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SUMMARY OF RECOMMENDATIONS 
 
This summary presents the recommendations approved by the Legislative Committee on 
Health Care (Nevada Revised Statutes 439B.200) at its April 23, August 22, and October 28, 
2002, meetings.  The committee submits the following proposals to the 72nd Session of the 
Nevada Legislature: 
 
Emergency Room Diversion 
 
1. Require certain hospitals to charge a reduced rate for emergency hospital 

admissions that occur when a patient is transported to a hospital with which their 
insurance company is not contracted because of diversion from a contracted 
hospital.  (BDR 40–679) 

 
2. Amend Chapter 458 of Nevada Revised Statutes (NRS) to include provisions that 

require peace officers to place an individual under the influence of drugs in civil 
protective custody when the individual is unable to exercise care of his health or 
safety, or the health or safety of other persons.  Additionally, amend Chapter 433 of 
NRS to allow certain persons who are mentally ill to be transported directly to a 
mental health facility without examination by a licensed physician, physician 
assistant, or an advanced practitioner of nursing.  The Division of Mental Health 
and Developmental Services, Nevada’s Department of Human Resources (DHR), 
and Health Division, DHR, shall develop an algorithm to guide in determining 
individuals who safely may be transported directly to a mental health facility 
without certain medical screening.  (BDR 39–745) 

 
3. Provide an appropriation of $681,810 for each year of the biennium to WestCare to 

establish a mental health screening and stabilization component to a substance abuse 
community triage center.  (BDR S–678) 

 
4. Transmit a letter to Assemblywoman Sheila Leslie expressing support for her bill 

draft to fund specialty courts, particularly mental health courts.  (The Assembly 
Committee on Judiciary requested the drafting of this measure; therefore, the letter of 
support was addressed to the chairman of the Assembly Committee on Judiciary.) 

 
5. Transmit a letter to urgent care facility administrators informing them of the 

emergency room diversion problem and encouraging the facilities to work together 
with emergency medical services in their respective communities to resolve the issue, 
including consideration of coordinating their hours of operation with peak 
911 times. 
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Licensure of Certain Mobile Medical Facilities 
 
6. Require the exemption of certain mobile medical facilities that are operated by 

medical facilities accredited by the Joint Commission on Accreditation of Healthcare 
Organizations or the American Osteopathic Association from licensure by the State 
Board of Health, DHR.  (BDR 40–744) 

 
Access to Health and Human Services Providers and Information 
 
7. Adopt a resolution expressing the Legislative Committee on Health Care’s support 

for the development of the abbreviated telephone code 2-1-1 within the State of 
Nevada.  The abbreviated code will provide free access to health and human services 
information and referrals on a local and national level.  (BDR R–680) 

 
8. Provide an appropriation of $6,775,000 for the first year of the biennium and 

$4,450,000 for the second year of the biennium to the University of Nevada School 
of Medicine to expand its Rural Obstetrical Access Program.  The expansion effort 
shall include provisions to encourage minorities to pursue careers in the health care 
field; and further, the list of data to be collected shall include information on public 
health programs such as Healthy Kids and Nevada Check Up.  (BDR 40–743) 

 
Indigent Care Costs and Disproportionate Share Hospital Payments 
 
9. Amend NRS 422.380 through 422.390, which currently authorizes payment of 

certain hospitals for treatment of Medicaid, indigent, and other low-income 
patients, to revise the methodology and distribution of disproportionate share 
hospital payments and intergovernmental transfers as outlined in the Report on 
Indigent Care Costs and Disproportionate Share developed pursuant to Senate 
Bill 377 (Chapter 598, Statutes of Nevada 2001).  (BDR 38-746) 

 
Antibiotic Resistance Awareness Program 
 
10. Adopt a resolution expressing the Legislative Committee on Health Care’s support 

for Nevadans for Antibiotic Awareness in its effort to reduce the rate of antibiotic 
resistance through public education, provider education, promotion of increased 
adherence to infection control practices, and the development of a surveillance plan 
for tracking resistance rates and prescribing practices.  (BDR R–681) 

 
Long-Term Strategic Health Care Plans 
 
11. Adopt a resolution expressing the Legislative Committee on Health Care’s support 

for the long-term strategic health care plans developed by the Department of 
Human Resources regarding senior services, rural health, persons with disabilities, 
and provider rates pursuant to Assembly Bill 1 (Chapter 3, Statutes of Nevada 
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2002 Special Session).  The resolution should include language urging the continuous 
allotment of 10 percent of the tobacco settlement funds that are designated to 
address the needs of disabled persons for the purpose of:  (a) home and 
environmental modifications and assistive technology to allow community access, 
independent living, or return from institutional care; (b) permanent funding of the 
state’s positive behavioral support program; and (c) respite for families providing 
primary care to a severely disabled family member.  The resolution should also 
include language conveying the committee’s support for establishing permanent 
long-term funding, which may be a percentage of liquor tax revenue, for chronic 
public inebriate and mental health services.  (BDR   –742) 

 
Detection and Control of Certain Diseases 
 
12. Amend Chapters 439 and 441A of NRS, which currently authorize certain agencies 

and officers of the state and local governments to quarantine and isolate persons in 
certain circumstances, to specifically authorize these agencies and officers to 
quarantine and isolate a group of persons if necessary.  Additionally, amend NRS to 
include due process protections for persons who are quarantined or isolated.  
Further, require the State Board of Health, DHR, to develop a syndromic reporting 
and active surveillance system to monitor public health in this state.  The syndromic 
reporting and active surveillance system shall be implemented during certain major 
events or when determined appropriate and necessary by the district health officer 
in a district, or his designee, or if none, the State Health Officer, or his designee.  
The State Board of Health is further required to adopt regulations to carry out the 
system.  (BDR 40-677) 
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REPORT TO THE 72ND SESSION OF THE NEVADA LEGISLATURE BY THE 
LEGISLATIVE COMMITTEE ON HEALTH CARE 

 
 

I.  INTRODUCTION 
 
The Legislative Committee on Health Care, in compliance with Nevada Revised Statutes 
(NRS) 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 2002-2003 legislative interim period, the committee met nine times at meeting sites 
alternating between Carson City and Las Vegas, Nevada.  All public hearings were conducted 
through simultaneous videoconferences. 
 
The members conducted four work sessions in which they adopted 12 recommendations.  The 
recommendations address the following topics:  (a) emergency room diversion; (b) licensure of 
certain mobile medical facilities; (c) access to health and human services providers and 
information; (d) indigent care costs and disproportionate share payments to hospitals; (e) an 
antibiotic resistance awareness program; (f) long-term strategic health care plans; and 
(g) detection and control of certain diseases. 
 
In addition, a number of recommendations for bills and 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 the development of a system for reporting medical errors and the 
availability of inpatient medical care and long-term care to individuals with mental illnesses or 
disorders such as Alzheimer’s disease and dementia. 
 
Senator Raymond D. Rawson served as the chairman of the committee, and Assemblywoman 
Ellen M. Koivisto served as the vice chairman.  Other legislative members of the committee 
during the 2001-2002 interim included: 
 

Senator Bernice Mathews 
Senator Maurice E. Washington 
Assemblywoman Merle A. Berman 
Assemblywoman Bonnie Parnell 
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Legislative Counsel Bureau staff services were provided by: 
 

Marsheilah D. Lyons, Senior Research Analyst 
Marjorie Paslov Thomas, Senior Research Analyst 
Leslie K. Hamner, Principal Deputy Legislative Counsel 
Susan Furlong Reil, Principal Research Secretary 
Gayle Nadeau, Senior Research Secretary 

 
 

II.  REVIEW OF COMMITTEE FUNCTIONS 
 
The primary responsibilities of the committee are established pursuant to 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: 
 
• 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 Nevada’s Department of Human Resources (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 meetings of the committee.  This section provides 
background information and discusses only those issues for which the committee made 
recommendations.  These issues relate to emergency room diversions, licensure of certain 
mobile medical facilities, access to health and human services providers and information, 
indigent care and disproportionate share payments to hospitals, antibiotic resistance awareness, 
long-term strategic health care plans, and detection and control of certain diseases. 
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A. EMERGENCY ROOM DIVERSION 
 
Pursuant to Senate Bill 484 (Chapter 292, Statutes of Nevada 2001), the committee studied 
emergency room diversions.  Emergency room diversion occurs when an emergency room is 
full and can no longer safely accept additional patients.  When this occurs, a hospital is placed 
on “divert” status.  When a hospital is on divert, ambulances are redirected from that hospital 
emergency room to another hospital.  The study included a review of:  (1) the causes of 
diversions; and (2) the effect of diversions on the delivery of health care services to patients in 
this state and the costs of health care incurred by patients and employers in this state. 
 
Areas related to emergency room diversions for which recommendations are presented 
specifically relate to insurance payments for certain emergency admissions, patients who have 
a mental illness or are publicly inebriated and are frequently transported to emergency rooms, 
and urgent care facilities. 
 
Additionally, testimony was presented which indicates the serious business implications 
overcrowded emergency rooms and divert have on emergency medical service (EMS) 
providers who transport patients to emergency rooms.  Advocates for emergency medical 
response personnel testified that the largest cost for any EMS provider is staffing.  Citing 
subsection 1(c) of Nevada Administrative Code (NAC) 450B.450, it was indicated that the 
transfer of care from ambulance provider to the regular staff of the hospital may take several 
hours.  During this time, the emergency service providers are responsible for providing the 
needed care.  This impacts the number of calls emergency transport personnel are able to 
respond to.  However, delays such as those mentioned impact an ambulance company’s 
response time.  The response time standards for 911 calls are approximately nine minutes.  
When unable to meet the response time standard, a penalty is assessed against the ambulance 
company.  One company testified to having spent $180,000 on response time penalties during 
2001.  Of these, 40 percent were directly related to having crews delayed in hospital 
emergency rooms rather than being able to respond to additional calls. 
 
According to testimony, emergency room diversion initially only occurred in the Clark County 
area on a seasonal basis; however, within the last several years, it has become a daily 
occurrence within the Clark County EMS system.  Although, not to the extent of 
Clark County, presenters indicated that emergency room diversions were also occurring at 
greater levels in the northern Nevada area, particularly Washoe County.  Several items were 
presented as being attributable to the increase in diversions.  Among them are: 
 
• Population growth in metropolitan areas (such as Clark and Washoe Counties); 
 
• Lack of qualified medical staff; 
 
• Decreasing number of hospitals and emergency departments; 
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• Implementation of certain federal requirements such as the Consolidated Omnibus Budget 
Reconciliation Act (COBRA) and the Emergency Medical Treatment and Active Labor 
Act (EMTALA); 

 
• Seasonal disease fluctuations such as the annual influenza epidemic; 
 
• Increasing number of seriously ill patients; and 
 
• Lack of specialty care resources and services to address individuals who are publicly 

inebriated, mentally ill, or have disorders such as Alzheimer’s disease and dementia. 
 
