
 
 

MINUTES OF THE OCTOBER 12, 2012 
MEETING OF THE 

INTERIM FINANCE COMMITTEE’S  
SUBCOMMITTEE ON EARLY INTERVENTION SERVICES 

Carson City, Nevada 
 
Chairman David Bobzien called a meeting of the Interim Finance Committee’s 
Subcommittee on Early Intervention Services to order at 8:44 a.m. on October 12, 2012, 
in Room 3137 of the Nevada Legislative Building, 401 South Carson Street, 
Carson City, Nevada.  The meeting was videoconferenced to Room 4412 of the 
Grant Sawyer Office Building, 555 East Washington Avenue, Las Vegas, Nevada, and 
to Room 137 of the Great Basin College High Tech Center, 1500 College Parkway, 
Elko, Nevada.  Exhibit A is the Agenda and Exhibit B is the Meeting Packet.  All exhibits 
are available and on file at the Fiscal Analysis Division of the Legislative Counsel 
Bureau. 
 
COMMITTEE MEMBERS PRESENT IN CARSON CITY: 

 
Assemblyman David Bobzien, Chairman 
Senator Ben Kieckhefer 

  
COMMITTEE MEMBERS PRESENT IN LAS VEGAS: 
 
 Assemblywoman Maggie Carlton 
 Assemblyman John Hambrick  
 Senator David Parks 
 
LEGISLATIVE COUNSEL BUREAU STAFF PRESENT IN CARSON CITY 

 
Brenda Erdoes, Legislative Counsel 
Cindy Jones, Fiscal Analyst, Assembly 
Mark Krmpotic, Fiscal Analyst, Senate 
Mike Chapman, Principal Deputy Fiscal Analyst 
Laura Freed, Senior Program Analyst 
Sherie Silva, Committee Secretary 
Tracie Battisti, Fiscal Analysis Division Secretary 
 

Chairman Bobzien called the meeting to order at 8:45 a.m. 
 
 I. ROLL CALL 
 
The Committee Secretary called the roll; all Subcommittee members were present.  
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 II. PUBLIC COMMENT 

Chairman Bobzien asked whether there were members of the public who wished to 
testify about the Early Intervention Services (EIS) program prior to the presentation from 
the Department of Health and Human Services.  There was no public comment. 
 

 III.  PRESENTATION BY DEPARTMENT OF HEALTH AND HUMAN SERVICES  
    ON STATUS OF EARLY INTERVENTION SERVICES PROGRAM 
 
Mary Liveratti, Administrator, Aging and Disability Services Division, Department of 
Health and Human Services, introduced Tina Gerber-Winn, Deputy Administrator, 
Aging and Disability Services Division, and Janet Murphy, Deputy Administrator of 
Fiscal Affairs, Aging and Disability Services Division (ADSD).  
 
Ms. Liveratti referred the Subcommittee to Exhibit C, Department of Health and Human 
Services Presentation on the Status of Early Intervention Services Program.   
 
According to Ms. Liveratti, page 2 of the exhibit depicted Kudos to the Aging and 
Disability Services Division’s Child Find Team.  A federal report had recently been 
received that indicated Nevada’s Early Intervention Services (EIS) program had 
exceeded its target in serving the birth to one-year population.  The target was 
1 percent and the program had actually served 1.15 percent, which also exceeded the 
national average of 1.02 percent.   The birth to three-year population was targeted to be 
served at 2 percent and the program had exceeded that target by serving 2.31 percent.  
Those figures were based on the report from the federal Office of Special Education 
Programs using data from 2011. 
 
Page 3 of the exhibit reflected the EIS program caseload (with an Individualized Family 
Service Plan [IFSP]) for fiscal year (FY) 2012 and FY 2013.  Ms. Liveratti indicated that 
3,041 children with an IFSP had been served in FY 2012; the state had provided care to 
1,707 children, and community providers had provided care to 1,334 children.  
As reflected on page 3 of Exhibit C, the budget for FY 2013 indicated that the state 
would provide care for 1,818 children and private providers would provide care for 
1,519 children, for a total of 3,334 children served [note: numbers do not add up; total 
should be 3,337].  There were 306 children waiting for services.  Ms. Liveratti explained 
that those children had received IFSPs, and while they may have received 
some services, they had not received all services authorized by their plans.  As of 
August 31, 2012, those children had exceeded the 30-day timeline and were waiting for 
420 different services.  The ADSD had difficulty recruiting providers for speech and 
language pathology, intensive behavioral therapy, developmental therapies and 
specialized instruction, occupational therapy, and physical therapy.   
  
Ms. Liveratti explained that page 4 of Exhibit C included information on the community 
providers.  The September 2012 budgeted caseload for community providers was 
1,311 and the actual caseload at the end of September 2012 was 1,340.  She noted 
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that page 4 of the exhibit also delineated the providers available in northern and 
southern Nevada and the caseloads for each.        
  
