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SENATOR SPEARMAN: 
We will hear a presentation from the Department of Health and Human Services.  
 
DENA SCHMIDT (Deputy Director, Department of Health and Human Services): 
Our overview of the Medicaid Program (Exhibit C) includes a brief discussion on 
the Medicaid process for individuals eligible to receive assistance and an 
understanding of the Medicaid rates. We will also update you on the managed 
care and Applied Behavioral Analysis (ABA) implementation. 
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Please keep in mind there are five divisions in the Department of Health and 
Human Services and Medicaid crosses all of them. Whatever happens in the 
Medicaid program impacts some other division within the Department. 
Representatives from the Division of Public and Behavioral Health are able to 
reduce money from the State General Fund. The increase for Medicaid is much 
less. 
 
On page 3, the example shows what used to cost a dollar in the General  Fund 
can sometimes be shifted to the Medicaid budget for a 50-50, 60-40 or 
95-5 split depending on the category of eligibility. We have looked at the 
Department as a whole to maximize this opportunity and will continue to do so.  
 
We are not only maximizing direct services delivered by the Department, but are 
also working with our city, county and local government partners to maximize 
the administrative cost savings. Throughout the Legislative Session there will be 
legislation in both the policy committees as well as the budget committees with 
requests to continue opportunities to take advantage of the maximization of 
Medicaid.  
 
NAOMI LEWIS (Deputy Administrator, Division of Welfare and Supportive 

Services, Department of Health and Human Services): 
Medicaid and the Children’s Health Insurance Program (CHIP) are optional 
programs authorized by the Social Security Act that states can elect to offer. 
Title XIX promotes health care insurance to low-income Nevadans and was 
implemented in 1965. Title XXI, creating CHIP in 1997, provides health 
coverage to low-income uninsured children who are not eligible for Medicaid.  
 
The program has evolved and grown to better and more comprehensively meet 
the health care needs of the public. Medicaid has many vital roles in the national 
health care system. The program is promoting partnerships for an overall health 
care system for all stages of life so the number of uninsured individuals can be 
reduced. It will also improve access to care and provide essential supplements 
to individuals with Medicare. Medicaid is the largest source of financing for 
nursing homes and community-based long-term care as well as safety net 
providers such as health centers and public hospitals.  
 
Page 5 of Exhibit C provides information about how to apply for Medicaid. We 
have expanded the business model to offer multiple ways a customer can 
access the assistance program. There is an online application called Access 
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Nevada where a customer can submit an application by fax, mail, visiting a local 
district office or through the call center. 
 
The Supplemental Nutrition Assistance Program (SNAP) has outreach partners 
who accept applications at local food banks and submit them to the 
Department. The Division of Welfare and Supportive Services (DWSS) has 
targeted DWSS partnerships which allow staff to be located in the community.  
 
As an example, in our criminal justice partnership we have placed eligibility 
workers in courthouses to enroll individuals. We also have medical partnerships 
and social services partnerships. We have placed eligibility workers at the Reno 
Sparks Tribal Health Center to enroll individuals as they access care. We have 
eligibility workers at the Juvenile Assessment Center in Las Vegas and at the 
University of Nevada, Las Vegas, Dental Clinic to assist in enrollment when 
individuals are accessing service. 
 
The eligibility determinations are set following a review of non-financial 
information such as age, relationship, social security number, insurance, 
residency and disability. In some instances we look at income, resources, bank 
accounts, property and expenses. We verify our information electronically by 
connecting to the work number, the unemployment insurance office and the 
Social Security Administration in order to verify social security numbers and 
dates of birth. 
 
As noted on page 6, Nevada has been listed as a categorically needy state, so 
we have opted to provide coverage based on categories of individuals, such as 
aged, blind, disabled, children and pregnant women. There are some mandatory 
coverage groups and optional coverage groups for the categorically needy. The 
optional groups cover nursing homes, the home and community-based waiver, 
the childless adults and the Katie Beckett program for disabled children under 
the age of 18. There are 66 eligibility programs in total.  The agency evaluates 
all 66 categories of coverage before an individual or family is denied coverage. 
We begin with the biggest and best program and review them all before the 
individual is notified they do not qualify for assistance.  
 
The poverty level limit and dollar amounts for some of the categories we cover 
are shown on page 7. Children up to 5 years of age could qualify with family 
incomes up to 165 percent of the federal poverty level. Based on income, 
evaluating for a pregnant woman’s coverage in a household of 4 at 165 percent 
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of the federal poverty level, the income limit is $3,341. It is the same for 
childless adults.  
 
MARTA JENSEN (Acting Administrator, Division of the Health Care Financing and 

Policy, Department of Health and Human Services): 
The chart on page 8 of Exhibit C indicates our caseload. Our current population 
is approximately 638,000 individuals. Our population prior to the Affordable 
Care Act (ACA), January 2014, was 323,000 individuals. The uninsured rate 
has dropped from 22 percent to 12 percent. Because of the education and 
outreach we have provided to inform individuals about the availability of 
Medicaid, we have seen an increase in our traditional population of mothers and 
children. 
 
The chart shows the growth of the individual categories. Our largest population 
is Moms and Kids. In December 2016, we had approximately 
308,000 individuals in that category. The second-largest population is Childless 
Adults. As of December, this category was 146,000 individuals. The 
third-largest population is the Aged, Blind, and Disabled with 91,000 individuals. 
The fourth-largest category is Newly Eligible Parent-Caretakers with 
61,000 individuals. The category marked Other includes waivers, county match 
and child welfare with 30,000 individuals. This indicates how the caseload has 
continued to grow over time. 
 
What is Medicaid? The Centers for Medicare and Medicaid Services (CMS) are 
our federal partners who fund the majority of our program. The CMS sets 
federal standards for our Medicaid program as listed on page 9 of Exhibit C. 
Each Medicaid program must meet these standards to be eligible for federal 
funding. 
 