1. Insurance Coverage for Certain Emergency Admissions 
 
Testimony indicated that health plans and insurers establish contracts with physicians, 
hospitals, and other providers at agreed upon rates to allow access to care at projected costs.  
Due to emergency room diversions, patients are sometimes diverted from a hospital with which 
the insurer is contracted to a noncontracted hospital.  When an emergency inpatient admission 
to a noncontracted hospital occurs, substantially higher charges are billed (referred to as 
“billed charges”).  Statistics were provided which indicated that billed charges for admissions 
to a noncontracted hospital due to emergency room diverts were more than three times the 
charges generally paid to contracted facilities. 
 
Persons who testified emphasized the adverse effect these unpredictable costs have on the 
insured population.  Specifically, it was indicated that divert has led to an increase in 
premiums to cover the unexpected expenses.  To account for such increases in costs, large 
employers may require employees to pay higher premiums, deductibles, coinsurance, and 
copayments; and smaller employers are reducing benefits, shifting costs to employees, or 
eliminating health care coverage altogether. 
 
Information was provided regarding Medicare and Medicaid programs and federal legislation, 
which requires noncontracted hospitals and physicians to accept established rates for 
emergency room admissions and services.  It was emphasized that prescribing a reasonable rate 
to be paid to a noncontracted hospital for admissions (due to a diversion from the patient’s 
contracted hospital) would greatly increase an insurer’s ability to project and contain costs. 
 
Representatives of the hospital industry testified to the complexity of the divert issue and 
reiterated that a multitude of factors contribute to the problem.  Emphasizing rapid growth in 
metropolitan areas (particularly Clark County), uninsured and underinsured individuals 
utilizing hospital emergency departments for primary care, a shortage of health care 
professionals, and a lack of long-term care and psychiatric facilities, it was argued that 
hospitals are not the cause of divert.  As such, it was indicated that hospitals should not be 
required to carry a greater share of the fiscal impact of the problem than other involved 
industries. 
 



5 

Continuing, hospital representatives stressed that the hospital industry has contributed 
significantly to address the divert problem including the following: 
 
• Clark County has opened three new hospitals in the last seven to ten years to address 

space availability. 
 
• Every major hospital in Clark County, including two of the three new hospitals, has 

undergone renovation and/or expansion to better accommodate patient demands. 
 
• A number of urgent care centers have been opened. 
 
• Nevada hospitals are funding expansion of four University and Community College 

System of Nevada nursing programs in an effort to relieve the health care professional 
staffing shortages. 

 
• Clark County hospitals are raising funds to help implement the new Nevada State College 

nursing program so it can begin in 2002 rather than 2003. 
 
• Nevada hospitals are spending $2 million annually on recruitment and $1.5 million on 

retention for licensed health care professionals. 
 
• Nevada hospitals also work with more than 22 temporary employment agencies to fill 

staffing needs, spending $4 million annually, a cost much greater than if licensed health 
care professionals could be hired. 

 
The chairman concluded that an intermediate solution was necessary to contain certain costs of 
health care premiums as the committee and local authorities continue in their efforts to address 
the larger issue of emergency room diversion.  Consequently, additional legislation is deemed 
necessary to delineate:  (a) rates to be paid to noncontracted hospitals for admissions (due to a 
diversion from the patient’s contracted hospital); (b) insurers that are eligible to provide 
reimbursement at the prescribed rate; and (c) hospitals to which this set rate will be applicable. 
 
Based on testimony presented, the members agreed to have a bill drafted to: 
 

Require certain hospitals to charge a reduced rate for emergency hospital 
admissions that occur when a patient is transported to a hospital with which 
their insurance company is not contracted because of diversion from a 
contracted hospital.  (BDR 40–679) 
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2. Mental Health, Substance Abuse, and Public Inebriate Issues 
 
According to testimony, lack of specialty care resources and services for individuals with 
mental illness exacerbate the divert situation.  Subsection 1(a) of NRS 433A.165 requires that 
before an allegedly mentally ill person may be transported to a public or private mental health 
facility, he must first be examined by a licensed physician, physician assistant, or an advanced 
practitioner of nursing to determine whether the person has a medical problem, other than a 
psychiatric problem, which requires immediate treatment.  Testimony asserted that at the time 
of the adoption of this provision, hospitals possessed the resources necessary to carry out the 
task; however, as the population (and the percentage of mentally ill) drastically increased, 
hospitals have found it progressively more difficult to medically clear and transfer the patient 
to an appropriate mental health facility.  It was indicated that the increase of mentally ill 
patients seeking treatment in emergency rooms is due to inadequate community support 
services available for this population.  Additionally, the ability to transfer a patient from an 
emergency room to a mental health facility is hampered by extremely limited psychiatric 
emergency services and acute care psychiatric placement options. 
 
Testimony provided by the Administrator of the Division of Mental Health and Developmental 
Services, DHR, indicated that Psychiatric Emergency Service Units are comprised of 
two separate and distinct programs.  The first is the psychiatric ambulatory services (PAS) and 
the second is the psychiatric observation unit (POU).  These two programs are staffed with 
mental health technicians, psychiatric nurses, psychiatrists, psychologists, and social workers.  
The PAS programs at Southern Nevada Adult Mental Health Services (SNAMHS) and 
Northern Nevada Adult Mental Health Services (NNAMHS) are the ports of entry for 
individuals seeking voluntary psychiatric assistance.  In emergencies, staff is drawn from the 
psychiatric hospitals.  Noting items such as lack of bed space and staffing shortages, it was 
further stated that the ability of SNAMHS to manage the volume of emergency referrals had 
been exceeded, causing delays in timeliness of service for some of the hospital’s patients. 
 
Emergency transporters and law enforcement officials emphasized the impact of limited 
placement options and follow-up care or treatment for persons who are chronic public 
inebriates (CPIs) or mentally ill.  According to testimony, emergency responders are required 
by law to transport mentally ill persons to hospital emergency rooms for full medical 
clearance.  In addition, agencies also transport CPIs to hospital emergency rooms for medical 
clearance.  Such individuals sometimes remain in hospital emergency room beds for extended 
periods until they become sober or can be transferred to a mental health treatment center, if 
appropriate.  In the meantime, rescue personnel and police must wait hours in hospital 
emergency rooms for these patients. 
 
It was indicated that a vast number of CPIs and mentally ill persons are indigent and are 
frequently released from hospital emergency rooms without receiving certain follow-up care or 
treatment.  These individuals continue to cycle through the criminal justice and health care 
systems.  To address certain facets of this issue, mental health advocates and certain members 
of law enforcement noted the success of mental health courts.  It was indicated that statute 
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currently authorizes the creation of mental health courts and that a successful pilot project is 
presently being operated in Washoe County without funding.  Proponents point out that mental 
health courts would offer a means of identifying persons entering the criminal justice system 
because of mental health issues.  It was further emphasized that such a court would operate 
around the same principles currently being utilized by the drug court to decrease recidivism.  
Testimony indicated that proposed legislation was forthcoming that would require funding for 
mental health courts in both Clark and Washoe Counties and the committee was urged to write 
a letter in support of such a measure. 
 
Testimony further indicated that the cost for providing care to CPIs and mentally ill patients in 
hospital emergency room beds is the most expensive care provided.  It was noted that the cost 
of detoxification services varied from $1,500 per visit for treatment in a hospital emergency 
department to $130 per day for care received at WestCare.  It was further indicated that the 
estimated cost of care provided to psychiatric patients presented at hospital emergency 
departments has increased significantly in the past three years, from $3,330,356 in 1999 to 
$9,292,976 in 2001. 
 
Continuing testimony emphasized the need to establish a crisis triage center to evaluate persons 
in crisis regardless of the initial assessment, which may be among other things, alcohol abuse, 
dementia, or drug misuse.  Additionally, it was indicated that providing emergency personnel 
with the option of transporting patients who meet specific criteria directly to the state mental 
health hospital or other qualified facility for treatment would greatly reduce the number of 
individuals with such disorders in emergency room beds for extended periods of time.  A 
representative of the Division Health Care Financing and Policy, DHR, indicated that federal 
laws related to Medicaid and Medicare prohibit payment for such transports at the same level 
as transports to hospital emergency rooms. 
 
After considering several proposals on this topic, members of the committee adopted the 
following recommendations: 
 

Amend Chapter 458 of Nevada Revised Statutes (NRS) to include provisions 
that require peace officers to place an individual under the influence of 
drugs in civil protective custody when the individual is unable to exercise 
care of his health or safety, or the health or safety of other persons.  
Additionally, amend Chapter 433 of NRS to allow certain persons who are 
mentally ill to be transported directly to a mental health facility without 
examination by a licensed physician, physician assistant, or an advanced 
practitioner of nursing.  The Division of Mental Health and Developmental 
Services, Nevada’s Department of Human Resources (DHR), and 
Health Division, DHR, shall develop an algorithm to guide in determining 
individuals who safely may be transported directly to a mental health 
facility without certain medical screening.  (BDR 39–745) 
 



8 

Provide an appropriation of $681,810 for each year of the biennium to 
WestCare to establish a mental health screening and stabilization 
component to a substance abuse community triage center.  (BDR S–678) 
 
Transmit a letter to Assemblywoman Sheila Leslie expressing support for 
her bill draft to fund specialty courts, particularly mental health courts.  
(The Assembly Committee on Judiciary requested the drafting of this measure; 
therefore, the letter of support was addressed to the chairman of the Assembly 
Committee on Judiciary.) 

 
3. Urgent Care Facilities 
 
Information presented by EMS providers indicated that many minor injuries and illnesses could 
be treated at urgent care centers.  The committee was urged to expand the facilities that are 
authorized to accept emergencies to include urgent care centers.  As with transporting patients 
directly to a mental health facility, representatives of the Division of Health Care Financing 
and Policy indicated that federal laws related to Medicaid and Medicare prohibit payment for 
such transports at the same level as transports to hospital emergency rooms. 
 
Testimony indicated that many urgent care facilities are closed during peak 911 hours, which 
range from afternoon until late evening.  It was further emphasized that patients who might 
otherwise seek care at urgent care facilities are referred to hospital emergency rooms.  The 
committee was urged by representatives of the EMS system to draft a letter informing urgent 
care facility administrators of the emergency room diversion problem and encouraging the 
facilities to work together with EMS providers in their respective communities to resolve this 
issue, including consideration of coordinating their hours of operation with peak 911 times. 
 
Upon consideration of the recommendations related to urgent care facilities, the committee 
agreed to: 
 

Transmit a letter to urgent care facility administrators informing them of 
the emergency room diversion problem and encouraging the facilities to 
work together with emergency medical services in their respective 
communities to resolve the issue, including consideration of coordinating 
their hours of operation with peak 911 times. 