Page 5 of Exhibit C depicted the projected contractor costs for FY 2013.  Ms. Liveratti 
said there had been growing concern over budget shortfalls, and the Health Division 
would submit a work program to the Interim Finance Committee (IFC) at its December 
meeting that would transfer funds to cover the shortfall. 
 
Continuing her presentation on page 5 of Exhibit C, Ms. Liveratti said state contractors 
had been budgeted at $3 million; however, the projected amount for contractors was 
$4.1 million, and consequently, there would be a shortfall of $1.1 million.  Community 
providers were budgeted and projected at $9.4 million.  The shortfall of $1.1 million 
would be covered by increased Medicaid billing, increased Individuals with Disabilities 
Education Act (IDEA) Part C funds, and salary savings of approximately $20,000.  
 
Ms. Liveratti introduced Tina Gerber-Winn, who would continue the review of Exhibit C. 
 
Tina Gerber-Winn, Deputy Administrator for Programs, Aging and Disability Services 
Division, explained that page 6 of Exhibit C clarified which agencies played a role in the 
delivery of services to children.  The Health Division was currently responsible for the 
establishment of provider agreements that outlined the roles and responsibilities of each 
provider.  The Health Division had assumed that duty in 2007 when community 
providers came into the EIS service provision system.  The Division had also 
participated in four rate studies in an attempt to establish a firm rate for community 
providers, which had varied over the past four years, so that there would be proper 
access to care.  Ms. Gerber-Winn said the Division managed the payments to 
community providers and was also in charge of the Child Find Team, which attempted 
to locate children in the community who were experiencing developmental delays and 
make the families aware of the EIS program.   
 
Ms. Gerber-Winn explained that the Health Division managed intake and initial 
screening of children and aided with service coordination to connect those children with 
care providers.  The Division also developed IFSPs, which was the authorization for 
care, and provided direct services in those cases that were not handled by community 
providers.  According to Ms. Gerber-Winn, community providers were responsible for 
service coordination, IFSP development, and direct services, which mirrored the 
services provided by the state for those cases retained at the state level.   
 
Ms. Gerber-Winn said the Aging and Disability Services Division had applied for federal 
grant funding for the past four years, which averaged approximately $3.9 million per 
year.  She noted that past American Recovery and Reinvestment Act of 2009 (ARRA) 
funding sources were no longer included in the ADSD budget.  The ADSD also 
monitored the reports and activities of the EIS program, as well as the data for all 
children and services submitted through the Tracking Resources and Children (TRAC) 
data system.  The ADSD was also responsible for personnel development, as required 
by IDEA Part C, to assure that everyone who provided services was competent and 

http://www.leg.state.nv.us/Interim/76th2011/Exhibits/IFCSubEarlyIntervention/E101212C.pdf
http://www.leg.state.nv.us/Interim/76th2011/Exhibits/IFCSubEarlyIntervention/E101212%1f.pdf
http://www.leg.state.nv.us/Interim/76th2011/Exhibits/IFCSubEarlyIntervention/E101212C.pdf
http://www.leg.state.nv.us/Interim/76th2011/Exhibits/IFCSubEarlyIntervention/E101212C.pdf


4 
 

aware of their role.  The ADSD provided technical assistance as well as curriculum for 
those disciplines that were not otherwise certified like physical and occupational 
therapists, who had to meet certain certification requirements.  For other services, the 
ADSD provided the curriculum to providers, including Health Division staff.  
Ms. Gerber-Winn said procedural safeguards and complaint investigation and resolution 
were also provided by ADSD to families who were given notice when plans changed 
and when children were deemed not eligible for the EIS program.  Parents could then 
exercise their rights when they did not agree with the decisions made by the 
EIS program.  The ADSD maintained that structure and advised community providers 
and the Health Division on how to fulfill the federal requirements regarding complaints. 
 
Ms. Gerber-Winn noted that there had been past concerns, and a complaint had been 
filed by the Nevada Disabilities Advocacy and Law Center (NDALC) concerning 
providing proper notice and access to care within the system.        
   
Page 7 of Exhibit C outlined the management of the EIS program through FY 2015.  
Ms. Gerber-Winn stated there had been much collaboration among the ADSD, the 
Health Division, and community providers regarding the future model for the program.  
The current proposal was that ADSD would facilitate the entire EIS program.  That 
facilitation would include quality assurance staff who would monitor procedural 
safeguards for federal grant funding, monitoring and reporting, management of data 
systems, and personnel development.  Currently, there were eight quality assurance 
staff members, and as the program evolved, other staff members would participate in 
those functions, including Health Division staff, who would be more involved in the 
day-to-day monitoring of community providers.  The agency fiscal staff would 
concentrate on provider agreements and/or contracts, depending on how the program 
moved forward, rate development, and payments.  Program management staff would 
work on the Child Find Team program, intake, service coordination, and development of 
IFSPs, and community providers would provide the direct services. 
 