For the comparability of services, if a service is determined to be a medically 
necessary service, all members can receive the Medicaid-covered service 
regardless of where the person resides in the State. If the service needed is not 
available in Nevada, Medicaid will pay for transportation to and for the service in 
a state where it is available. We have a new transportation vendor as of 
July 2016, who handles all non-emergency transportation throughout Nevada 
for Medicaid. Another benefit is the Early Periodic Screening and Diagnostic 
Treatment for all children under 21 years of age. This benefit includes any 
medically necessary service, even if it is not covered under the general State 
plan.  

http://www.leg.state.nv.us/Session/79th2017/Exhibits/Senate/HHS/SHHS154C.pdf
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There are mandatory and optional services within the Medicaid program. Since 
the ACA was implemented, every health care plan, including Medicaid, is 
required to provide essential health benefits. This is valuable because as people 
move from program to program they are afforded the same medical benefit 
within each plan for continuity of care. Mandatory services include physician 
services, inpatient and outpatient hospital services, home health and 
transportation. Nevada has chosen to cover optional services because if 
members are not able to seek services, it can impact their long-term health. The 
State could be impacted fiscally by paying more for the medical event at a later 
date. If the preventative service had been available, it would be more 
cost-effective. Other optional services include pharmacy, clinic services, 
diagnostic screenings and preventative services as noted on page 10. We want 
to ensure individuals have long-term quality health care. 
 
One of the service delivery models noted on page 11 is the fee-for-service 
program, and another is managed care. There are two plans under managed 
care: Amerigroup and Health Plan of Nevada which are utilized in the urban 
areas of Clark and Washoe Counties. All other areas in Nevada are managed 
under a fee-for-service program. The fee-for-service program allows individuals 
to receive services from any provider enrolled in Nevada Medicaid. A referral is 
not required from a primary care physician to see a specialist. Individuals have 
the ability to manage their own care. A managed care program is one in which  
a health organization provides care coordination and patient education, and 
connects the individuals with a primary care physician and/or a specialist. A 
Managed Care Organization (MCO) covers the majority of services in the State 
Plan, but a benefit to managed care is that it can cover additional services 
outside of the State Plan if it is conducive to the member base. This could be 
tobacco cessation, housing or things not normally covered under a Medicaid 
program. Services do vary between the various managed care organizations. 
Beginning in July of 2017, we are increasing the number of MCOs and will add 
Aetna Better Health and Silver Summit to the existing plans. The open 
enrollment period will begin on July 1. 
 
There are benefits to the new contracts as changes were needed in the focus of 
our managed care. We created language in the new contracts with better 
oversight and additional quality measures. We are focusing on patient-centered 
care. You will see a shift in the market beginning July 1, as we engage the new 
managed care companies.  
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A bill passed requiring our Department to include long-term support services into 
managed care.  Since that service is covered by fee-for-service throughout the 
State, we also looked at managed care to determine if it could be geographically 
expanded outside of Washoe and Clark counties. We asked ourselves if we 
should expand the population to include the aged, blind and disabled or add 
additional services in a managed care plan. It is important to look at the whole 
health of an individual.  
 
We typically look at individuals by body part when we should be looking at 
them to determine if there are other services that would be beneficial as a 
whole. We began with listening sessions and focus groups. We visited the 
largest places we could find in Nevada to gather as many individuals as possible 
to learn their concerns. What did they like about fees for services? managed 
care? and what did they not like about these services? We asked consumers, 
provider associations, the provider base and anyone who might have an interest 
in where we were going as a Department. 
 
The larger listening sessions brought in many individuals who had different 
issues. The recipients had different concerns than the providers. We developed 
focus groups in order to meet with the individuals on a smaller scale. We 
wanted to know the concerns of these individuals in particular areas. We tried 
not to sell anything, but focused on listening to the concerns of the individuals.  
 
During this process we realized it was larger than the State resources could 
handle, so we hired a navigant. We gave all of our notes and public comments 
to the navigant who held additional meetings. The recommendation was a 
managed fee-per-service program to be phased in over time with the possibility 
of migrating to full-managed care across the State. This was a recommendation 
with the plan beginning in 2018, with full implementation in 2023. 
 
We have not requested any additional resources to address migrating or 
changing our current model. We have language in our managed care contracts 
allowing us to expand based on population for additional services. The language 
has always been present but has not been utilized.  
 
Medicaid rates are noted on page 13 of Exhibit C. We set rates for each 
provider service and there are 58 different provider types. Within each provider 
type are approximately 160 specialists. There are also 258,000 individual 
provider rate sets. On a rolling five year calendar, the Department reviews all of 
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those rates. The rates are compared to Medicare rates and similar state rates 
with geographical regions comparable to Nevada, like Minnesota, Montana or 
Utah. The Department would not make a comparison to California because 
Nevada does not move in the same circle. The Department reviews the rates to 
determine what the market rates should be for Nevada. 
 
Because we must live within our budget authority, the Department is not always 
able to raise rates. Some rates are reviewed more frequently. Sometimes the 
rates are based on the guidelines in the Medicaid State Plan or inquiries from the 
provider group. In 2011, the Department was asked to provide an annual update 
regarding the physician’s fee schedule. The report is submitted to the Legislative 
Counsel Bureau.  
 
The five categories of how Medicaid rates are determined are listed on page 14. 
Rates can be determined through the CMS schedule, a per diem rate and 
negotiated rates if a procedure involves an out-of-state facility. These are just a 
few of the methodologies to establish rates in Nevada.  
 
The Department is not allowed to raise rates even though the Medicaid 
population doubled in three years. The provider base stayed the same which 
created some problems. How can the Department address the inequity when it 
is not allowed to raise the rates? Oftentimes the Department must engage other 
providers or provider types within the workforce to create additional programs.  
 
The Department identified like providers, such as a registered dietician, to free 
up the time of primary care physicians in order for them to perform at a higher 
level of the scope. This basically creates another workforce so members have 
the option to seek these services. The Department is requesting reimbursement 
for adult podiatry in an attempt to expand that particular workforce.  
 
Access to care is not just a Medicaid issue, it is a community issue needing to 
be addressed from all sides. Schools have increased the number of interns for 
employment and Medicaid is looking at reimbursing those interns to keep them 
in Nevada. We have found if these interns find employment in another state 
they do not typically return to Nevada. Our thought is to engage them in the 
hope they will keep their skills in Nevada.  
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Medicaid has expanded the use of Advanced Practice Registered Nurses and 
increased rates in the psychiatric inpatient beds category to open beds in 
Nevada.  
 