 
B. LICENSURE OF CERTAIN MOBILE MEDICAL FACILITIES 
 
Testimony indicated that Senate Bill 483 (Chapter 291, Statutes of Nevada 2001) required the 
State Board of Health, DHR, to license mobile medical facilities and facilities for refractive 
laser surgery.  It was indicated that the intent of this measure was to exempt certain mobile 
medical facilities that were operated by the Joint Committee on Accreditation of Health Care 
Organizations (JCAHO).  Testimony emphasized that these mobile medical units provide basic 
primary care and preventative services to underserved populations and outlying rural areas. 
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Further testimony indicated that a certain mobile medical facility worked with the Bureau of 
Licensure and Certification, Health Division, DHR, to request variances.  However, due to the 
mandates in statute, such variances were unavailable.  Additionally, several areas were cited as 
being potential impediments to continuing certain mobile medical programs at their current 
levels of service with the present licensure requirements.  They are as follows: 
 
• Flexibility—Because dental offices are not included in the definition of medical facilities, 

they are not subject to the regulations required under S.B. 483.  However, if such mobile 
units are used for medical purposes, such as providing immunizations or counseling 
services, they will be subject to the regulations required under S.B. 483. 

 
• Record-Keeping—Record-keeping must comply with standards of practice.  In addition, 

it must meet JCAHO standards and serum provider requirements.  However, regulations 
developed pursuant to S.B. 483, which would require physically maintaining patient 
records would be difficult to accomplish in certain partnership situations.  When certain 
mobile medical providers work in partnership with public health agencies, the 
responsibility for maintaining records is shared.  In these instances, mobile health 
records are kept by those providing the service in the mobile unit, which in most 
instances are local public health authority officials (as opposed to being the proprietors of 
the mobile medical facility). 

 
The chairman and members determined that compliance with the regulations developed 
pursuant to S.B. 483 would decrease the current level of service provided by mobile medical 
facilities that make available preventative and primary care service.  The committee further 
recognized that S.B. 483 was developed to regulate certain surgical procedures, and was not 
developed because of concerns regarding the preventative and primary care services being 
provided. 
 
Therefore, committee members recommended that a bill be drafted to: 
 

Require the exemption of certain mobile medical facilities that are operated 
by medical facilities accredited by the Joint Commission on Accreditation of 
Healthcare Organizations or the American Osteopathic Association from 
licensure by the State Board of Health, DHR.  (BDR 40–744) 

 
C. ACCESS TO HEALTH AND HUMAN SERVICES PROVIDERS AND 

INFORMATION 
 
1. Abbreviated Calling Code 2-1-1 
 
Testimony indicated that the Federal Communications Commission designated 2-1-1 for 
national three-digit access to health and human services information and referrals.  It was also 
indicated that with a myriad of social service organizations and programs, individuals 
(particularly those in stressful situations) are not always aware of the resources available to 
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assist them.  Designating 2-1-1 would provide one number for individuals to call to receive 
appropriate assistance and referrals.  Additionally, 2-1-1 builds on the existing infrastructure 
allowing social service organizations an opportunity to participate in more centralized human 
services access programs.  It was further indicated that the endorsement of the Public Utilities 
Commission of Nevada is essential to the development of the 2-1-1 concept. 
 
Finally, it was indicated that the 2-1-1 concept has been considered as an opportunity to 
provide a single point of entry into the State of Nevada’s Department of Human Resources 
(and other human services).  It was emphasized that a single point of entry system for DHR 
would be beneficial.  Proponents reiterated that the 2-1-1 national system has not been 
developed as a state programs administrative system, but rather for information, referral, and 
crisis situations only. 
 
Subsequently, committee members agreed to: 
 

Adopt a resolution expressing the Legislative Committee on Health Care’s 
support for the development of the abbreviated telephone code 2-1-1 within 
the State of Nevada.  The abbreviated code will provide free access to health 
and human services information and referrals on a local and national level.  
(BDR R–680) 

 
2. Obstetrical and Gynecological Access Program 
 
Testimony indicated that there was a lack of affordable medical malpractice insurance for 
obstetricians and gynecologists (OB/GYNs) in Nevada, which is negatively affecting the 
number of physicians practicing in these fields.  In an effort to address this problem, the 
Clark County Obstetric and Gynecological Task Force was developed by the Board of Trustees 
of University Medical Center of Southern Nevada (UMC).  The Task Force was responsible 
for developing and evaluating potential solutions to the lack of affordable medical malpractice 
insurance for OB/GYNs.  It was indicated that the task force discussed a variety of potential 
solutions, which include:  (a) creating a liability compensation fund; (b) providing in-state 
training for OB/GYNs; (c) establishing a subsidy with a sunset provision; and (d) requiring 
physicians who utilize the subsidy to increase their participation in state-funded health care 
programs such as Baby Your Baby and Medicaid. 
 
A representative of the University of Nevada School of Medicine (UNSOM) Center for 
Education and Health Services Outreach provided the committee with a draft proposal to 
expand the UNSOM’s Rural Obstetrical Access Program.  In summarizing the background of 
the existing program and the proposed expansion, the following points were emphasized: 
 
• The UNSOM’s Rural Obstetrical Access Program was first authorized in 1991.  The 

program was originally intended to subsidize the differential cost of malpractice 
insurance for family practitioners delivering prenatal care and for OB/GYN physicians.  
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Before operations could commence, however, budget reductions forced closure of the 
program. 

 
• In 1995, the Legislature appropriated $75,000 per year for the Rural Obstetrical Access 

Program.  All applications for program grants were required to include plans to provide:  
(a) community-based prenatal care; (b) prenatal services to low-income and uninsured 
women; and (c) improved health care for pregnant women in counties or communities 
served by clinics or rural practitioners.  The Rural Obstetrical Access Program began 
operating in Fiscal Year (FY) 1996 with eight practitioners. 

 
• During the 1999 Session, the Rural Obstetrical Access Program was expanded to provide 

additional education and skill enhancement for practitioners and routine and subspecialty 
obstetrical consultation through telemedicine.  In addition, the program expanded 
prenatal services to rural communities that previously had no access to such care.  
Further, some resources were used to ease the burden of uncompensated care on rural 
practices. 

 
• As of the most recent fiscal year, the program assisted in providing coverage for 

17 practitioners, or 65 percent of all those who practice in frontier and rural Nevada.  In 
five communities, the Rural Obstetrical Access Program provided coverage for all 
medical practitioners. 

 
• Based on a survey conducted by UNSOM, factors contributing to the decline in Nevada’s 

obstetrical work force include practitioner age, declining reimbursements, medical 
malpractice insurance costs, physician turnover, and increasing levels of uncompensated 
care.  A decrease in the number of practitioners providing obstetrical care will hamper 
the state’s efforts to ensure access to OB/GYN services. 

 
• In addition, recruitment of OB/GYN physicians and family practitioners that provide 

obstetrical services is difficult.  For instance, a replacement has not yet been secured for 
a physician in Churchill County, Nevada, who plans to discontinue the practice of 
medicine within the next few months.  If a replacement is not found, only two physicians 
will be available to serve a community that is currently experiencing a leukemia cluster. 

 
• The UNSOM has forecasted about 4 percent of the work force delivering obstetrical care 

will discontinue such services before April 2003 because of the medical malpractice 
insurance crisis. 

 
• For the year ending June 30, 2002, the UNSOM Rural Obstetrical Access Program 

received requests totaling approximately $900,000 for an appropriation of $150,000.  
The largest proportionate request was for uncompensated care. 

 
• Because OB/GYNs expect to provide care within their specialty, they usually assume the 

cost of medical malpractice insurance and seek to maintain the viability of their practices 
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in other ways.  Such practitioners typically approach the UNSOM for assistance with 
uncompensated care costs of patients without Medicaid or other insurance coverage.  In 
contrast, family practitioners that provide obstetrical services often seek assistance with 
the differential cost of medical malpractice insurance rather than with the uncompensated 
care burden. 

 
To address many of the challenges mentioned, a proposal was presented to expand the current 
Rural Obstetrical Access Program by opening it to urban communities and providing the 
following improvements: 
 
• Expansion of training programs within the School of Medicine (family practice and 

OB/GYN), which serves to educate and diffuse additional practitioners into the state; 
 
• Expansion of the clinical services program offered by the School of Medicine to 

populations that have unmet or compromised need for obstetrical services; 
 
• Provide education and training opportunities to community practitioners to enhance their 

clinical skills or initiate additional services directed to prenatal and obstetrical care; 
 
• Provision of funding to Nevada Health Centers, Inc., for expansion of its clinical 

practice base to allow for increased access of uninsured, underinsured, and Medicaid 
patients while participating in federal tort protection; 

 
• Provision of funding to community practitioners to offset the financial burden of 

necessary care provided to those patients with no financial access, which would increase 
the supply of practitioners; and 

 
• Collection and analysis of data base information to monitor the impact of declining 

services, and the impact of access to care issues for pregnant women including birth 
outcomes.  Data base analysis specifically addresses key points brought up by 
Health Care Committee members. 

 
It was pointed out that medical malpractice subsidies offer a short-term solution to the health 
care crises and that in the long-term steps should be taken to ensure the continued availability 
of OB/GYNs. 
 
Therefore, members of the committee recommended that a bill be drafted to: 
 

Provide an appropriation of $6,775,000 for the first year of the biennium 
and $4,450,000 for the second year of the biennium to the University of 
Nevada School of Medicine to expand its Rural Obstetrical Access Program.  
The expansion effort shall include provisions to encourage minorities to 
pursue careers in the health care field; and further, the list of data to be 
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collected shall include information on public health programs such as 
Healthy Kids and Nevada Check Up.  (BDR 40–743) 

 
D. INDIGENT CARE COSTS AND DISPROPORTIONATE SHARE HOSPITAL 

PAYMENTS 
 
Pursuant to Senate Bill 377 (Chapter 598, Statutes of Nevada 2001), which “revises provisions 
governing payment of hospitals for treating disproportionate share of Medicaid patients, 
indigent patients or other low-income patients,” the committee was directed to conduct a study 
of programs and funding for the treatment of Medicaid, indigent, and other low-income 
persons.  The committee contracted with EP&P Consulting, Inc. (EP&P), a national 
organization with expertise in a variety of health care and public policy programs, to conduct 
the study. 
 