Continuing, Ms. Gerber-Winn explained that the ADSD also provided services through 
the federal Maternal and Child Health Bureau grant and community grants through the 
Health Division.  Some Health Division services, such as cranio-facial services, hearing 
screenings for newborns, and metabolic diagnoses and remedies, had been wrapped 
within the EIS program.  That allowed ADSD to locate children who might need 
specialized services and provide early care; it was also easier for parents who were 
trying to locate care for their children within the system.   
 
Chairman Bobzien asked how the proposed changes in responsibilities for the ADSD 
and the Health Division would affect the community providers. 
 
Ms. Liveratti explained that the restructuring and/or consolidation had actually 
commenced during the 72nd Legislative Session (2003), under the direction of the late 
Governor Kenny Guinn, who combined the programs to stretch funds and provide better 
services to families.  The proposal was that ADSD would become the primary entity in 
the delivery of services to people with disabilities.  Families often had to deal with 
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several agencies to locate services, and the concept was that one agency would 
provide disability services throughout a person’s lifespan.  The next step would be to 
transfer developmental services from the Division of Mental Health and Developmental 
Services (MHDS) to ADSD, along with the EIS program.   
 
Ms. Liveratti said the IDEA Part C office was placed under the Health Division several 
years ago.  At that time, some concerns were voiced because the Part C office was 
responsible for ensuring compliance and safeguarding the rights of parents.  It was felt 
the Part C office could not be objective when it was housed within the Health Division, 
and the Part C office was moved to the Director’s Office of the Department of Health 
and Human Services and then finally to the ADSD.   
 
According to Ms. Liveratti, the belief was that safeguards could be put into place within 
the ADSD, and the Part C office could offer technical assistance to providers, who could 
then offer better care.  The Part C office could also review “cutting edge” practices and 
best practices in other states.   
 
Ms. Gerber-Winn said the rules of the Part C grant were embedded in the EIS program, 
and it would better serve all staff to understand those rules from the beginning, which 
would include learning the benchmarks of the program from the beginning and training 
staff to look for quality issues that might arise.  It was also important for staff to work as 
a team to improve quality within the program.  In the past, separation of the agencies 
had made it difficult for staff to work as teams.   
 
Ms. Gerber-Winn went on to explain that development of provider agreements was part 
of quality assurance.  Adding 200 to 300 children to the program each year was 
significant growth and the state had to train persons to provide care for those children.  
She pointed out that there was not much time to address the early intervention needs of 
children within the zero to three-year timeframe for early development.  The hope was 
that state staff could concentrate on recruiting and training providers, admitting the 
children into the system, and developing a care plan with a competent provider, either 
the state or a community provider, while adjusting those needs within the timeframes 
set for the plan. 
 
Ms. Gerber-Winn said that cohesion meant the staff working together and 
understanding each role, defining those roles more clearly, and ensuring that federal 
requirements were met on a daily basis, rather than having discussions only when 
problems arose.   
 
Ms. Liveratti stated that the ADSD received federal grant funds, but the Health Division 
received funding from the State General Fund.  There had been a great deal of time 
spent in coordinating those funding sources.  She noted that there had been some 
conflict because the Health Division had been managing the provider contracts, and it 
made more sense for the Part C office to handle those contracts.  Currently, the money 
flowed through the Health Division, and that agency made referrals to community 
providers.    
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Chairman Bobzien appreciated the perspectives provided by Ms. Liveratti and 
Ms. Gerber-Winn.  With the explosion in caseload growth, he questioned whether 
completion of the Individualized Family Service Plan (IFSP) should be the responsibility 
of community providers.  

Ms. Gerber-Winn replied that the role of developing IFSPs was still under review.  There 
had been four meetings between the state and community providers to address the 
IFSP, but that procedure had yet to be determined; she noted there were several 
models currently being used in other states.  The ADSD wanted to make sure that the 
process was efficient and that a continuity of care existed.   
 
Chairman Bobzien said it appeared that the ADSD was attempting to “thread the 
needle” between Part C compliance, the continuity of care, and realizing efficiencies. 
 
Ms. Gerber-Winn replied that was correct.  She noted that the tasks for staff needed to 
be outlined and clarified.  There could be a change in duties remaining within the scope 
of various staff classifications, but staff might play a different role that assisted in the 
continuity of care, which could include timely assessment into the program, 
establishment of a plan of care, and referral to the appropriate provider, whether to a 
state program or a community provider.  It was an issue that had to be resolved, and it 
had to be acknowledged by the community, families, stakeholders, and providers so 
that every group understood its role in the system. 
 