SHANNON SPROUT (Chief, Policy Development and Program Management, Division 

of Health Care Financing and Policy, Department of Health and Human 
Services): 

The Applied Behavioral Analysis (ABA) program is noted on page 17 of 
Exhibit C. On January 1, 2016, Nevada Medicaid implemented ABA services for 
children under the age of 21 with a diagnosis of autism spectrum disorder. The 
package of services was developed over six workshops with stakeholders to 
ensure all services reviewed a comprehensive service package that did not limit 
the need for the services for the child. The service package covers any 
procedure medically necessary to include assessments, adaptive behavior 
treatment for individuals in group and adaptive behavior family treatment with 
the child present and without the child present. All services, with the exception 
of assessments, require prior authorization. Instead of creating service limits by 
age, the child falls into the focused model of the comprehensive model of 
services identified by assessment. The comprehensive level of service is a 
higher level of service than the focused level with typically 25 to 40 hours of 
service.  
 
When developing provider qualifications, we worked with the stakeholders to 
create a top level tier of providers such as licensed psychologists and licensed 
and Board Certified Behavior Analysts (BCBA). The middle tier contains a 
licensed and Board Certified Assistant Behavior Analyst (BCABA). A Board 
Certified Registered Behavior Technician (RBT) is credentialed through the 
National Behavioral Analyst Certification Board. These individuals have a 
high school diploma with training and passed the testing and certification. These 
are lower level interventionists who provide the primary bulk of services. 
 
As we developed the service in January 2016, our provider numbers were fairly 
low so the RBT was a new provider qualification known across the Nation. As it 
developed we had a zero base. Individuals with this certification were hired 
about a year prior to implementation of our services. The number of providers 
increased from 0 to 331. The RBT must work under the direct supervision of a 
licensed BCBA. The licensed BCBA is where the work force development issue 
exists. Without the BCBA, there is no growth in the base of RBTs due to the 
supervision requirement.  
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There are approximately 90 BCBAs, but not all of them work with children or 
with autism spectrum disorder patients. There are about 50 BCBAs enrolled in 
the Medicaid program to perform this service. We have to continue to grow our 
RBTs as we have about 142 individuals enrolled in the Medicaid program. 
 
We implemented the services on January 1, 2016. The data was loaded 
six months prior to implementation to help providers enroll and credential 
individuals in order for prior authorizations to be approved and ready upon 
implementation. The CMS did not approve the Nevada Medicaid Plan until 
March 2016. The match component was unfunded until the CMS approved the 
plan. Many of the providers were cautious about engaging in the services until 
they were sure it would be funded. There were a handful of providers who 
performed services, so we funded advances in order for the children to receive 
treatment. Upon review of the expenditures on page 19, there is a difference 
between the first two quarters due to the delay of approval by CMS. There has 
been a growth in expenditures for each quarter since implementation. The 
quarter noted in 2017 is not a full representation because the claims still need 
to be processed for the first quarter.  
 
Not all states developed the ABA within their package of services. When 
Nevada engaged in this process there were only two other states who had their 
state plans approved, Louisiana and Washington. Nevada utilized the 
information from these states and was one of the first seven states to submit a 
state plan. There were various designs chosen by the states. Even though 
providers were front-loaded, we found some of the providers fell through the 
cracks in the enrollment process. The enrollment process for these providers 
was delayed for several months, but we were able to make corrections to 
alleviate future problems.  
 
The effort needed to calculate units of service created some disparities in what 
timed out over the six-month period. This allowed us to make adjustments to 
our prior authorization forms. There are still problems, but we are able to 
address them quicker. In addition, we followed up with the other states that 
have moved forward and found they took approximately 18 months for the 
services to be fully implemented in order to meet the expected budgetary 
obligations. 
 
We are 13 months from the effective date, but less than a year from approval 
of the State Plan through CMS. We added provider qualifications to our 
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Medicaid services to assist individuals coming into Nevada who are licensed in 
other states. The Board of Psychological Examiners utilized a provisional 
licensure so these individuals are able to work in Nevada. Prior to November, we 
did not allow providers from out of state to enroll in Nevada Medicaid. We made 
a policy change to include provisional licensure in Medicaid enrollment to 
address this issue.  
 
MS. JENSEN: 
The graph on page 20 in Exhibit C indicates the cost for Medicaid was 
$3.4 billion in fiscal year 2016 with 95.6 percent utilized for medical services 
and supplies. Administrative costs were approximately 4 percent. 
 
The final portion of this presentation is the Appendix on page 21, which 
includes acronyms and the federal match. The expenditures in the 
fee-for-service program in fiscal year 2016 are noted by the top ten in each 
category. 
 
We have provided health profiles (Exhibit D) for each Senate District represented 
by the Committee members pulled from the Division of Public and 
Behavioral Health. The report also lists the SNAP and Temporary Assistance to 
Needy Families recipients in each area. 
 
SENATOR RATTI: 
Due to the uncertain environment at the federal level, are you beginning 
scenario planning to identify the new features? 
 
MS. JENSEN: 
We are participating in Webinars, telephone calls and meetings in order to keep 
up with these changes. Everything at this point is speculation, so we are 
creating scenarios such as talking about block grants and how to address the 
expanded population. It is difficult because the landscape keeps changing. From 
a Medicaid perspective, everything in our budget request was built on current 
knowledge. Change is not unusual for us; we will be prepared and make 
adjustments as needed. 
 
CHAIR SPEARMAN: 
Referencing page 17 of Exhibit C of the presentation indicates a list of 
four ABA providers. You indicated there were 330 RBTs. Do you have numbers 
for the other categories? 

http://www.leg.state.nv.us/Session/79th2017/Exhibits/Senate/HHS/SHHS154C.pdf
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MS. SPROUT: 
Yes. We have 331 certified RBTs, and there are 142 enrolled in Nevada 
Medicaid. Regarding the Assistant Behavioral Analysts, there are ten licensed 
and three enrolled in Nevada Medicaid. There are over 400 licensed 
psychologists, but to identify those who work specifically with autism spectrum 
disorder is not something the licensing board can assist us with. There are three 
enrolled who specialize in autism spectrum disorder. We have identified 
90 BCBAs with two enrolled in Medicaid. 
 