Payment to hospitals for treating a disproportionate share of indigent patients (DSH) is a 
component of the Medicaid program.  States receive a DSH allotment from the federal 
government and utilize the revenue, along with matching state funds, to make payments to 
hospitals that provide a large amount of care to low-income groups.  According to information 
provided by EP&P, hospitals automatically qualify to receive DSH payments if they meet 
one of two federal criteria:  (1) greater than 25 percent of their utilization is low-income; or 
(2) their Medicaid days are greater than one standard deviation of the mean Medicaid days 
statewide.  However, hospitals are precluded from receiving such payments if they provide 
1 percent or less of Medicaid utilization or if they supplied obstetric services in 1987 but no 
longer offer such care.  Federal law also provides that DSH payments cannot be made to 
institutions for mental disease (IMD) if the state was not making payment to the IMD in 1995. 
Otherwise, the federal government gives states wide latitude in distributing DSH funds. 
 
To guide the study, the committee adopted three basic principles that are as follows: 
 
• Access—Nevada should assure that there is access to care for Medicaid and indigent care 

by: 
 

� Using available funds to assure such access; 
 
� Promoting policies to maintain the viability of rural hospitals; and 
 
� Encouraging hospitals to provide care to Medicaid patients, both in fee for service 

and managed care populations. 
 
• Distribution of Funds—Nevada should distribute indigent care funds in a manner that 

ensures: 
 

� Indigent care costs are spread proportionally over all hospitals in a geographic area; 
 



14 

� Indigent care payments are proportional to the indigent care provided; 
 
� Competitive imbalances are not created; and 
 
� Hospitals are not allowed to profit from indigent/uncompensated care. 

 
• Maximize Federal Funds—Nevada should maximize the federal funds that it receives 

under the Medicaid program, within the limits of state expenditures available for 
matching funds. 

 
Testimony indicated that Nevada hospitals currently receive DSH payments in one of 
three ways: 
 
• Public hospitals receive funds for the first $500,000 of uncompensated care they provide 

plus a pro rata share of any program funds remaining after distribution to other facilities; 
 
• Private hospitals in counties with no public hospitals receive funds based on a proportion 

of the population they serve as set by the Legislature; and 
 
• Those private hospitals with Medicaid utilization greater than 20 percent (i.e., 20 percent 

of their bed days are dedicated to Medicaid patients) receive $200 per uncompensated 
day.  Facilities whose Medicaid utilization is below 20 percent receive $100 per day. 

 
In conducting the study, EP&P measured indigent care costs, including Medicaid, low-income 
services supplied by the counties, and treatment provided through the general subsidy, in 
dollars and as a percentage of operating revenue as follows:  (1) gross costs; (2) gross costs 
less Medicaid payments; (3) gross costs less Medicaid reimbursements, payments by the 
counties, direct tax subsidies to various hospitals, and all other payments except DSH; and 
(4) gross costs less DSH and all other payments.  According to testimony, EP&P used the 
percentage of indigent care costs to operating revenues as a standardized measurement tool to 
compare hospitals.  Testimony further indicated that operating revenues were obtained from 
the hospitals’ Medicare cost reports. 
 
The study found that the state’s gross indigent care costs totaled approximately $279 million, 
or 16 percent of Nevada hospitals’ combined operating revenue.  In terms of dollars spent, the 
three hospitals providing the most indigent care were UMC ($122 million), Washoe Medical 
Center ($42 million), and Sunrise Hospital ($26 million).  Furthermore, a comparison of the 
individual hospitals’ percentage of indigent care costs to operating revenues revealed that UMC 
experienced the highest expenditures to operating revenue (38.94 percent), followed by 
Lake Mead Hospital Medical Center (25.87 percent) and Washoe Medical Center 
(20.40 percent).  With the addition of revenue from Medicaid, the gross indigent care costs of 
all hospitals declined to approximately $168 million.  Given the amount of the decrease in 
gross indigent care costs, it is evident Medicaid provided about $111 million in compensation 
to Nevada’s hospitals. 
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The study shows that after deducting all revenue except DSH, including payments by the 
counties and direct tax subsidies provided to various hospitals, Nevada’s indigent care costs 
decreased to approximately $100.5 million.  The three hospitals providing the most indigent 
care as a percentage of their overall operating revenue, net of all payments except DSH, were 
UMC with 9.9 percent ($31 million), Washoe Medical Center with 8 percent ($16.9 million), 
and Lake Mead Hospital with 12 percent ($6 million).  The statewide average percentage of 
indigent care costs to operating revenue is 5.78 percent.  Additionally, Washoe County’s 
average (6.48 percent) exceeded that of Clark County (5.09 percent).  The study presents a 
comparison of indigent care costs as a relative share of operating revenues net of DSH and all 
other payments, indicating the largest net providers as UMC at 5.33 percent, Washoe Medical 
Center at 6.54 percent, and Lake Mead Hospital at 12 percent. 
 
The study also notes the current distribution of DSH dollars correlates well to the population of 
the state.  It was indicated that Clark County has approximately 69 percent of the state’s 
population, and it receives 69 percent of the net DSH benefit.  Likewise, about 15.6 percent of 
the population resides in Washoe County, and it receives 14.6 percent of the net DSH benefit.  
Overall, the rural counties represent about 15 percent of the population, and they receive 
slightly more than 15 percent of net DSH dollars.  It was also noted that Nevada’s DSH 
allotment is not sufficient to offset the cost of indigent care. 
 
With regard to rural hospitals, testimony indicated that the higher percentages of indigent care 
costs to operating revenue reported by some private rural hospitals is attributable in part to a 
data reporting error.  The miscalculation relates to some rural hospitals incorrectly including, 
as part of their indigent care costs, the uncompensated portion of charges for which the 
hospitals received compensation at a rate of 25 percent or more.  Nevada law provides that if a 
hospital is not compensated for at least 25 percent of the services it renders, such treatment is 
considered indigent care.  Additionally, several rural hospitals that list percentages of indigent 
care costs to operating revenue as negative, received direct tax subsidies from the counties in 
which they are located.  These subsidies may be for indigent care costs or simply to maintain 
the hospitals’ viability.  However, for purposes of the study, the direct tax subsidies were used 
to offset total net indigent care costs. 
 
A representative of EP&P explained the manner in which DSH is funded in the State of 
Nevada, covering the following points: 
 
• Through its DSH program, the federal government makes available to Nevada 

$38 million to be distributed to qualifying hospitals.  In order to access these funds, 
however, the State of Nevada must provide matching funds.  Once matched, $76 million 
must be distributed to hospitals. 

 
• Like many other states, Nevada recoups its matching funds and retains a portion of the 

federal DSH revenue.  To accomplish this, the state distributes $76 million to the 
hospitals.  Through a series of intergovernmental transfers, the state then recoups its 
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$38 million initial outlay and collects an additional $16 million “handling fee,” leaving a 
net distribution to the hospitals of $22 million. 

 
• The federal government has imposed complex and intricate rules designed to prevent 

hospitals from providing and recovering matching funds. 
 
• Through Nevada’s intergovernmental transfer system, counties with public hospitals 

return funds to the state.  For example, the state made an initial payment of $57 million 
to UMC in FY 2000; $42 million was returned to the state via intergovernmental 
transfer, leaving a net payment of $14 million to UMC.  Every county with a hospital 
that receives DSH funds participates in the intergovernmental transfer mechanism. 

 
• The Legislature has empowered those counties with only one private hospital and no 

public hospital to impose a tax on such facilities.  This mechanism enables certain private 
hospitals to provide counties with the funds that must be returned to the state. 

 
• In an effort to spread and equalize the burden of providing indigent care, a .6 percent 

service requirement is imposed on counties with two or more licensed hospitals of 100 or 
more beds.  This requirement provides that counties are not obligated to reimburse 
hospitals for indigent care until they furnish services equivalent to .6 percent of their net 
revenues from the prior year.  Clark County has waived this requirement for UMC. 

 
• In studying the needs of rural hospitals, EP&P found private facilities had the highest 

percentage of uncompensated indigent care costs.  Rural public hospitals that received 
direct tax subsidies had a low percentage of such expenditures.  In contrast, the 
uncompensated indigent care costs of rural public hospitals that did not receive direct tax 
subsidies were higher. 

 
• Clark County’s uncompensated indigent care costs were higher than those of 

Washoe County in funds expended.  However, Washoe County’s indigent care costs 
represented a higher percentage of its operating revenue. 

 
• After deducting DSH payments, Washoe Medical Center experienced the highest indigent 

care costs, both in dollars and as a percent of its operating revenue, of all the hospitals in 
northern Nevada.  In Clark County, UMC and Lake Mead Hospital were higher than the 
state as a whole in uncompensated indigent care costs as a percent of their operating 
revenues. 

 
• The Legislature made certain changes in the DSH distribution for FY 2002.  It increased 

the net DSH distribution from $20.9 million in FY 2000 to $22.5 million for FY 2002.  
The additional funds were used to:  (1) raise Lake Mead Hospital’s payment from 
$60,000 to almost $700,000; (2) provide Sunrise Hospital with an amount in excess of 
$660,000; (3) increase funding to the rural public hospitals from $618,000 to almost 
$790,000; (4) make state payments—not DSH disbursements—of $50,000 each to 
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Grover  C. Dils Medical Center, Battle Mountain Hospital, and Pershing General 
Hospital; and (5) increase the state’s share of federal DSH funds from $16 million to 
$16.69 million. 

 
Based on their findings, EP&P made the following recommendations: 
 
• Nevada’s current DSH distribution and associated intergovernmental transfer processes 

are complex and should be simplified. 
 
• All the geographic regions and the hospitals within the regions should receive at least the 

same DSH benefit as in past years, depending upon availability of funds, with the 
following exceptions: 

 
� Terminate the DSH distribution to Sunrise Hospital.  While Sunrise Hospital 

provides a substantial amount of indigent care, these expenditures represent a 
significantly smaller percentage of its net operating revenue than that of the State of 
Nevada or Clark County. 

 
� Recognize the change of ownership of Carson-Tahoe Hospital and Churchill 

Community Hospital from public to private facilities in the DSH distribution 
formula. 

 
EP&P also recommended that as changes are made, they should not be radical or should 
be implemented over a period of time, as many hospitals depend upon DSH funding. 

 
• Distribution of DSH revenues should be made in a manner that equalizes the percentage 

of operating revenues comprising uncompensated indigent care costs.  Direct tax 
subsidies are not necessarily designed to cover indigent care costs.  In some instances, 
the purpose of such subsidies is to maintain a hospital’s viability, particularly in rural 
areas.  For this reason, EP&P recommends the Legislature use gross indigent care costs 
net of all payments except direct transfers from the counties to measure the impact of 
such services. 

 
• To facilitate distribution of DSH revenue, five pools should be created as follows: 
 

� Clark County’s public hospital (UMC); 
 

� Private hospitals in Clark County; 
 

� Washoe County hospitals; 
 

� Rural public hospitals; and 
 

� Private rural hospitals. 
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In addition, a separate pool should be established for Nevada hospitals that do not qualify 
for DSH benefits but in the past have received a state payment of $50,000.  The DSH 
funds distributed to the proposed five largest pools should approximate those distributed 
in state FY 2002. 

