ex rel. Zimring, 119 S.Ct. 2176 (1999), referenced as “Olmstead” in the 
following text, which has the effect of requiring a comprehensive plan for providing services to 
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disabled persons primarily to prevent them from being placed in institutional settings.  This 
section provides a discussion of these issues. 
 
One speaker indicated that states must develop a “comprehensive, effectively working plan for 
the placement of qualified mentally disabled people into a less restrictive setting.”  The speaker 
noted, however, that since the Olmstead decision was based on the Americans with Disabilities 
Act, which was created to protect individuals with “all disabilities,” the Medicaid State Plan 
should include, not exclude, individuals with physical disabilities as well.  Another speaker 
noted that the decision applies to individuals who are being “assessed for possible 
institutionalization.” 
 
In addition, testimony indicated that HCFA has provided states guidance concerning the 
implementation of Olmstead.  The key to this guidance is that states should develop a plan to 
increase access to community-based services. 
 
In response to assertions that key agencies of the State of Nevada may not have an adequate 
plan in place, state agency staff testified that they continue to approach the Nevada Legislature 
for funding of services to meet the obligations of Olmstead.   
 
As a result of these discussions, members wish to: 
 

Encourage the Department of Human Resources to take all reasonable 
steps to comply with the Olmstead v. L.C. ex rel. Zimring, 119 S.Ct. 2176 
(1999), court decision for the purpose of ensuring that a person who is 
disabled is not institutionalized if his physician specifies that his condition 
does not require institutional placement. 

 
C. Personal Care Assistance 
 
Another recurring issue with members of the committee and consumers of services for the 
disabled concerns “personal care assistant” (PCA) services.  This section briefly discusses this 
issue. 
 
Members of the Legislative Committee on Health Care and the full Nevada Legislature have 
previously discussed issues concerning the use and availability of personal care assistant 
services.  At five of its first six meetings, members of the committee heard testimony 
concerning the following points: 
 
• Workers’ compensation insurance coverage; 

• Revisions in the delivery of PCA services in the Nevada Medicaid Program; and 

• Public hearings concerning proposed regulations of the Nevada Medicaid Program. 
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Therefore,  
 

The Division of Health Care Financing and Policy, Department of Human 
Resources, is encouraged to provide effective personal care assistant 
services and personal care assistant for the disabled services pursuant to 
suggestions that have been provided to the Division during the course of 
public hearings concerning regulations that govern these services. 
 

D. Nevada Check-Up Program 
 
Another issue for which recurrent discussions have been brought before members of the 
committee relates to the Nevada Check-Up Program.  Although one formal recommendation 
was adopted concerning this program, other concerns were expressed to members.  This 
section briefly discusses those other issues. 
 
Children’s advocates testified that the Nevada Check-Up Program was unable to use the full 
amount of federal funding that was available to the state to provide insurance for low-income 
children.  These individuals expressed their opinions that one of the reasons federal funding 
will go unused is that outreach and marketing efforts for the program have been inefficient.  
Further, some individuals asserted that the Division is unable to process applications in a 
timely manner because a sufficient number of staff has not been hired to process the 
applications and enrollment forms.  Finally, children’s advocates appealed to members of the 
committee to revise the eligibility criteria for the program to enable more children to qualify 
for its benefits. 
 
Therefore,  
 

The Division of Health Care Financing and Policy, Department of Human 
Resources, is encouraged to access the total amount of federal funding that 
is available to the state to provide health insurance coverage to children 
through the Nevada Check-Up Program by: 

 
1. Hiring a sufficient number of personnel to process applications for 

the Nevada Check-Up Program; 

2. Revising the Division’s existing outreach efforts for the program; 

3. Expanding the Division’s marketing campaign; and  

4. Eliminating the six-month waiting period between a child’s loss of 
health insurance coverage and eligibility for coverage by the 
Nevada Check-Up Program. 



22 

E. Medicaid and the Temporary Assistance for Needy Families Program 
 
Members of the committee were asked to examine whether persons who were discontinued 
from the TANF Program lost their Medicaid coverage.  This section discusses this issue. 
 
According to testimony, some persons who are no longer eligible for TANF benefits are still 
eligible for health care coverage from the Nevada Medicaid Program.  It was alleged that some 
of these persons actually lost their coverage despite the fact that they should have remained 
eligible.   
 
In response to these assertions, a representative of the Welfare Division indicated that Division 
staff has undertaken efforts to prevent certain recipients of TANF benefits from losing their 
Medicaid coverage.  Further, if Division staff were able to confirm that a person lost this 
coverage but was still eligible for the benefit, the recipient would be reinstated.  Methods for 
determining whether individuals and families lost their Medicaid coverage include the 
following points: 
 
• Providing a “notice of decision” that explains the reason for a scheduled termination, 

which is routinely sent to the family at least 13 days prior to their termination date.  
The notice also provides the opportunity for a hearing and continued benefits should the 
family disagree with the reason for termination.  

• Using the Division’s new automated management information system, called Nevada 
Operations Multi Automated Data Systems, or NOMADS, to search through all 
Medicaid eligibility categories using the latest case data to determine a person’s 
Medicaid eligibility when he does not meet the TANF requirements for assistance.  In 
the event that a family is scheduled for termination from TANF assistance, the 
NOMADS determines each person’s eligibility for other programs. 

Based on the activities of Welfare Division staff, it was determined that some families were 
inadvertently missed in the eligibility testing and subsequently were not provided with their 
Medicaid coverage.  These individuals include a small percentage of women who were not 
pregnant and some older children.   
 
Testimony indicated that the Division is taking the necessary steps to reenroll these individuals 
into the Medicaid program.  However, the method of reenrollment was still under discussion at 
the time of the presentation to the committee.  
 
Additionally, two categories of children were subject to termination of their Medicaid benefits 
because of changes in federal law.  The categories include children who:  (1) became ineligible 
for Supplemental Security Income (SSI) due to the 1996 change in the SSI disability rules and 
who were terminated from Medicaid without consideration of their eligibility pursuant to 
provisions of the Balanced Budget Act; or (2) were terminated without a proper 
redetermination including an ex parte review.  The methods of reviewing their eligibility 
include: 
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• Reviewing names on a list that was provided to Division staff by representatives of the 

Social Security Administration.  The list was forwarded to the Division’s field staff 
with instructions to restore Medicaid eligibility on a retroactive basis to the termination 
date for each individual named on the list. 

• Use of a less stringent disability standard as a result of a recent finding from a “federal 
certification visit.” 

Therefore, 
 

The Welfare Division, Department of Human Resources, is encouraged to 
comply with federal directives to ensure that persons who lose cash 
assistance, pursuant to the Temporary Assistance for Needy Families 
Program, do not lose Medicaid coverage.  Further, the Division is 
encouraged to locate and assist persons who have lost such coverage for the 
purpose of reestablishing the coverage. 

 
 

V.  CONCLUSION 
 
This report presents a summary of bill drafts that were requested by committee members for 
discussion before the 2001 Nevada Legislature.  In addition, the report provides information 
identifying other issues that were addressed during the Interim.  Persons wishing to have more 
specific information concerning these documents may find it useful to review the meeting 
minutes and exhibits for each of the meetings of the committee. 
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APPENDIX A 
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APPENDIX C 
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APPENDIX D 
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APPENDIX E 
 

“Ticket To Work” Bill 
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APPENDIX F 
 

Autism Statistics 
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APPENDIX G 
 

Summary of Patient Safety Proposals 
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APPENDIX H 
 

Suggested Legislation 
 

(The bill draft requests are not available as of this publication date.) 
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