CHAIR SPEARMAN: 
It seems the largest number belong to the group of RBTs. We had several 
people come to talk to us during the Interim about additional services needed for 
the children with autism spectrum disorder. Do we have enough? 
 
MS. SPROUT: 
No, we do not have enough RBTs, in the State because we do not have enough 
BCBAs to supervise them. A caseload is considered to be 12 to 14 children to a 
BCBA or an RBT. Looking at the number of children that would be diagnosed in 
Nevada, we need more RBTs as well as BCBAs. 
  
CHAIR SPEARMAN: 
What do we do to alleviate the issue of having more services in the northern 
part of the State and having more patients in the southern part of the State? Is 
there a way to share RBTs? 
 
MS. SPROUT: 
The BCBA certification requires a tie to the RBT. There are some RBTs 
employed for more than one licensed behavioral analyst, so the access can be 
spread out. We have been in collaboration with Aging and Disability Services 
through their Autism Treatment Assistance Program where there are vouchers 
to assist individuals through the certification to get the training to be RBTs. In 
addition, the workforce is continually moved by taking on individuals who are 
still learning the process as behavioral interventionists but not yet certified.  
 
The BCBAs are working with the RBTs to complete the certification process in 
order to roll into Medicaid once they are certified. In order to address the 
capacity, we utilize Telehealth for services. One of the challenges with the 
service is the intensity. Once a child reaches school age, the hours for treatment 
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are typically weekends and evenings. We are attempting to grow the workforce 
but also need workers who can accommodate these hours of service. 
 
SENATOR RATTI: 
Is there a possible solution for psychiatric events? 
 
MS. SPROUT: 
We follow the BCBA guidelines when reviewing the appropriate providers for 
these services that are limited to the ABA providers. There are models in other 
states using additional providers to augment services, but there is a limited 
group of providers for that specialized treatment. 
 
CHAIR SPEARMAN: 
Out of the 331 BCBAs and RBTs, you may have 97 who are not needed in the 
same place at the same time. How do we provide services for children if there 
are not enough providers to go around? If an individual works for business 
A and experiences a slow period, is it possible for them to help out business 
B? Are they locked into a particular geographical area or business? If there are 
not enough providers, how do we balance our workforce if we still have an 
immature workforce in that category? 
 
MS. SPROUT: 
Some of your questions pertain to developing the workforce. We are working in 
collaboration with the Aging and Disability Services Division to make these 
decisions. When talking about an RBT who is employed, some providers may 
share that RBT. There are others who will not share the RBT, as they are 
employed by a particular agency. It does not mean the RBTs cannot be shared, 
but the verification will come from an employment model. 
 
CHAIR SPEARMAN: 
You mentioned an employment model; does that mean if I work for 
business A, I cannot work for business B? 
 
MS. SPROUT: 
I believe we are moving toward a model where the RBT is tied to the 
supervision of a BCBA. 
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CHAIR SPEARMAN: 
I will close the hearing on the presentation and open the hearing on 
two companion bills. Senate Bill (S.B.) 95 and S.B. 96 are proposed by the 
Legislative Subcommittee to Conduct a Study of Postacute Care. This is an 
issue that is severely underfunded. 
 
SENATE BILL 95:  Requires an analysis of the adequacy of Medicaid 

reimbursement rates for personal care services. (BDR S-368) 
 
SENATE BILL 96:  Requires a comparative analysis of the rates of 

reimbursement paid by Medicaid for certain services. (BDR S-369) 
 
ASSEMBLYWOMAN ROBIN L. TITUS (Assembly District No. 38): 
The Subcommittee to Conduct a Study of Postacute Care was created by 
A.B. No. 242 of the 78th Session (Exhibit E). The Subcommittee was charged 
with conducting a study of postacute care in Nevada, including a review of the 
quality and cost of postacute care; alternatives to institutionalization, cost 
savings of home- and community-based waiver programs; the impact of 
alternatives to institutionalization on the quality of life of a person receiving 
postacute care services; and State and national quality measures and funding 
methodologies for postacute care. 
 
The Legislative Commission appointed four members to the Subcommittee, 
including Assemblywoman Robin L. Titus, Chair; Senator Joseph P. Hardy, Vice 
Chair; Senator Joyce Woodhouse and Assemblywoman Teresa 
Benitez-Thompson. 
 
Postacute care includes a range of medical or health care services that support a 
patient’s continuous recovery from illness or management of a chronic illness or 
disability. Postacute care is provided in a facility or within a home- or 
community-based setting. In Nevada, a postacute care facility such as a 
rehabilitation hospital, hospice, skilled nursing facility, intermediate care facility, 
residential facility for groups, facility for the care of adults during the day (adult 
day care), and a home for individual residential care are licensed by the State. 
Programs, agencies, and professionals that provide home-based care, such as a 
hospice, home health, and personal care are also licensed or certified by the 
State. Additionally, family caregivers provide emotional support, care 
coordination, advocacy, financial assistance, and in many instances, direct care. 
 

https://www.leg.state.nv.us/App/NELIS/REL/79th2017/Bill/4790/Overview/
https://www.leg.state.nv.us/App/NELIS/REL/79th2017/Bill/4791/Overview/
http://www.leg.state.nv.us/Session/79th2017/Exhibits/Senate/HHS/SHHS154E.pdf


Senate Committee on Health and Human Services 
February 13, 2017 
Page 15 
 
The Subcommittee received hours of testimony regarding the importance of 
community-based and supportive care services to make it possible for persons 
with disabilities to live in the most-integrated settings possible. Long-term care 
services and support, provided in the 1915(c) Medicaid Home- and 
Community-Based Services waiver program, offer assistance with a variety of 
services, including activities of daily living, case management, residential 
support services, specialized equipment and supplies, and assisted living 
accessibility adaptations. Providing these services helps people remain in their 
homes to avoid higher costs of institutional settings. 
 
ASSEMBLYWOMAN TITUS: 
Advocates indicated that limited funding to support Home- and 
Community-Based Services waivers and other programs providing 
community-based services, make it difficult for the State to comply with certain 
court mandates. The United States Supreme Court decision in Olmstead v. L.C., 
527 U.S. 581, 119 S.G.2176 (1999), upheld the position that people with 
disabilities have a right to receive state-funded services in the community rather 
than in institutional settings when certain conditions are met, and the 
Americans with Disabilities Act’s integration mandate, which requires public 
entities to “administer services, programs, and activities in the most integrated 
setting appropriate to the needs of qualified individuals with disabilities,” 
represent two major rulings in this area. 
 