 
Under EP&P’s proposal, distribution to the hospitals within the Clark and Washoe County 
pools would be based on the providers’ uncompensated care costs net of all payments except 
direct transfers from the counties.  The following example was provided to illustrate the 
methodology for disbursing DSH funds within these pools: 
 

Hospital A’s uncompensated care costs comprise 30 percent of its net operating 
expenses.  The same costs comprise only 15 percent of the net operating 
expenses of Hospital B, the next closest hospital within the pool.  All DSH 
dollars allocated to the pool would be disbursed to Hospital A until such time as 
its uncompensated care costs decreased to the same level as that experienced by 
Hospital B (15 percent).  Thereafter, Hospitals A and B would receive DSH 
revenue until such time as their uncompensated care costs reached the same 
level as that of the third highest provider of such services within the pool. 

 
• Distribution of DSH revenue to rural private hospitals would be based upon the hospitals’ 

gross revenues. By applying this methodology to Carson-Tahoe Hospital and 
Churchill Community Hospital, both of which are now private facilities, DSH payments 
would decline by $345,000 and $118,000, respectively, thus equalizing the burden 
among the rural private hospitals. 

 
Pending data clarification, the $345,000 and $118,000 previously allocated to 
Carson-Tahoe Hospital and Churchill Community Hospital would be distributed to:  
(1) Nye Regional Hospital to lower the level of its uncompensated care costs from 
30 percent to 20 percent of its net operating revenue; and (2) the rural public hospital 
pool for disbursement to South Lyon Medical Center to decrease the percent of its 
uncompensated care costs to the same level as that of Mount Grant General Hospital. 

 
• With respect to intergovernmental transfers necessary to return to the state its matching 

funds and DSH benefit, EP&P made the following recommendations: 
 

� Washoe County has historically provided a $1.5 million intergovernmental transfer 
to the state.  Because changing this mechanism would be difficult, Washoe County 
should continue its current practice. 

 
� All other funds should be returned to the state through an intergovernmental transfer 

from Clark County.  In order to provide Clark County with the funds necessary for 
such a transfer, UMC’s DSH allotment would be increased $52 million to 
approximately $66.48 million.  Through intergovernmental transfer, UMC would 
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return $52 million to the State of Nevada, leaving a net benefit to Clark County of 
almost $14.5 million. 

 
This methodology would simplify the process by:  (1) eliminating the need for the 
hospital tax enacted by the Legislature during the 2001 Session; and (2) limiting 
intergovernmental transfers to Clark and Washoe Counties.  Increasing Clark County’s 
DSH allotment, however, would place UMC near its Omnibus Budget Reconciliation Act 
(OBRA) limit.  A hospital’s OBRA limitation is the amount of net uncompensated care it 
provides before it receives any payments.  Because Congress enacted a law raising the 
OBRA limit of public hospitals to 175 percent of their previous cap for the years 2004 
and 2005, increasing UMC’s DSH allotment to accommodate the proposed 
intergovernmental transfer method would not pose a problem.  However, the state would 
need to monitor federal action in this area to ensure UMC does not exceed its OBRA 
limit in 2006 and beyond. 

 
• To effectively administer the proposed distribution pools, a standardized reporting format 

should be established.  A standardized format would enable the Division of Health Care 
Financing and Policy (DHCFP), DHR, to verify information submitted by the hospitals 
through use of historical data.  To ensure accurate, consistent reporting, hospitals would 
require training. 

 
• The DHCFP would require adequate resources to assure equity and to monitor the 

process. 
 
Representatives of EP&P reiterated the committee’s charge to study the potential for 
maximizing federal funds.  With respect to state and county health care expenditures that are 
unmatched by federal funds, EP&P’s findings and recommendations emphasized the following 
points: 
 
• County expenditures of approximately $46 million for health care costs are currently 

unmatched by federal funds.  The counties spend about $32 million per year for accident 
and indigent health care costs, and Clark County directly transfers $14 million annually 
to UMC for emergency room expenses. 

 
• Assuming programs could be developed that exactly matched the services currently being 

provided with unmatched state funds and met the requirements for receiving 50 percent 
federal matching funds, it would be possible to either reduce expenditures for such care 
by half or to double the amount of health care provided. 

 
• The State Children’s Health Insurance Program (SCHIP) allotment is available to Nevada 

with a 65 percent federal funding match.  If these funds are not utilized over the next 
five years, they will be reallocated to other states.  Waiver programs could be designed 
to capitalize on these federal funds. 
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To continue work on the development of a strategy to maximize federal funds available for 
indigent care, the committee entered into an agreement with EP&P to perform a more in-depth 
study of this topic.  The study will be directed by the committee and jointly funded with 
contributions from several hospitals that are members of the Nevada Hospital Association and 
from the Nevada Association of Counties.  The findings of this study will be made available to 
the 2003 Legislature prior to sine die. 
 
As a result of testimony on this issue, the committee recommended that a bill be drafted to: 
 

Amend NRS 422.380 through 422.390, which currently authorizes payment 
of certain hospitals for treatment of Medicaid, indigent, and other 
low-income patients, to revise the methodology and distribution of 
disproportionate share hospital payments and intergovernmental transfers 
as outlined in the Report on Indigent Care Costs and Disproportionate 
Share developed pursuant to Senate Bill 377 (Chapter 598, Statutes of 
Nevada 2001).  (BDR 38-746) 

 
E. ANTIBIOTIC RESISTANCE AWARENESS PROGRAM 
 
Nevadans for Antibiotic Awareness (NAA) is a statewide task force consisting of private and 
public sector entities collaborating to educate the health care community and the public 
regarding appropriate antibiotic use. 
 
Representatives of NAA testified that many people view antibiotics as a cure for a wide range 
of ailments, from life threatening infections to the common cold.  Although viral illnesses do 
not respond to antibiotic treatment, patients frequently demand prescriptions.  The proliferation 
of antibiotics has resulted in an increased number of bacteria that are highly resistant to 
common antibiotics.  Once exposed to antibiotics, bacteria mutate and become resistant.  It is 
estimated about 70 percent of the bacteria that currently cause infections in hospitals are 
already resistant to common antimicrobial agents.  Furthermore, it was indicated that Nevada 
is one of six states that experienced a rare form of resistant bacteria, primarily because of 
inappropriate hospital use of antibiotics.  Nevada’s patient was the sole survivor. 
 
Testimony also indicated that according to the Centers for Disease Control and Prevention 
(CDC), about one-third of the 150 million prescriptions written annually are inappropriate.  
The CDC studies also indicate that over the past five years, the resistance of streptococcus 
pneumonia has increased over 300 percent.  It is anticipated antibiotic resistant bacteria will 
cause over a million infections this year, some resulting in death.  The NAA has joined with 
the CDC and 31 other states to address antibiotic resistance. 
 
According to information provided, a yearlong NAA outreach program has had a positive 
impact, as Nevada is one of the few states showing a decrease in the use of common outpatient 
antibiotics.  This achievement has been demonstrated through pharmacy data.  The four major 
health plans in the state have shown a decrease in the number of outpatient common antibiotic 
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scripts per member per year.  Although Nevada’s susceptibility rate is not yet improving, it 
was indicated that the decrease should lead to improvement. 
 
Because of the potential impact of antibiotic resistance on Nevadans and the significant work of 
NAA, the committee members moved to: 
 

Adopt a resolution expressing the Legislative Committee on Health Care’s 
support for Nevadans for Antibiotic Awareness in its effort to reduce the 
rate of antibiotic resistance through public education, provider education, 
promotion of increased adherence to infection control practices, and the 
development of a surveillance plan for tracking resistance rates and 
prescribing practices.  (BDR R–681) 

 
F. LONG-TERM STRATEGIC HEALTH CARE PLANS 
 
Assembly Bill 513 (Chapter 541, Statutes of Nevada 2001) made an appropriation of $800,000 
to the Department of Human Resources for the development of four long-term strategic plans 
concerning the health care needs of the citizens of Nevada.  The strategic plans address senior 
services, rural health care, persons with disabilities, and provider rates.  Testimony indicated 
that a task force was established to facilitate the development of each of the four strategic 
plans.  In addition, a steering committee provided guidance and coordinated the overall efforts 
of each task force. 
 
1. Senior Services 
 
Testimony indicated that the Senior Services Task Force included persons from both rural and 
urban areas of the state.  To gather public input, the Senior Services Task Force conducted 
focus group meetings throughout the state.  It also established a Web site that allowed 
interested parties to provide comment.  Further, the Task Force published a survey in 
Senior Spectrum, a newspaper that is distributed statewide.  Over 2,000 Nevadans provided 
input to the Task Force. 
 
The Senior Services Task Force identified six primary objectives: 
 
• Ensure more Nevada seniors live in the setting of their choice and receive needed support 

to maintain their independence and health.  Suggested strategies to implement this 
objective include: 

 
� Adopting a statewide policy that calls for a shift to home- and community-based 

services as opposed to the current institutional-based settings; 
 

� Establishing an integrated data system; 
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� Providing more assisted living options for persons afflicted with Alzheimer’s disease 
and related cognitive impairments; and 

 
� Supplying fully accessible housing units with integrated and wraparound services, 

thereby diverting entry of certain seniors into nursing homes. 
 
• Ensure more Nevada seniors engage in the occupation of life.  Suggested strategies to 

implement this objective include: 
 

� Promoting out-of-home respite options; 
 

� Increasing the availability of assistive and adaptive devices; and 
 

� Providing for flexible respite care options. 
 
• Ensure improved health outcomes for Nevada seniors.  Suggested strategies to implement 

this objective include: 
 

� Educating seniors and their caregivers; 
 

� Expanding the current Senior Rx Program and existing medication management 
programs; and 

 
� Providing a comprehensive oral health strategy. 

 
• Ensure more Nevada seniors live in homes that are safe, fully accessible, and affordable.  

Suggested strategies to implement this objective include: 
 

� Ensuring newly constructed homes for seniors are fully accessible; 
 

� Encouraging low-interest bond financing; 
 

� Identifying funding for heating and air conditioning repairs; 
 

� Retrofitting existing senior housing units to be fully accessible; and 
 

� Including in Medicaid waiver conditions an allowance for repairs and modifications 
to maintain seniors in their homes rather than placing them in institutional settings. 

 
• Ensure more disabled and frail Nevada seniors receive adequate transportation services.  

The majority of questionnaire respondents cited transportation as a significant issue.  
Suggested strategies to implement this objective include: 

 
� Conducting an independent study of Nevada transit programs; and 
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� Requiring that all existing providers of transit services become eligible for Medicaid 
reimbursement. 