Chairman Bobzien said determining the right provider was important, but program 
capacity and the requests and desires of the family also had to be considered.   
 
Ms. Gerber-Winn agreed, adding that those issues were being addressed through other 
programs.  The ADSD wanted to make the processes clear so that state staff and 
community providers were aware of the needs of the children and families were aware 
of their rights and what they should be asking the system to provide.   
 
Ms. Gerber-Winn said the ADSD also wanted to ensure that the rates were appropriate 
and there were community providers willing to enter into contracts with the state to 
provide services.  The Division also wanted its staff to be aware of the role it would play 
in that program, which included locating the children, assessing the children, and 
training the providers to properly serve those children.    
 
Chairman Bobzien asked when the program would be consolidated, because the 
Department of Health and Human Services was in the midst of compiling its budget for 
the upcoming biennium.  He assumed the EIS program would be reviewed thoroughly 
by the 2013 Legislature. 
 
Ms. Liveratti said the ADSD had already submitted its biennial budget request and had 
plans in place for the next two years.  The ADSD had adjusted the rates for community 
providers based on information received through the rate studies.  Earlier testimony 
indicated that the program would shift 100 percent to community providers, but that 
would not happen in the upcoming biennium.  The ADSD was in the process of locking 
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in the provider rates and wanted the rates to be sufficiently attractive so providers would 
agree to meet the federal requirements and provide a high quality of service.  
Ms. Liveratti indicated that the ADSD would have the rates locked in prior to the 
beginning of the 2013 Legislature. 
 
Chairman Bobzien commented that the ADSD would be locked into a rate, but it would 
not know how that rate would be received by the provider community.  Ms. Liveratti 
agreed; she believed the ADSD would need to reexamine the progress of the program 
as new concepts were implemented.  Changes would be needed along the way, and the 
ADSD had to be flexible so that needed changes could be made.  
 
Senator Kieckhefer referred to page 3 of Exhibit C and asked whether the children 
currently on the waitlist were waiting for services provided by the state or by community 
providers.  Ms. Liveratti replied that services would be provided by both state and 
community providers.  She would provide additional information to Senator Kieckhefer. 
Senator Kieckhefer asked whether services that were not being provided in a timely 
fashion were consistent between the state and community providers and if those 
services were primarily speech therapy and language pathology. 
 
Ms. Liveratti said that the state was struggling with attracting and contracting with 
providers of speech pathology services at the current time.  She explained that there 
were three groups currently providing services to EIS children: the first group was state 
employees; the second group was contractor services, or category 12 providers, who 
were not state employees, but were managed by state workers; and the third group was 
community providers, or category 14 providers.  The area of greatest need was in the 
category 12 providers.  Ms. Liveratti explained that of 438 children waiting for services, 
the majority were being served through the Early Intervention Services program.  [Note: 
Page 3 of Exhibit C reflects 306 children waiting for services.]  There were 
currently 11 children waiting for services from contractor or community providers. 
 
Senator Kieckhefer asked whether the salary savings in the proposed forthcoming work 
program revision were the result of holding positions vacant.  
 
Ms. Liveratti replied that the Health Division was holding positions vacant to avoid 
layoffs during transition.  Some positions would be filled by category 12 temporary 
contract employees.   
 
Senator Kieckhefer referred to the non-EIS programs that were administered through 
the EIS program and asked whether the individuals who provided those services were 
cost-allocated through the EIS program or whether there was a segregated funding 
stream for the non-EIS programs.  Ms. Liveratti replied that a representative from the 
Health Division could answer that question. 
 
Chairman Bobzien requested that further questions for representatives of the 
Health Division be held until after Mary Wherry, Deputy Director for Clinical Services, 
Health Division, made her presentation. 
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Assemblyman Hambrick was concerned that community providers had been castigated 
in previous testimony, and he asked for information about the specific concerns 
regarding community providers.  He said he liked the public/private partnership aspect 
of the EIS program, but if providers were not up to par, he felt the Subcommittee should 
receive further information regarding those specific providers.  Assemblyman Hambrick 
had spoken to many of the community providers and was impressed with their level of 
competence. 
 
Ms. Gerber-Winn emphasized that previous testimony was not meant to castigate 
community providers; community providers had been strong partners with the state.  
The comments about “pulling back” were so that the financial aspects of the program 
could be correctly managed in order to ascertain whether the state could afford the 
services provided by community providers.  The ADSD wanted to be able to forecast 
budget expenditures, but improvements were needed in budgeting and the expenditure 
of funds.  The ADSD wanted to plan ahead and inform the Legislature when it made 
changes. 
 