The Subcommittee consistently heard testimony from representatives of 
postacute care facilities, home- and community–based service providers, and 
advocates that the Medicaid rates of reimbursement have not kept up with 
inflation and the actual costs of providing certain care and services. Proponents 
for rate increases mentioned several rates that have not changed since 
2002, including the rates for adult day care and personal care services. Further 
testimony indicated confusion and frustration among personal care and 
home- and community-based service providers about the perceived differences 
in the rate of reimbursement for equivalent or similar services performed in 
different settings. 
 
Finally, the Subcommittee heard testimony regarding the rates of reimbursement 
for institutional settings caring for individuals who require a higher level of care, 
such as a skilled nursing facility. Several key points emphasized by proponents 
for rate increases relate to the steady decline in the percent of State funding 
allocated to support skilled nursing facility care and services, acknowledgement 



Senate Committee on Health and Human Services 
February 13, 2017 
Page 16 
 
that all of the rate increases that have been implemented since 2003 have been 
the result of provider taxes and an increase in the Federal Medicaid Matching 
Rate and the impact of a payment methodology that disproportionately rewards 
providers who have high Medicaid occupancy. 
 
Based upon the testimony received, the Subcommittee members recommended 
two bill draft requests that became S.B. 95 and S.B. 96. 
 
Senate Bill 95 is an attempt to research and quantify the assertions that the 
reimbursement rate for personal care services does not cover the cost for 
providing such services. The measure requires the Division of Health Care 
Financing and Policy of the Department of Health and Human Services to study 
the adequacy of rates of reimbursement paid under the State Plan for Medicaid 
for personal care services. If, as a result of the study, the Division finds the rate 
or reimbursement does not accurately reflect the actual cost of providing those 
services, the Division is required to include in the study report findings an 
adjusted rate that accurately reflects that cost. 
 
Senate Bill 96 is an attempt to compare reimbursement rates for similar 
services, regardless of who provides the services and where the services are 
being provided. Again, this measure helps us quantify assertions across the 
various industries and provider types. The bill requires the Division of Health 
Care Financing and Policy of the Department of Health and Human Services to 
conduct a comparative analysis of the Medicaid reimbursement rates for 
personal care services, home-based services and community-based services 
provided by a variety of providers. 
 
Home- and community-based services and support are important from a 
humanitarian and economic perspective. We look forward to hearing from 
patients and providers as we discuss the best ways the State can use limited 
resources, decrease the cost of care and keep people in their homes and 
communities.  
 
SENATOR RATTI: 
Do you have a sense of what this will cost? 
 
ASSEMBLYWOMAN TITUS: 
The Fiscal Note for S.B. 95 is $51,000 and $100,000 for S.B. 96, just to cover 
the cost of the analyses. 
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SENATOR RATTI: 
Will the studies generate a cost for implementation of any corrective action 
toward making the rates sustainable? 
 
ASSEMBLYWOMAN TITUS: 
Yes, that is the purpose of these bills. We do not know if there is that much 
disparity in reimbursement rates. This is an attempt to obtain concrete numbers 
to determine how far apart these groups are with a total cost to the State. 
 
SENATOR RATTI: 
We just heard a presentation from representatives of the Department of Health 
and Human Services regarding their five-year rolling review of Medicaid rates. 
What does this analysis achieve that is not already being addressed by the 
Department? 
 
ASSEMBLYWOMAN TITUS: 
These bills are slightly different because they are looking at rates for providers 
that are not typically adjusted within the program. Some examples would be 
home health providers, physician’s assistants, nurse practitioners and 
podiatrists. These costs include the cost of administering the actual care. Under 
the assisted-living umbrella, all rates would be adjusted because they have not 
been adjusted since 2002. 
 
SENATOR RATTI: 
Could we hear from a representative from the Department of Health and Human 
Services regarding the last time they conducted a comprehensive review of 
personal care rates? 
 
TIFFANY M. LEWIS (Chief of Rate Development, Division of Health Care Financing 

and Policy, Department of Health and Human Services): 
The rates were reviewed as part of the budget build for this biennium. These 
bills are requesting the Department to review the provider costs. We do not take 
the provider costs into consideration when conducting a typical rate analysis. 
We look at what CMS reimburses and the percentage differences. We look at 
similar states to determine what Nevada looks like in other areas. The studies 
proposed under S.B. 95 and S.B. 96 would be a new type of study to work with 
the providers for a comparison of rates and costs. 
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CONNIE MCMULLEN (Personal Care Association of Nevada): 
We testified vigorously for these efforts in the Subcommittee to Conduct a 
Study of Postacute Care during the Interim. We support S.B. 95 and S.B. 96. 
We believe there is a huge disparity. The rates (Exhibit F) have not been 
analyzed since 2002 when then-Governor Kenny Guinn appropriated money for 
the Provider Rates Strategic Plan (Exhibit G). In 2002, the Plan recommended 
provider rates be reevaluated at least every five years and to establish a 
third-party inflationary index to rebase rates during the Interim years. 
Recognizing this, it was recommended the provider rates for personal care be 
increased to $18.50 an hour. That rate was achieved in 2006 when advocates 
testified before the Legislature, stating this rate was needed for caregivers. 
When the recession hit in 2009, the rate was rolled back to $17 an hour, which 
is half of the amount of the raise. If the rate is divided by a quarter for each 
hour, it becomes about $4.25 for 15 minutes. We support S.B. 28. It would be 
advantageous to consider all three bills together. 
 
SENATE BILL 28:  Requires an annual review of certain rates paid by Medicaid 

in this State. (BDR 38-373) 
 
Community-based services are what keep people in their homes, and it improves 
health outcomes when people return from the hospital. It also saves the State 
money. Anytime a person can receive services in the community rather than 
being admitted to a skilled nursing facility provides a savings. There are 
200-plus personal care agencies in Nevada, less than half of them are doing 
business with the Medicaid State Plan. The activities of daily living are labor 
intensive for personnel who perform services of bathing, grooming and dressing. 
The work is difficult and the low wage makes it even harder to meet business 
expenses. The majority of those individuals needing service are located in 
southern Nevada. Personal care is nonmedical, unskilled and often supplemented 
by families providing back-up assistance for the professionals.  
 