 
• Ensure more Nevada seniors receive needed benefits, services, and support.  Suggested 

strategies to implement this objective include: 
 

� Establishing a single point-of-entry system; 
 

� Examining the roles and responsibilities of state and county agencies and identifying 
opportunities to work cooperatively to provide improved services to seniors; and 

 
� Adopting the recommendations of the Personal Assistance Services Advisory 

Council. 
 
2. Rural Health Care 
 
Testimony indicated that public hearings were held throughout the state in accordance with the 
provisions of A.B. 513 to ensure interested persons had an opportunity to provide input.  
Approximately 200 individuals were involved in the stakeholder meetings and key interviews 
were held with 32 people with particular interest in rural health care.  In addition, written 
opinion surveys were received from 253 rural residents and a variety of experts provided direct 
comment. 
 
The Rural Health Care Strategic Plan provides statewide goals and strategies related to 
four general categories: 
 
• Planning and Coordination: 
 

� Create an ongoing mechanism for planning and coordination of rural health care. 
 
• Services Delivery: 
 

� Enhance rural physical health primary care model; 
 

� Create long-term viability in behavioral health, substance abuse, and support 
services; 

 
� Improve service access and response capabilities; and 

 
� Invest in public preventative health for long-term benefits. 

 
• Sustainable Financing: 
 

� Improve insurance coverage for uninsured and underinsured Nevadans; 
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� Develop adequate capital funding; and 
 

� Develop adequate operations funding. 
 
• Infrastructure Development: 
 

� Ensure long-term viability of rural health care facilities; 
 

� Expand capacity to provide health care services within rural communities; and 
 

� Support maximum use of technology in rural communities. 
 
During testimony, it was emphasized that the Rural Health Task Force and its consulting team 
had difficulty obtaining reliable health care data.  Therefore, the plan maintains that another 
key factor to the success of any rural health initiative is the development of an integrative data 
collection and outcome measurement system. 
 
3. Persons with Disabilities 
 
In compliance with A.B. 513, DHR established a task force of advocates, consumers, parents, 
payers, and providers to guide the development of a strategic plan to address the needs of 
persons with disabilities.  This Task Force on Disability, in turn, appointed 
four subcommittees consisting of 49 additional advocates and consumers.  In addition, a 
technical advisory group was developed to address issues related to the Olmstead decision, in 
which the United States Supreme Court held that individuals with disabilities have the right to 
receive public benefits and services in the most integrated setting appropriate to their needs. 
 
According to the report, the Task Force on Disability and other participants initially identified 
185 perceived barriers to service, independence, and inclusion for persons with disabilities.  
The Task Force identified nine goals and 227 strategies to resolve the barrier presented to 
improve community capacity and to provide quality assurance and monitoring of plan 
implementation. 
 
The nine goals established by the Task Force to guide all disability planning and funding are as 
follows: 
 
• Social policy, program structure, regulation, and planning affecting the lives of children 

and adults with disabilities will fully reflect their view, culture, and involvement. 
 
• Service provision to people with disabilities in the most integrated, appropriate settings 

will be assured through the application and resulting service plan of individualized, 
setting-neutral assessments, and expedited service entry. 
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• Children and adults with disabilities of all ages will receive services expeditiously and in 
the most integrated environment appropriate to their needs. 

 
• Children and adults with unique needs will obtain services in a timely and appropriate 

manner. 
 
• The risk of disability institutionalization will be decreased in the general disability 

population by improving and protecting critical health care services. 
 
• Children and adults with disabilities will not be placed at risk of institutionalization while 

living independently and/or inclusively in their communities for lack of adequate 
information and support, and will easily and appropriately access the services they 
require. 

 
• People with disabilities and families of children with disabilities will knowledgably and 

appropriately choose and direct the services they receive and receive them at each critical 
juncture of life. 

 
• The state system of service delivery and long-term care will be managed and monitored 

so services in most integrated settings become the norm throughout Nevada. 
 
• Independent in-state compliance monitoring and mediation of Olmstead and Americans 

with Disabilities Act issues will be funded and implemented. 
 
During testimony, it was indicated that the 10 percent disability designation of tobacco 
settlement funds should be continuously allotted for specific purposes.  According to 
testimony, the Task Force determined that expenditure of these funds should focus on: 
 
• Ensuring families providing primary care to a severely disabled family member receive 

respite within 90 days of application; 
 
• Providing permanent funding for the state’s Positive Behavioral Supports Program at a 

level that, at a minimum, will support adequate training and service delivery to 
1,500 families of children with autism, brain injury, and others in need of such 
intervention; and 

 
• Providing home and environmental modifications and assistive technology that allows 

community access and/or return from institutional care. 
 
4. Provider Rates 
 
The Provider Rates Task Force was charged with developing the strategic plans for the rates 
paid for services, specifically focusing on: 
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• The need for standardized rate methodology across programs when services are the 
same; 

 
• Inclusion of providers in the rate setting process; and 
 
• Methodologies, which include mechanisms for regular adjustments to those rates. 
 
According to testimony, the following areas were identified for the study:  (a) community 
support services for persons with a disability; (b) mental illness; and (c) the elderly.  
Additionally, certain services were identified as a priority by the Legislature, including 
community triage centers, supported living arrangements (SLAs), services to individuals with 
autism, targeted case management, and personal assistance services.  The remaining services 
the study addresses fall into four broad categories:  (a) fiscal intermediary services; (b) home- 
and community-based services to seniors and persons with a disability; (c) children and adult 
mental health rehabilitative services; and (d) therapies. 
 
Testimony indicated that stakeholders participating in the process included representatives of 
county agencies, providers, individuals who access the services and their family members, as 
well as state personnel.  Additionally, interstate surveys reviewed home and community 
services offered by other states.  Finally, the Task Force considered cost collection data, 
including quantitative historical cost information and qualitative input directly from service 
providers. 
 
Through the cooperative efforts of the DHCFP and service providers, an independent model 
was developed to reflect the benefits, wages, administrative, and programmatic costs 
associated with service delivery.  Testimony provided emphasized the value of the independent 
model on the Legislature’s ability to set and analyze rates, currently and in the future. 
 
According to testimony, an independent model was used to develop a rate for community 
training centers of $7.16 per person per hour for a six-hour day, with a ratio of 1 staff person 
to 5 clients.  Clients are provided services in community training centers under four different 
staff-to-client ratios:  1-to-1, 1-to-2, 1-to-5, and 1-to-8.  The proposed rates for the 1-to-1, 
1-to-2, and 1-to-8 staff-to-client ratios were calculated by multiplying the hourly rate for the 
1-to-5 ratio by 5 and dividing the product by 8, 2, or 1. 
 
For supported living arrangement services, the Provider Rates Task Force also used an 
independent model to establish a proposed rate of $20.75 per person per hour for up to 
16 hours of service, with a proposed rate of $6.56 for any hours of service in excess of 
16 hours per day, which would essentially cover sleep time.  In addition, a rate of $42.74 per 
hour was proposed for nursing services. 
 
The Provider Rates Task Force’s recommendations included the following: 
 
• Improved standardization of Medicaid program policies; 
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• Standardization of the rate-setting process for public agencies such as state and county 
entities that provide targeted case management to certain groups in Medicaid; 

 
• Development of standards for claiming and reporting services; 
 
• With respect to targeted case management services, development of outcome and 

performance measures (e.g., require that a child in a target group receiving case 
management be facilitated in accessing appropriate medical and social services whenever 
such services are rendered and payment is made); 

 
• Development of a per person, per month rate; 
 
• Allow the private sector to provide case management services for lower levels of care; 

and 
 
• Utilization of a level of care system for individuals who are chronically mentally ill, such 

as seriously emotionally disturbed children and acutely mentally ill adults.  A similar 
system exists for adolescents and children to ensure a child who meets certain clinical 
criteria receives the appropriate level of service. 

 
Through an independent model, it was recommended that agency providers of personal care 
aid services be reimbursed at a rate of $18.50 per hour and individual providers at an hourly 
rate of $15.50.  During testimony, it was noted that these rates are likely more appropriate to 
Medicaid although Nevada’s Department of Employment, Training and Rehabilitation offers a 
personal care aid services program.  Further, the recommended rates would likely require 
modification to allow for the manner in which the agencies budget for services. 
 
The Provider Rates Task Force also recommended that a statewide fiscal intermediary waiver 
program be established to allow Medicaid programs to provide funds to a client through a 
fiscal agent of the recipient.  With the assistance of the fiscal agent, the recipient could then 
choose and pay for needed services.  Testimony indicated that fiscal intermediary services 
would primarily benefit disabled persons. 
 
Home- and community-based service rates were also evaluated, including adult day health 
care, assisted living, and supported employment.  According to testimony, because group 
residential care is being phased out, a rate was not provided for this service. 
 
Also analyzed were adult and child mental health services involving rehabilitative assistance 
provided through the Medicaid State Plan.  Children’s community-based service rates analyzed 
included attendant care, day treatment, intensive community-based care, mobile crisis and 
therapeutic foster care services, parent and family support, rehabilitation partial care programs, 
rehabilitation skills training, and residential care.  Adult community-based service rates 
considered included independent living, psychosocial rehabilitation, and other services.  A 
rural add-on for mental health services is recommended to compensate for distances traveled. 
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Testimony indicted the Provider Rates Task Force’s recommendations relative to adult and 
child mental health services are consistent with the provisions of A.B. 1 (Chapter 3, Statutes of 
Nevada 2002 Special Session).  They are also consistent with the proposal for a new model of 
care delivery for adult and child mental health currently being developed by the Division of 
Child and Family Services, DHR; the Nevada Medicaid Office; and the Division of Mental 
Health and Developmental Services for consideration by the Director of DHR. 
 
According to testimony, establishing a methodology for evaluating the community training 
centers and other services was a significant undertaking.  Furthermore, the Provider Rates 
Task Force experienced obstacles related to the inability of the state’s data system to provide 
needed information.  It was noted that DHR is working to improve the state’s data system.  In 
addition, it was emphasized that due to variations in the method in which service providers 
maintain cost data, analysis was sometimes difficult.  The following recommendations were 
presented to address these issues: 
 
• Require service providers to maintain cost data in a more uniform manner to facilitate 

future analysis and comparison of information. 
 
• Provide that rates be reevaluated at least every five years.  Further, establish an 

independent third-party inflationary index to rebase rates during the interim years.  
Service rates were last rebased 14 years ago. 