Ms. Gerber-Winn said families appeared to be quite content with the services from the 
community providers, and children were generally entering care within the timeframes 
according to the rules.  There were many providers who wanted to partner with the state 
to provide services, and those providers had to be advised of their obligations.  The 
community provider program had grown quickly, and the ADSD wanted to provide clear 
guidance in writing the contract or provider agreement so that all entities would 
understand their duties and the obligations of the system. 
 
Ms. Liveratti added that another reason to step back and slow the process down was 
that ADSD wanted to bring its own staff up to par.  She believed more time was needed 
before adopting the new model for the EIS program.  The ADSD wanted no disruption of 
service to children and their families.  The ADSD had not been as involved in the 
process as the Health Division, but it was trying to come up to speed so it could assume 
management of the program.     
 
Assemblywoman Carlton noted that during past Interim Finance Committee meetings, 
there had been discussion of a pilot project, but it appeared that the current discussion 
and Exhibit C addressed implementation of the project.  
 
Ms. Liveratti indicated that the discussion had veered away from a pilot project, and a 
decision had been made to move toward community providers.  
 
Assemblywoman Carlton affirmed that the discussion was no longer about a pilot 
project but rather about a systemic change in how services would be delivered to 
children in the EIS program.  Ms. Liveratti stated she was correct. 
 
Assemblywoman Carlton asked whether there had been a public discussion regarding 
the policy change or whether the present meeting was the actual venue for that 
discussion.  She noted that with such a major change, the proper policy committees 
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should have been consulted to determine whether the change would be in the best 
interest of the children being served.  
 
Chairman Bobzien agreed that at some point a legal discussion would be needed about 
how the Legislature interfaced with the process.  The Legislature had attempted to 
address the problem of the waitlist in the past by approving additional funding, but other 
changes were needed, hence the discussion about a pilot program.  The Subcommittee 
was now hearing that the transition would be included in the upcoming biennial budget 
request, state positions would be frozen, and contractor positions would be used to fill 
those slots.  Chairman Bobzien said that additional discussion would be required 
concerning freezing state positions and using contractors.     
 
Assemblywoman Carlton said she was concerned about the waitlist.  It appeared that 
children were currently referred to either state contractors or community providers, 
either for-profit or nonprofit.  If there were no slots available, the state would attempt to 
locate a provider; however, the burden of the waitlist ultimately fell upon the state rather 
than community providers.  She asked whether she was correct. 
 
Chairman Bobzien noted that the Subcommittee had not yet heard the presentation by 
the Health Division, and he asked that further questions be held until Division 
representatives had made their presentation.  
 
Mary Wherry, Deputy Director for Clinical Services, State Health Division, Department 
of Health and Human Services (DHHS), referred to page 17 of the Meeting Packet 
(Exhibit B) and pointed out that the 2011 Legislature had issued a Letter of Intent to the 
Health Division.  The Division had been attempting to satisfy that Letter of Intent.  
Ms. Wherry indicated that the Division’s budget had been difficult to manage and 
difficult to predict.  The Legislature had done an outstanding job of funding services for 
children, even though other programs had been cut.  Ms. Wherry said the Division and 
the children and families were grateful for that funding support.   
 
Ms. Wherry said that the budget challenge for the Division was that there was a “combo 
platter” consisting of community partners and state staff.  The financing of the two 
entities was quite different; the costs for one could be predicted, but not the other.  The 
Division had been attempting to address the request from the Legislature to develop a 
reasonable methodology that could be used consistently to calculate the caseload 
budget.   
 
Ms. Wherry explained that the Health Division had established that state staff would 
play an important role in service delivery; contractors were used as part of that model, 
but a set dollar amount rate for contractors had not been established.  The Division had 
no control over the cost of developing each Individualized Family Service Plan (IFSP) 
therapy provided by a state contractor.  However, the rate for community provider 
services was capitated, and for $565 per month per IFSP, children would receive all 
needed services.  Ms. Wherry said that IDEA Part C provided regulatory oversight to 
ensure that children continued to receive the appropriate services through their IFSPs.  
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There was no finding by the Health Division that suggested the private sector had been 
underserving children.   
 
Ms. Wherry said that the initial rate study had commenced at the end of the 
2011 Legislative Session, and it revealed that it was more costly for the state to provide 
services to children.  An Executive Branch audit had recently been completed that 
produced the same outcome: not only did the state provide more services, it also 
provided more expensive services. 
 
Ms. Wherry explained that the Health Division was attempting to determine what role 
the state should play as the safety net for the system to make sure that children 
received all needed services and procedures and safeguards were maintained.  The 
role of the private sector also had to be defined so the state would spend every 
available dollar as cost effectively as possible.   
 
Ms. Wherry said the Division had been moving toward establishment of a set staffing 
ratio as a result of the phase 4 rate study.  For example, if the caseload projections 
were to be set at 4,000 children, the Division would be aware of the number of 
developmental service specialists, support staff positions, and accounting assistants 
that would be needed for billing collection to serve that number of children.  The Division 
would know the exact amount needed to pay private-sector providers in category 14 for 
the urban settings, the rural settings, and the frontier settings. 
 