Personal care service is more difficult in the frontier communities due to the 
distances traveled. Pursuant to federal law, the personal care agencies must pay 
for the fuel for the personal care attendant to visit these areas. Based on the 
Genworth Cost of Care study, the national average for private home care should 
be $22 an hour for the rural areas and $21 an hour in Las Vegas. At the current 
$17 an hour, Nevada is nowhere near that rate. If Nevada passes a minimum 
wage increase pursuant to S.B. 106, it will be even more difficult to find people 
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to perform this kind of service. Many people consider this type of work charity 
care because someone without family has no one to provide assistance.  
 
SENATE BILL 106:  Requires certain increases in the minimum wage paid to 

employees in private employment in this State. (BDR 53-865) 
 
Referencing our Division’s 2015 Access to Care Report following the expansion 
of the Affordable Care Act, “When the number of Nevadans with health care 
coverage increases and the statewide provider pool remains the same, access to 
care becomes a state wide issue.” We see this as an access-to-care issue. 
People are getting care in the home from family members, friends and 
neighbors. Without the nonmedical personal care attendant, these people are 
moving to skilled care, nursing care or even the emergency room. These people 
are bypassing an affordable option that will keep them in their homes. 
 
The Olmstead Ruling recommends people live in the community in the least 
restrictive setting of their own choosing because it prevents isolation and 
promotes socialization. It increases the well-being of people. There have been 
many decisions since the Olmstead case was decided. If the service is 
affordable in the community to keep a person out of an institutional setting, it 
should be made available as an option. In a survey of over 89 percent of people 
growing older, 50 years and over, indicates individuals would like to stay in their 
homes for as long as possible.  
 
ED GUTHRIE (Opportunity Village): 
If there has been a five-year rolling of the Medicare rates, none of the providers 
have seen it. What is the reason for advocating for provider rates if the 
information is not shared. Over the past 12 years, services to individuals with 
developmental disabilities have received 3.4 percent in rate increases. 
It amounts to 0.33 percent per year. 
 
CHAIR SPEARMAN: 
Do you support S.B. 95? 
 
MR. GUTHRIE: 
We support S.B. 95, S.B. 96 and S.B. 28. We think home- and 
community-based service is the answer for people with disabilities because it is 
a mandate of the Olmstead decree of the United States Supreme Court. We 
urge you to support these types of services. There is an essay called  
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“Million-Dollar Murray” by Malcolm Gladwell about a homeless person in Reno. 
Over a 10-year period, the community provided $100,000 per year of jail, 
emergency room, intensive care unit and other services for Murray. Services are 
being paid for this population but the money is coming from the wrong place. 
The service is being provided by a very expensive medical facility rather than 
through preventative services provided by a home- and community-based 
program. 
 
BRIAN M. PATCHETT (CEO, President, Easter Seals Nevada): 
We support S.B. 95, S.B. 96 and S.B. 28. Entering a new biennium, we are 
making assumptions about Medicaid dollars to be utilized by the Department of 
Health and Human Services. We are concerned about the implementation of 
receiving payment. It has taken 18 months or more to get the autism program 
implemented due to the process. There are still thousands of children who are 
not getting service because of the time frame and the certification process. The 
state of Utah has less certifications which allows more children to be served.  
 
BARRY GOLD (AARP Nevada): 
This is about access to quality services. We want these providers to stay in 
business and pay competent staff enough so they will not leave for 10 cents 
more an hour. This issue is important and it is a good time for Nevada to look at 
this issue. The AARP is in support of S.B. 95, S.B. 96 and S.B. 28. However, 
we have concerns because one bill looks at the adequacy of the rates; another 
bill compares the rates across different facility types, and the third bill looks at a 
timeline for completion. There are other bills in the Assembly that are also 
reviewing provider rates and timelines. The providers need relief and the 
patients need to get the services they need. 
 
CLARE TOBLER (Vice-President, Nevada Silver Haired Legislative Forum): 
It is important for these people to receive aid and to keep the doctors here in 
Nevada. I know two primary care doctors who relocated to Florida. The Nevada 
Silver Haired Legislative Forum (Exhibit H) supports S.B. 95, S.B. 96 and 
S.B. 28. 
 
JEFFREY KLEIN (Chairman, Nevada Commission on Aging Legislative 

Subcommittee; President/CEO, Nevada Senior Services, Inc.):  
We are in support of S.B. 95, S.B. 96 and S.B. 28. The Nevada Commission on 
Aging drafted the 2017 Elder Issues in Nevada report. The report addresses 
these issues specifically and supports the concepts inherent in the Postacute 
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Commission’s work. The personal care and adult care community had 
50 licenses granted between 2008 and 2014 and was down to 18 providers 
last year. The adequacy of reimbursement and having a working postacute 
delivery system is critical to access to care for our State seniors and disabled 
community. We hope the dialog will allow us to reform our system with a more 
effective reimbursement system. 
 
MS. JENSEN:  
For this review there would be two provider types which would equate to 
approximately 142 providers each. If the Committee passes S.B. 95, we will 
need one contractor staff member to conduct this analysis for approximately 
6 months with a fiscal note of $51,000. That amount is not taking into 
consideration the outcome of the review. We will still need budget authority 
should any further costs be incurred. This is an agency-based model so we 
cannot guarantee a rate increase would not filter down to the caregiver level. 
 
This bill is requesting an in-depth analysis of the personal care services 
reimbursements using the provider’s cost data. This would require the Division 
to analyze data from 142 individual providers. The Division would need to hire 
one contract employee (Management Analyst III, Grade 37) for a period of 
6 months to conduct this analysis at the cost of $51,308. This fiscal note does 
not include an increase to our budget authority should the rates be increased 
based upon the review. In addition since this provider type is an agency models 
and if a rate increase is approved, we cannot guarantee that the increase would 
actually be given to the individual caregiver. We reimburse the agency, not the 
individual caregiver. Lastly, it appears that if S.B. 96 passes, the analysis 
requested will include this provider type, making this effort duplicative. 
 