 
Based on testimony presented, the members agreed to: 
 

Adopt a resolution expressing the Legislative Committee on Health Care’s 
support for the long-term strategic health care plans developed by the 
Department of Human Resources regarding senior services, rural health, 
persons with disabilities, and provider rates pursuant to Assembly Bill 1 
(Chapter 3, Statutes of Nevada 2002 Special Session).  The resolution should 
include language urging the continuous allotment of 10 percent of the 
tobacco settlement funds that are designated to address the needs of 
disabled persons for the purpose of:  (a) home and environmental 
modifications and assistive technology to allow community access, 
independent living, or return from institutional care; (b) permanent funding 
of the state’s positive behavioral support program; and (c) respite for 
families providing primary care to a severely disabled family member.  The 
resolution should also include language conveying the committee’s support 
for establishing permanent long-term funding, which may be a percentage 
of liquor tax revenue, for chronic public inebriate and mental health 
services.  (BDR   –742) 
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G. DETECTION AND CONTROL OF CERTAIN DISEASES 
 
The State Epidemiologist, Health Division, DHR, testified that following the September 11, 
2001, attack on the World Trade Center, and recent incidents involving Anthrax, the nation’s 
attention has shifted from conventional kinds of terrorist attacks to biological acts of terrorism.  
It was presented that the public bases many notions of disaster preparedness on conventional 
problems that responders have experience handling and are generally immediately 
recognizable.  Additionally, in a conventional attack traditional first responders, such as 
police, fire, and emergency medical personnel, would be able to identify casualties occurring 
at the time of the event or shortly thereafter. 
 
Testimony emphasized that unlike conventional or chemical weapons, biological agents can be 
disseminated in a covert fashion.  The casualties would not be immediately apparent, as the 
incubation period for the agent may take days or weeks before casualties become known.  It 
was also noted that police, fire, or even traditional emergency medical responders would not 
identify the casualties.  Instead, health care providers in doctors’ offices, clinics, and 
emergency rooms would detect them.  Further testimony indicated that even health care 
providers might not immediately recognize causalities, as the persons affected might appear to 
a large number of health care professionals with nonspecific health complaints. 
 
The State Epidemiologist further indicated that the public health community has three key roles 
in dealing with bioterrorism:  (1) determine that an attack has occurred; (2) identify the 
organism; and (3) mount some prevention strategies immediately. 
 
According to information provided by public health representatives, public health agencies 
must be able to differentiate between natural disease occurrence and intentional transmission of 
disease.  This distinction is critical when working with law enforcement partners to address a 
health crisis.  Additionally, it was indicated that identifying the organism is critical to react 
appropriately, and having enhanced public health laboratory capacity is key to identifying 
agents or organisms.  It was further noted that to avoid more causalities, prevention strategies 
were necessary and access to antibiotics, vaccines, and other medical supplies would be 
critical. 
 
It was emphasized that public health agencies in the state need to be capable of detecting 
unusual patterns of disease, including those that are caused by unusual or even unknown threat 
agents to determine that an attach has occurred.  In order to accomplish this, education and 
training needs to occur, as health care workers are not accustomed to reporting clusters of 
symptoms referred to as syndromic reporting.  Additionally, it was emphasized that state and 
local health departments must also be trained to respond appropriately based on the information 
provided because of such reports. 
 
In support of the concept of syndromic reporting, the State Epidemiologist encouraged the 
committee to require the State Board of Health to develop a syndromic reporting and active 
surveillance system.  The system would monitor public health in Nevada during certain major 
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events or when the district health officer or State Health Officer (or his designee) determines it 
is appropriate and necessary to do so.  Such a system could assist state health officials in the 
prompt detection of the presence of an infectious or contagious disease.  The details of such a 
system would be included in regulations adopted by the State Board of Health. 
 
Nevada Revised Statutes authorizes public health officials to isolate or quarantine an infected or 
exposed person.  However, according to testimony, the relevant statutes do not expressly 
provide for the isolation or quarantine of groups of persons.  Certain public health 
representatives proposed amending the existing provisions of NRS, which authorize public 
health officials to isolate and quarantine to specifically authorize the isolation or quarantine of 
groups of persons as may be necessary to limit the spread of disease under certain 
circumstances. 
 
Certain representatives of the medical and legal communities emphasized their view that the 
state’s current legal authority with regard to isolation and quarantine is primarily based on 
police powers and does not take into consideration the current environment regarding civil 
liberties.  A representative of Nevada’s Office of the Attorney General emphasized the court 
challenges that have ensued in jurisdictions that have relied heavily on police powers with 
regard to isolation and quarantine provisions, and have not provided for a consistent due 
process mechanism.  Subsequently, individuals advocating for consistent due process 
procedures appealed to members of the committee to amend the existing sections of NRS that 
authorize the isolation or quarantine of persons to include due process protections similar to 
those provided to mentally ill persons who are involuntarily admitted to mental health facilities.  
These due process protections would require: 
 
• The filing of a written petition with the district court within a certain period of time after 

the person is isolated or quarantined; 
 
• A hearing on the petition within a certain period of time; 
 
• An evaluation of isolated or quarantined persons by experts; and 
 
• The appointment of counsel to represent such persons. 
 
Continuing, certain public health officials expressed concerns regarding the proposed inclusion 
of stringent due process provisions that must be followed when persons are isolated or 
quarantined.  It was stressed that in the event a horrific incident occurred, which required the 
isolation or quarantine of a group of persons in a geographic area, it may not be possible to 
meet all of the time requirements for filing a written petition, conducting an evaluation of each 
quarantined person, or hearing the petition.  The committee was asked to consider the ability 
of a health authority to perform these tasks following a significant health emergency. 
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As a result of this discussion, members of the committee agreed to request that a bill be drafted 
to: 
 

Amend Chapters 439 and 441A of NRS, which currently authorize certain 
agencies and officers of the state and local governments to quarantine and 
isolate persons in certain circumstances, to specifically authorize these 
agencies and officers to quarantine and isolate a group of persons if 
necessary.  Additionally, amend NRS to include due process protections for 
persons who are quarantined or isolated.  Further, require the State Board 
of Health, DHR, to develop a syndromic reporting and active surveillance 
system to monitor public health in this state.  The syndromic reporting and 
active surveillance system shall be implemented during certain major events 
or when determined appropriate and necessary by the district health officer 
in a district, or his designee, or if none, the State Health Officer, or his 
designee.  The State Board of Health is further required to adopt 
regulations to carry out the system.  (BDR 40-677) 

 
 

IV.  ADDITIONAL ISSUES 
 
In addition to the bills that were requested for introduction and discussion to the 2003 Nevada 
Legislature, committee members specified their support for other issues that members 
discussed during the 2001-2002 interim period.  These issues include development of a system 
for reporting medical errors and the availability of inpatient medical care and long-term care to 
individuals with mental illnesses or disorders such as Alzheimer’s disease and dementia.  This 
section summarizes certain discussions before the committee concerning these issues. 
 
A. SYSTEM FOR REPORTING MEDICAL ERRORS 
 
Assembly Concurrent Resolution No. 7 (File No. 77, Statutes of Nevada 2001) directed the 
Legislative Committee on Health Care, through a subcommittee, to conduct an interim study 
concerning the development of a system for reporting medical errors.  Among other things, the 
study was to determine what constitutes:  (1) a medical error; (2) an outcome that is 
detrimental to a patient; and (3) a medical error that causes an outcome that is detrimental to a 
patient.  Additionally, the study was required to evaluate:  (1) systems for reporting medical 
errors; (2) whether such a system should be established in Nevada; (3) effective ways the 
system may impose mandatory reporting of medical errors; and (4) methods for ensuring that 
information reported to the system remains confidential and that the system does not encourage 
blaming an individual medical professional for a medical error.  Furthermore, the study was 
required to use the report To Err is Human:  Building a Safer Health System, which was 
released by the Institute of Medicine (IOM) in November 1999.  This section briefly lists the 
issues discussed in the “Report and Summary of Recommendations” submitted by the 
Legislative Committee on Health Care’s Subcommittee to Study the Development of a System 
for Reporting Medical Errors. 
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The subcommittee met three times and consisted of five members, including two members of 
the Legislative Committee on Health Care.  The subcommittee heard formal presentations, 
staff reports, and public testimony regarding medical errors and other related matters. 
 
The subcommittee considered topics such as: 
 
• Mandatory and voluntary medical error reporting systems; 
 
• A mechanism for reporting medical errors by Nevada’s professional licensing boards; 
 
• Patient safety initiatives in Nevada and other states; 
 
• The shortage of nurses in Nevada and the United States; 
 
• Efforts of Nevada’s hospitals and medical facilities to respond to reported adverse 

events; 
 
• Medical errors and outcomes that are detrimental to patient; 
 
• Benefits of root cause analysis, which is performed by hospitals, to identify potential 

opportunities for failure before they occur; and 
 
• Responsibilities and surveying activities of the Bureau of Licensure and Certification, 

Health Division, DHR. 
 
The final report of the subcommittee was presented to the committee at its June 4, 2002, 
meeting.  In a special session called by Governor Kenny C. Guinn, the Legislature convened in 
Carson City on July 29, 2002, to consider issues associated with the cost and availability of 
medical malpractice insurance.  The report and recommendations of this subcommittee were 
presented to the Legislature.  Following three days of testimony presented from several 
perspectives, the Legislature passed Assembly Bill 1. 
 
Assembly Bill 1 contained provisions that limit civil damages in certain circumstances.  
Additionally, the measure established a general limit on the amount of noneconomic damages 
that may be awarded to a plaintiff, with certain exceptions.  Mandatory medical error reporting 
was also a significant component of A.B. 1.  The measure established a method for reporting 
medical errors to assist medical facilities and the state in tracking problems and improving 
patient safety. 
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B. INPATIENT AND LONG-TERM CARE FOR PATIENTS WITH MENTAL 
ILLNESS OR DISORDERS SUCH AS ALZHEIMER’S DISEASE AND 
DEMENTIA 

 
Members of the committee heard discussion about the lack of placement options for patients 
with mental illness or disorders such as Alzheimer’s disease and dementia.  The issue was 
highlighted during the committee’s hearings regarding emergency room diversions.  These 
patients frequently wait for long-term placements while occupying acute and emergency room 
beds.  Additionally, many indicated concern regarding assistance available from the state 
mental health system and the time it takes to complete federally mandated mental health/mental 
retardation screenings for nursing home placements.  A recommendation was made to conduct 
a study during the 2003-2004 interim regarding available placement options for care of 
individuals suffering from the previously mentioned illnesses.  The chair felt that a review of 
the issue should not be delayed until the next interim.  This section provides a discussion of the 
areas of concern and proposed recommendations to address this matter. 
 
In response to a request for information from the committee regarding this issue, the 
Department of Human Resources provided a written response, which is included in this report 
as Appendix I.  The response outlines three issues that greatly impact the time required to find 
an appropriate placement for a patient with the previously mentioned disorders.  They are:  
(1) Pre-Admission Screening and Resident Review (PASRR); (2) limited placement options for 
patients who require greater patient-staff ratios or extensive staff training to manage behaviors; 
and (3) the Medicaid Eligibility process. 
 