Ms. Wherry referenced pages 147 and 149 of Exhibit B, which depicted staff and 
contract dollars used to fund non-Part C services.  Page 151 reflected the total dollar 
amount used to fund the special children’s clinics and the metabolic screening program,  
which served children up to the age of 19.  The newborn hearing program was a 
follow-up to the legislative mandate that all children be screened for hearing problems, 
and children with hearing disabilities were placed in the EIS program for follow-up.  
Ms. Wherry said she wanted to address the non-Part C costs so that the Legislature 
and Executive Branch understood what the program costs would be to continue to 
subsidize the current Part C and non-Part C services being provided. 
 
Ms. Wherry explained that the Health Division had held two summits with the private 
sector in the winter and spring of 2012.  Those summits included representatives from 
the autism program, Part C staff, state staff, staff from the Aging and Disability Services 
Division, and staff from the Division of Mental Health and Developmental Services, in an 
effort to bring people to the table to develop consensus and solve the problems.  The 
Health Division had been attempting to collaborate with interested parties over the past 
six months and had reached consensus on a number of issues.  In June 2012, the 
Division began moving forward with the pilot to test the concepts that everyone had 
agreed upon to determine if those concepts would work or whether they needed further 
review.  Ms. Wherry said that when the Division addressed the 2013 Legislature, it 
would be able to present the facts about how the system was working and how the 
budget would be implemented by the 2013 Legislature.       
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Chairman Bobzien indicated that was the key point.  He noted that information about the 
purpose of the pilot and what had been examined during the pilot had been murky at 
best.  The Interim Finance Committee had heard testimony that the pilot was to test and 
identify the barriers to implementation, and it appeared the model was a foregone 
conclusion, which was why members of IFC were confused about the concept of the 
pilot program.  Chairman Bobzien said the Division had apparently initiated a pilot 
program to examine the models, and he requested that information be received prior to 
the 2013 Legislature about the program and the results of the study.      
 
Ms. Wherry referred to previous testimony presented by Mary Liveratti, Administrator of 
the Aging and Disability Services Division, that indicated ADSD had been working 
toward absorbing the EIS program and developmental services, but had decided to pull 
back.  Ms. Wherry remarked that it was a process of growth and development.  
    
Chairman Bobzien said it appeared the ADSD had suspended the original 
pilot program, and Ms. Wherry stated that was correct. 
 
Ms. Wherry noted that concern had been voiced over the frozen state positions.  The 
Health Division had exceeded its authority in category 12 (Medical Contracts) 
expenditures.  Program managers in state programs were allocating services to be 
provided to children to remove them from the waitlist, even though the Division had 
exceeded its budget authority.  Ms. Wherry said the Division froze state staff positions 
so there would be money available to move from category 01 (Personnel Services) into 
category 12, thereby eliminating the need for the Division to request supplemental 
funds.  The Division was attempting to manage the entire Early Intervention Services 
account with the current resources.   
 
Ms. Wherry explained that if the Health Division maintained a full complement of state 
staff without sufficient providers to provide services to children with IFSPs, a gross 
imbalance would occur in the system.  Families would be brought into the system, but 
services critical to the improvement of their children could not be provided.  Freezing 
state positions to fund the services provided by category 12 therapists was the rationale 
behind the request.  She said the same situation existed today, and the Division was 
fortunate that the Part C grant would provide additional funding so that some state 
positions in category 01 could be restored.        
 
Assemblywoman Carlton said the Letter of Intent referred to earlier (page 17, Exhibit B) 
related to a rate study and how rates would be paid.  However, it appeared that the 
Letter  of  Intent had grown a life of its own  and  turned into  systemic  changes to the 
service delivery model that was currently under discussion.  She asked  whether the 
Letter of Intent was being used as the foundation for the changes made by the 
Health Division.  
 
Ms. Wherry read an excerpt from the Letter of Intent: “In addition, the group should 
determine and document a reasonable methodology that will be consistently used to 
calculate the budget for the EIS program.”  She said the Division had been attempting to 

http://www.leg.state.nv.us/Interim/76th2011/Exhibits/IFCSubEarlyIntervention/E101212B.pdf
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develop a reasonable methodology so that when caseload projections were made, there 
would be a set of multipliers that could be used to advise the Legislature about the 
funding.  As an example, Ms. Wherry explained, if there were a set amount of 
$25 million available in the system for the EIS program, the Division could pinpoint the 
number of children who could be served with that amount.  With the current system, it 
was impossible to provide that information. 
 
Assemblywoman Carlton questioned whether the Division was using the Letter of Intent 
from the Legislature that was supposed to address a rate study to actually change the 
service delivery model so the costs could be more accurately projected. 
 