CHAIR SPEARMAN: 
I will close the hearing on S.B. 95 to hear additional testimony on S.B. 96. 
 
HELEN FOLEY (Nevada Assisted Living Association): 
We are so appreciative of the Subcommittee to Conduct a Study of 
Postacute Care for proposing S.B. 96. The reason the reimbursement is so 
pathetic is because 90 percent to 95 percent of individuals who are residents of 
assisted living centers or residential facilities for groups in Nevada are private 
pay.  
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Unfortunately, some people outlive the amount of money they have, and this 
creates a big dilemma. We do not think you will have to dramatically increase 
the amount paid in Medicaid for these long-term assisted living facilities. For an 
intense supported living arrangement, an individual receives $5,000 to $6,000 a 
month from Medicaid. Residential facilities for groups receive between $1,000 
and $1,800 a month. Therein lies the discrepancy. 
 
JEANNE BISHOP PERISE (Vice President/Secretary, Nevada Assisted Living 

Association; Executive Director, Park Place Assisted Living): 
In my practice, I am dually licensed as a nursing facility administrator and a 
residential facility administrator and have practiced in Nevada since 1984. I care 
for a broad spectrum from pediatric to geriatric patients, and I helped in the 
formulation of rate development. We first need to identify the current services 
within a broad committee of Legislators, accountants, State certificate holders, 
licensed providers and the community at large. While Nevada Revised Statutes 
(NRS) 449 licensed long-term care providers and community-based, in-home 
care providers are safe, highly-monitored, well-established industries, I do not 
support a Division cursory review but would encourage a full complement in 
conducting a comparative analysis of the rates (Exhibit I and Exhibit J). 
 
One needs to look at the description of services, the population served and the 
regulations differentiating those services to determine if the regulations have 
been promulgated. Is it long-term care or is it transitional. Is it transitional to 
maximize a person’s independence or avoid long-term care altogether? These 
are very important indicators. 
 
When reviewing the audit findings from the Legislative Counsel Bureau, it is 
important to keep in mind the statement made by Senator Ben Kieckhefer. The 
auditors pointed out, by eliminating overpayments to providers, the Division 
could serve more people with disabilities in the State of Nevada. The amount 
was $2 million to $3 million in overpayments. We think that pool of money can 
be restructured to the betterment of Nevadans. When the rates are being 
reviewed, it is important to compare apples to apples. When Ms. McMullen 
addressed the $17-an-hour rate for personal care, the service level agreement 
(SLA) portion of the budget and their payments were actually bundled services. 
There might be $74 to $111 paid for an unlicensed trainer of unknown 
qualifications because the payments are being bundled with concurrent 
treatments. The personal care aides are only able to service one-on-one care for 
the $17 an hour. It is important to have people with accounting expertise to drill 
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down on these statements of cost to reallocate inefficiently used dollars from 
SLA which gets $95 million. 
 
GINA STUTCHMAN (Treasurer, Nevada Assisted Living Association; Owner, Arbors 

Memory Care Community): 
As a local provider, I have been involved with senior living in northern Nevada 
for 40 years. My family has owned nursing homes, have managed active 
retirement assisted living facilities and now specialize in memory care. The 
facility is licensed as a residential facility for groups under NRS 449. Nevada is 
the most regulated State in the Nation relative to group homes. These are very 
frail people who are at high risk and vulnerable, so the level of oversight is not 
unreasonable.  
 
The community waiver program does not cover the actual cost of doing 
business. Statewide there are only 45 residential group homes approved to take 
the Medicaid waiver because it is such a low rate. In northern Nevada there is 
not one secure group home with the Alzheimer’s disease endorsement that can 
take the Medicaid waiver. The Alzheimer’s disease endorsement is specific for 
people with behavioral issues and are at risk for elopement, which requires 
additional staff training and physical plant necessities pertaining to safety and 
security. There is a six-to-one ratio of hands on caregiving with the residents. 
That throws the $60 a day maximum out the door. Last week there were 
four calls from people requesting information about our services. Three of the 
four calls were people inquiring about Medicaid coverage. 
 
Another concern is safety of the residents being cared for in the SLA 
community-based living arrangement situations. There have been a number of 
reports in the news, but they are always reported as group homes even though 
they are not licensed group homes. The required regulations for certification are 
vague. I am not sure there is even a requirement for them to have a business 
license so it should be reviewed. The choices we make when using Nevada 
Medicaid monies affect how we handle the influx of people needing Alzheimer’s 
disease care. Nevada is not prepared to handle the influx of people leaving the 
emergency room every ten days. There is nothing in place for someone who 
needs a secure setting in northern Nevada. There are two skilled nursing homes 
with an Alzheimer’s disease unit in northern Nevada; one is Highland Manor in 
Fallon and the other is Evergreen Manor in Carson City. These two facilities 
generally have a waiting list and cost the State $7,000 to $8,000 a month. The 
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average cost for a private memory care facility is between $4,000 and $6,000 
a month. 
 
MS. FOLEY: 
We urge the Committee to pass some form of legislation to address this issue 
so we can compare apples to apples. We also need to determine who is 
receiving Medicaid funding and if someone is not taking it, why not? What kind 
of credentials do these facilities have in order to collect money from the State 
so more people can be served? 
 
KATIUSHKA POSADA (Baby Boomers Activities Club): 
Baby Boomers Activities Club is the most cost-effective, and we beg the 
Committee to keep us in the budget. 
 
CHRIS VITO (President, Nevada Adult Day Healthcare Centers): 
Our organization supports S.B. 96. This is an economic and access issue. As a 
provider, we get reimbursed by Medicaid and CHIP for up to  six hours of care. 
Unfortunately, we have to customize our services for the client, so we are 
actually open for 12 hours per day. These Medicaid clients stay with us 
between 10 hours and 12 hours per day. If this is calculated by adding the 
amount of $54.48 reimbursed by Medicaid and the amount of $40 reimbursed 
from CHIP, then divided by 12 hours, it is a very dismal number. 
 
SENATOR RATTI: 
Is there a class of clients receiving services under a grandfathered system 
where they can choose their own personal care assistance in the home 
health-based setting that is not licensed? Would these people be part of this 
study? 
 