The response also emphasized the difference between the treatment of persons with 
Alzheimer’s disease and dementias and persons with mental illness.  The response indicates 
that treatment of persons with dementia-related disorders requires long-term institutional care 
as cognitive function decreases because of disease progression.  Thus, the focus of treatment of 
such individuals is safety and security.  Alternatively, persons who are mentally ill require 
short-term acute institutional care and long-term community care.  Furthermore, the goal of 
the recovery model for mental illness focuses on stabilizing the client so that they might be 
progressively more independent. 
 
Testimony presented before the committee indicated that federal regulations require all 
potential nursing facility residents to be screened for indicators of mental illness and/or mental 
retardation.  This is known as a PASRR process.  All individuals, regardless of their pay 
source, must be screened.  Medicaid cannot pay nursing facilities until the PASRR screening is 
complete and an individual has been cleared for placement.  If an individual is identified with 
indicators of mental illness or mental retardation, a second stage of screening by a psychologist 
or psychiatrist is required to determine severity and course of treatment.  This 
second screening is a PASRR II.  Testimony indicated that the Division of Health Care 
Financing and Policy contracts with HealthInsight to complete and coordinate PASRR 
screenings.  The first screening (PASRR) is completed within 24 hours of request for an 
individual in an acute setting such as a hospital or within 72 hours of request for an individual 



34 

in a community setting, which include an emergency room or nursing facility.  It was indicated 
that 86 percent of those screened only require the first level of screening for placement to 
occur.  However, it typically takes from three to seven days for completion of the screening 
process if both levels of screening need to be performed. 
 
Further testimony indicated that once an individual is cleared for placement, the process of 
locating an appropriate nursing facility is initiated.  For a patient in an acute care hospital, the 
hospital discharge planner, patient, and the patient’s family work together to find a nursing 
facility placement. 
 
Based on 2001 statistics, it was indicated that there are approximately 5,091 Medicare/ 
Medicaid certified nursing facility beds in Nevada, of which Medicaid residents occupy 
approximately 2,781.  Eight nursing facilities throughout the state have a designated 
“Alzheimer’s Unit” (also referred to as a secure unit) meaning that a wing of the facility may 
be “locked.”  Facilities with such units are often full and have ongoing waiting lists. 
 
According to the response, there are currently no nursing facilities in Nevada that accept 
residents with severe behavior problems, whether the behaviors are related to a dementia, 
dementia-related disorder, mental illness, or another medical condition.  Nursing facilities that 
accept individuals who demonstrate severe behavior problems require staffing ratios above the 
minimum standard and extensive staff training.  There are currently 72 Nevada residents who 
are Medicaid recipients residing in out-of-state nursing facilities.  All of these residents have 
severe behavior problems.  According to testimony, there are approximately one to two new 
out-of-state placements per month and the requests for placement have increased in frequency 
since late 1999. 
 
In addition, testimony indicted that during recent meetings of the DHCFP’s Long-Term Care 
Task Force, Nevada facilities were offered the opportunity to negotiate higher reimbursement 
for residents with behavior issues.  They refused the offer, noting the major drawback as the 
increased potential for cited deficiencies and possible sanctions, including monetary, from the 
Bureau of Licensure and Certification, Health Division, and federal government.  
Furthermore, long-term care facilities indicated that the nursing shortage limits their ability to 
extend staffing ratios and the competition with the gaming industry in Nevada causes a unique 
challenge in obtaining adequate numbers of nursing assistants. 
 
It was noted that Nevada Medicaid pays an average price per day of $97 for 60 of the 
72 residents in out-of-state placement facilities in comparison to the current nursing facility 
daily rate in Nevada of $121.  Twelve of the 72 out-of-state placements require very high 
nurse to resident ratios and specially trained staff.  The reimbursement rate for these 
12 residents averages $250 per day. 
 
To further emphasize the challenge of placing and retaining in-state placement for residents 
with behavioral problems, it was noted that when patients (who are already in a nursing 
facility) exhibit significant behavior problems, they are discharged to an acute hospital to be 



35 

stabilized.  When the resident is ready to return to the nursing facility, that facility frequently 
will refuse to readmit the patient citing its inability to provide for the patient’s needs. 
 
Finally, it was noted that Medicaid eligibility is another limitation to obtaining adequate care in 
a timely manner.  Testimony indicated that when a patient is admitted to an acute care hospital 
from the community setting, arranging for a discharge to a nursing facility may be difficult if 
the patient is not a current Medicaid recipient.  If the patient applies to the Welfare Division, 
DHR, for eligibility, it can take up to 45 days to process the application.  The process may 
take much longer (several months to a year or more) if the Welfare Division requires 
additional information from the United States Social Security Administration.  Most nursing 
facilities require a guarantee of eligibility or, at minimum, the patient should be pending 
eligibility to be admitted.  Additionally, if the patient has behavior problems in addition to 
pending eligibility, nursing facilities are not likely to accept these patients prior to a final 
determination of eligibility.  Oftentimes, the patient can spend several months in an acute care 
facility while waiting for an eligibility determination.  This becomes frustrating for the 
hospitals that need to free up beds and are not structured to maintain patients with difficult 
behaviors for a lengthy period. 
 
Several options were presented regarding methods to address this issue.  One option presented 
would be to market a facility from another state that may be interested in establishing a 
business in Nevada.  An out-of-state facility with a well-established behavior management 
program might respond to the offer of an enhanced Medicaid rate. 
 
Another option presented in the response is to develop a team that would be responsible for 
identifying the behavioral interventions necessary to address the needs of an individual and 
enhance patient safety for other residents.  This team would consist of representatives of 
various state agencies that are responsible and influential in this issue.  The team would be 
readily available to assist nursing facility providers when a patient exhibits behavioral 
problems.  It was emphasized that a greater level of retention of patients with behavioral 
problems (that are placed in Nevada facilities) may be achieved by providing such concentrated 
assistance. 
 
Lastly, the option was presented of using state owned and operated mental health facilities for 
serving individuals with severe behavior problems.  This facility could serve both Medicaid 
and pending eligible individuals. 
 
Pursuant to NRS 433A.115, the Division of Mental Health and Developmental Services 
specifically excludes the treatment of both dementia and Alzheimer’s disease.  It was noted that 
the Diagnostic and Statistical Manual of Mental Disorders distinguishes the difference between 
Serious Mental Illness and the dementias (including Alzheimer’s disease).  Consequently, 
services administered by the Division of Mental Health and Developmental Services are only 
available to persons with mental illness. 
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For the placement of individuals with mental illness, testimony indicated that (with current 
expansions) there are more than 170 licensed psychiatric beds in the State of Nevada; however, 
only 128 of these beds are funded for staffing.  Several proposals are being considered by 
DHR administration, to meet the growing demands for service, particularly in Henderson and 
Las Vegas.  Additionally, DHR is in the process of evaluating the need for additional capacity. 
 
According to information provided by DHR, the state’s current options for addressing the 
growing demand for mental health acute care services are to continue funding and expand 
current Community Psychiatric Services.  These services include: 
 
• Program for Assertive Community Treatment (PACT).  This is a “hospital without 

walls” program consisting of a multidiscipline treatment team that currently staffs at a 
ratio of 1-to-12 with licensed professionals.  This program successfully maintains 
70 clients in the community with intensive treatment that otherwise would require 
hospital care. 

 
• Intensive Personal Service Coordination.  This program, staffed by specially trained 

service coordinators at a ratio of 1-to-15, has treatment directed to persons coming out of 
the prison and jail systems with serious mental illness.  It has proven successful in 
markedly reducing recidivism with regard to the justice and mental health hospital 
systems. 

 
• Full Spectrum of Residential Housing.  The residential options presented provide for 

clients to move progressively through increasingly independent residential options with 
effective training.  This is the recovery model for the treatment of the seriously mentally 
ill. 

 
� Intensive Supportive Living Arrangements, which provide 24-hour support to clients 

living in the community. 
 

� Special Needs Supportive Living Arrangements is a form of residential support that 
provides additional nursing management care to persons with mental illness. 

 
� Group Homes provide a living situation for those clients who are thus far unable to 

manage independent living skills.  Skill training is provided to prepare these 
individuals for independent living. 

 
� Supportive Living Arrangements provide persons with mental illness the opportunity 

to lease their own apartments, utilizing contracted education skill training and 
support to increase and maintain independent living. 
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V.  CONCLUSION 
 
This report presents a summary of bill drafts that were requested by committee members for 
discussion before the 2003 Nevada Legislature.  In addition, the report provides information 
identifying certain 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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and Disproportionate Share—July 15, 2002, prepared by EP&P Consulting, Inc. 
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APPENDIX F 
 

Antibiotic Resistance Awareness Data 
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APPENDIX G 
 

Detection and Control of Certain Diseases Information 
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APPENDIX H 
 

Report and Summary of Recommendations—Legislative Committee on 
Health Care’s Subcommittee to Study the Development of a System for 

Reporting Medical Errors (Assembly Concurrent Resolution No. 7 
[File No. 77, Statutes of Nevada 2001])—May 2002 
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APPENDIX I 
 

Inpatient and Long-Term Care Data 
 



 











































311 

APPENDIX J 
 

Suggested Legislation 
 

Page 
 
BDR 40–677 Makes various changes concerning emergency public health laws .......... 313 
 
BDR 40–744 Removes certain mobile units from requirement of being 
 regulated as medical facility........................................................ 339 
 
BDR R–681 Commends Nevadans for Antibiotic Awareness for its work 
 on preventing abuse of antibiotics and urges public health 
 agencies to work to prevent abuse of antibiotics in this 
 state..................................................................................... 343 
 
 

The Following Bill Draft Requests Will Be Available During the 2003 Legislative Session 
 
BDR 38–746 Revise the provisions governing the payment of hospitals for treating a 

disproportionate share of Medicaid patients, indigent patients or other 
low-income patients. 

 
BDR 39–745 Makes various changes concerning certain persons who are mentally ill and 

certain persons who are under the influence of a controlled substance. 
 
BDR 40–679 Revises provisions governing payments to major hospitals that admit patients 

upon diversion from another hospital. 
 
BDR 40–743 Make various changes concerning health care professionals to improve access 

to health care for all persons in this state. 
 
BDR R–680 Resolution expressing support for the development of the telephone code 2-1-1 

in Nevada. 
 
BDR S–678 Makes appropriation to establish mental health component to substance abuse 

community triage center. 
 
BDR –742 Express the Legislative Committee on Health Care’s support for the long-term 

strategic health care plans developed by the Department of Human Resources 
regarding senior services, rural health, persons with disabilities and provider 
rates. 
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