Ms. Wherry responded that the Division was attempting to develop a methodology to 
accurately calculate costs.  Assemblywoman Carlton asked whether that was through 
the service delivery model.  Ms. Wherry said that was correct. 
 
Assemblywoman Carlton stated that rate studies and numbers were not policy, which 
apparently was under discussion today.  A statement was made earlier that the Division 
was evaluating the budgetary methodology so it would not have to bring the information 
back to the Legislature; she asked whether she had misunderstood the earlier 
comments. 
 
Ms. Wherry said it was her intent to advise the Subcommittee about the 
Health Division’s goal to meet the Letter of Intent’s requirement to create a reasonable 
methodology for rate calculation for the 2013-2015 biennial budget.  The Division 
wanted to determine fixed costs and run a pilot program using that methodology to 
determine how the service delivery system would be affected.  The Division could then 
present credible information to the 2013 Legislature with a high confidence level that the 
methodology was, in fact, the appropriate way to arrive at a predictable budget while 
continuing to provide services to as many children as possible.   
 
Assemblywoman Carlton recalled that earlier testimony indicated there was no longer 
a pilot program.  Ms. Liveratti stated that was correct.  Assemblywoman Carlton asked 
whether the Division intended to simply make the service delivery model changes.   
Ms. Liveratti replied that ADSD was moving toward a model that would provide a 
greater percentage of services through community providers.   
 
Assemblywoman Carlton asked whether the decision to provide a greater percentage of 
services through community providers was based solely on the rate study.   
 
Ms. Wherry explained that the proposal to use community providers for a greater 
percentage of services was not based solely on the rate study, but rather it had come 
about through discussions of the state’s role.  The Health Division wanted to change the 
role of the state to that of a monitor of quality assurance.  It also wanted to change the 
role of state developmental service workers to provide a uniform intake system and 
assessment process to develop a plan of care in which direct services would be offered 
through community providers.  Ms. Wherry said state workers would still be involved in 
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the public/private partnership, but the Division was moving toward a system in which 
most of the direct services would be provided through community providers. 
 
Ms. Wherry speculated that there might be difficulty attracting sufficient providers, 
particularly in the frontier and rural areas, and state staff or state contracted staff would 
provide services in those areas.  In addition, the state would continue to provide 
services for the specialty clinics.   
 
Assemblywoman Carlton referred to the seminars in which consensus-driven decisions 
had been made and asked who was involved in the decision-making process; she had 
received numerous emails from persons who were apparently not on the consensus 
side of the issue.  She asked who had participated in the seminars and how the 
consensus came about, because agreement was apparently not universal. 
 
Ms. Wherry said she would be happy to forward copies of the minutes of the two summit 
meetings that included the decisions.  Assemblywoman Carlton said she simply wanted 
to know who was involved in the seminars.   
 
Chairman Bobzien indicated that he would like staff to receive copies of the minutes of 
the two seminars; he asked Ms. Wherry to provide the Subcommittee with a summary of 
the attendees at the seminars. 
 
Ms. Wherry reported that several entities had been involved, including representatives 
of Parents Empowering Parents, representatives from all current community partners, 
state EIS staff, ADSD staff, Part C program staff, and staff from Mental Health and  
Developmental Services.  The ultimate goal was to align the offered services so that 
families were not required to navigate among several agencies as their children 
advanced in age.  Ms. Wherry noted that no school district representatives had 
participated in the summits.  Representatives from the Nevada Disabilities Advocacy 
and Law Center (NDALC) had been invited, but she was unsure whether anyone 
attended.  There were also representatives from the Interagency Coordinating Council 
present at the seminars.  Ms. Wherry said that was everyone she could recall at the 
seminars; attendance was basically by those who were advocates of or partners with 
the EIS program. 
 
Chairman Bobzien said the Subcommittee was trying to understand negotiations 
between the two divisions.  It was previously understood that the Health Division would 
conduct a pilot program in which more EIS caseload would be sent to community 
providers, and information would be collected to prove the value of the model to the 
2013 Legislature.  He surmised that as a result of the meetings between the two 
divisions, the pilot program was suspended and it was decided to proceed with 
transferring the program to ADSD and shifting more caseload to community providers.  
He asked whether there had been any consideration given to delaying the actual 
transfer of the program to review the model of community providers providing all 
services.  Once that information was compiled, then perhaps the EIS services could be 
provided through the ADSD.   
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Chairman Bobzien said it appeared there was also concern regarding provider capacity 
in the rural and frontier areas of the state.  In addition, it would be helpful for the 
Subcommittee to receive information about EIS programs in other states; he pointed out 
that Nevada was unique in that it had a significant rural territory.  He asked  whether a 
survey had been done to benchmark Nevada’s program against similar states that had 
EIS programs.   
 