BETSY AIELLO (Deputy Administrator, Division of Health Care Financing and 

Policy, Department of Health and Human Services): 
Yes. All of our home-based community services should be included in a 
home-based community study.  
 
MS. JENSEN: 
The Department is neutral on this bill, but would like to provide the following 
information for your consideration. This bill is requesting an in-depth analysis of 
the Medicaid reimbursements for personal care services, home-based services 
and community-based services using the individual provider’s cost data. This 
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requires the Division to analyze data from 559 individual providers. The Division 
will need to hire two contract employees, Management Analyst III, Grade 37, 
for a period of 6 months to conduct this analysis at the cost of $100,016. This 
fiscal note does not include an increase to our budget authority should the rates 
be increased based upon the review. In addition, it appears that if this bill 
passes, S.B. 95 would no longer be needed, as personal care services is a 
provider type that is included in this analysis report. 
 
CHAIR SPEARMAN: 
I will close the hearing on S.B. 96 and open the hearing on S.B. 28. 
 
JOHN YACENDA, PH.D. (President, Nevada Silver Haired Legislative Forum): 
I have submitted my prepared remarks (Exhibit K). This is our first official bill 
draft request through the Silver Haired Legislative Forum. We held meetings 
during the Interim to listen to seniors, providers and agencies regarding their 
concerns and successes. We heard disheartening stories regarding elder abuse 
and exploitation. We heard some good stories about our law enforcement 
people from Attorney General Adam Paul Laxalt to our local district attorney 
offices. There were many stories about what was going on with providers. It 
was disturbing to hear how our providers of health care, psychological services, 
social services and day care services are not getting reimbursed fairly after 
providing services to Medicaid-eligible recipients.  
 
Information was provided to the Forum that had us questioning the Medicaid 
rates. The Medicaid portion of the Executive Budget has increased over the past 
ten years for certain services. Because we could not identify the problem we 
requested a bill draft. Senate Bill 28 is the result of that request. There is a 
fiscal note with the bill which seems steep and a little redundant. This issue 
affects senior health and we have citizens in Nevada who are growing older. I 
hope the bill will be passed out of the Senate Committee on Health and Human 
Services and be referred to the Senate Committee on Finance for the authority 
to examine what is going on with the Medicaid rates. 
 
HOWARD BARON, M.D. (Nevada State Medical Association; Clark County Medical 

Society): 
I am a pediatric gastroenterologist and have practiced in Las Vegas for the past 
23 years. Fifty-one percent of my patient practice is Medicaid in one form or 
another. This issue directly impacts my practice. Enrollment increased by 
100 percent in the past 3 years, but the number of physicians, specialty 

http://www.leg.state.nv.us/Session/79th2017/Exhibits/Senate/HHS/SHHS154K.pdf


Senate Committee on Health and Human Services 
February 13, 2017 
Page 26 
 
practitioners and primary care physicians did not increase by 100 percent at the 
same time. Therein lies the huge problem. 
 
I am testifying in support of S.B. 28 because it allows for a review of Medicaid 
rates on a regular basis. Medicaid rates have a direct link to patient access and 
to quality care. Medicaid patients already have a very difficult time accessing 
health care delivery systems, and that is why primary care is still being delivered 
in emergency rooms or urgent care settings. There are not enough primary care 
physicians to go around even with extenders such as nurse practitioners and 
physician assistants. Even when patients who are covered under Medicaid can 
access care, they may have considerable delays in treatment. Physicians who 
would like to take Medicaid patients oftentimes can no longer accept them 
because of the strain on their own practices. Medicaid typically reimburses at 
about 60 percent to 80 percent of Medicare allowable rates. Not only the 
reviews, but the lack of rate increases over the last 12 years and decline in 
Medicare reimbursement when compared to the cost of living, have negatively 
impacted our ability to provide this care. It is positive whenever rate increases 
can occur, but to make an impact on the problem of access, the State must 
demonstrate a consistent commitment to reviewing and adjusting Medicaid 
rates. This bill is a step in that direction. 
 
RICK KUHLMEY (Nevada Silver Haired Legislative Forum): 
We support S.B. 28. 
 
KELLY CROMPTON (City of Las Vegas): 
I am here in support of S.B. 28 as this is a priority for Mayor Goodman and the 
City of Las Vegas as we continue to expand the medical district which houses 
the University of Nevada, Las Vegas Medical School. This is also a southern 
Nevada forum priority so the conversation is relevant. 
 
ERIK JIMENEZ (United Cerebral Palsy of Nevada): 
We support S.B. 28. 
 
JESSE WADHAMS (Las Vegas Chamber of Commerce): 
This is a southern Nevada forum priority bill and we support the concept of 
S.B. 28. 
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JEFF DOLD (Administrator, More to Life Adult Day Health Center, LLC): 
I support all three bills S.B. 95, S.B. 96 and S.B. 28. Without them, our center 
would also be at risk to provide services for the coming years without some 
changes and price adjustments. Thirty-two facilities closed and eighteen 
opened, the clock is ticking to keep these centers alive. 
 
MS. JENSEN: 
The Department is neutral on this bill and offers the following information for 
your consideration. The Division of Health Care Financing and Policy has 
58 provider types with 160 associated specialties and approximately 
258,000 rates that are currently reviewed on a rolling 5-year calendar basis, 
with some rates being reviewed more often. By requiring an annual review, it 
will require the Division to hire 2 additional full-time employees, Management 
Analyst IIIs, Grade 37, at the approximate cost of $369,157 for salary, benefits 
and equipment. This request would be increased to four full-time employees if 
the two new Management Analyst positions requested in our budget, 
BA3158-M501, are not approved. This fiscal note does not include an increase 
to our budget authority should the rates be increased following the review. 
 
CHAIR SPEARMAN: 
I will close the hearing on S.B. 28 and open the hearing for public comment. If 
you did not have a chance to deliver your testimony during the hearing, you 
may submit your documents to the Committee for inclusion in the minutes.  
 
The Committee received a letter of support from Eva Medina, Program Manager 
for the Consumer Direct Care Network of Nevada (Exhibit L). 
 
The Committee received an informational document from Barbara Paulsen, 
Nevadans for the Common Good (Exhibit M). 
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CHAIR SPEARMAN: 
As we have no further business to come before the Committee the meeting is 
adjourned at 5:23 p.m. 
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