Ms. Liveratti stated that ADSD also felt the transfer of the EIS program from the Health 
Division to ADSD had not gone smoothly.  When the decision was made to move 
toward consolidation,  ADSD tried to synch roles in the transition with the method it 
used to deliver services in programs similar to the Medicaid Waiver program.  That 
program included case managers who were responsible for intake and assessment and 
development of a plan of care that included ongoing care and quality assurance.  At that 
point, the case would be handed off to service providers in the community.  Ms. Liveratti 
explained that was the current model within the ADSD, but management of the 
EIS program under the Health Division included state employees and contracted 
employees, so direct therapies were often not provided by state workers.  She believed 
that perhaps the roles should be synced and modeled after the ADSD model, which had 
been successful.   
 
Ms. Liveratti said she was uncomfortable with trying to develop a pilot program, build a 
budget for two years, and attempt to determine the outcome.  The ADSD had attempted 
new programs for direct services, but staff was also concerned with completing the 
biennial budget by the August 2012 deadline.  Perhaps a phased-in approach to 
implement transfer of the EIS program should be considered, leaning toward use of a 
proven model such as that used for the Medicaid Waiver program.   
 
Chairman Bobzien commented that it appeared Ms. Liveratti believed the  proposed 
service delivery model for the EIS program was similar to current programs, and that 
model could be applied to the EIS program.  He asked whether other state programs 
had been evaluated to determine the best and most consistent service delivery model.  
The Subcommittee would like to know whether comparisons had been done in a 
sufficiently comprehensive fashion.  
 
Mary Wherry, Deputy Director for Clinical Services, Health Division, reported that a 
number of states similar to Nevada had been surveyed:   
 

• Colorado used dedicated service coordination, which was the same model as 
proposed by the Health Division.  The staffing ratio of service coordinators was 
1:15 in the urban areas and 1:40 in the rural areas, and the model used a 
public/private partnership.   
 

• Montana used a blended role of service coordination and services.  It also used a 
public/private partnership.  The staffing ratio of service coordinators was 1:15 in 
urban areas.  In many of the rural and frontier areas of Montana, state staff 
provided the services.  
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• New Mexico used dedicated service coordination, which was the model currently 
being proposed in Nevada.  The staffing ratio was 1:45 and used a public/private 
partnership.  
 

• Texas used dedicated service coordination with a staffing ratio of 1:25 using a 
public/private partnership.  
 

• Utah was independent with a 1:24 staff ratio and a public/private partnership.   
 

• Wyoming had a 1:100 service caseload ratio and used a public/private 
partnership. 

 
Chairman Bobzien questioned the “independent” nature of Utah’s program.  Ms. Wherry 
explained that Utah provided the special instruction and service coordination, versus 
a dedicated model in which the state provided only service coordination.  She explained 
that the staff ratios varied because states conducted service coordination quarterly, 
monthly, or weekly.  She added that all programs were regulated by the mandates of 
the Individuals with Disabilities Education Act (IDEA) Part C.    
 
Ms. Wherry said that phase I of the rate study showed that, overall, the cost for the state 
to provide services was more than the cost of services provided by the private sector.  
One concern was that the Health Division offered more services than just the creation of 
the Individualized Family Service Plan (IFSP).  The phase 2 rate study focused heavily 
on the costs associated with providing Part C services in the rural and frontier areas of 
the state, and the phase 3 rate study focused on the costs associated with provision of 
non-Part C services.  Ms. Wherry said for the Division to present the Legislature with 
the methodology used to build its budget and address the Letter of Intent, several 
factors had to be considered: the geographic variations of the population throughout 
Nevada, the needs of the children and families, and the non-Part C component.     
 
Ms. Wherry referred to the table on page 91 of the Meeting Packet (Exhibit B) entitled, 
“Community Provider Reimbursement Rates: Recommended Rates.”  She explained 
that the table depicted the phase 4 rate study recommended reimbursement rates, 
which retained the current model that reimbursed the private sector the same rate of 
$565.  When the Division testified about rates during the 2011 Legislative Session, 
there was a rate of $659 specified for non-Medicaid children and a rate of $509 for 
Medicaid children, which compounded the difficulty in projecting out the cost of the 
program.  With the recession, the Division noted that the caseload for Medicaid children 
increased from 33 percent to an all-time high of 47 percent.  The Medicaid caseload 
was currently 40 percent to 42 percent.  It was very difficult to have one rate for 
Medicaid children and another for non-Medicaid children.  Ms. Wherry said the rationale 
behind the different rates at that time was that the private sector could collect revenue 
from Medicaid to make up the difference. 
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Continuing, Ms. Wherry explained the phase 4 rate study was conducted to determine 
a single rate for providers, and in November 2011, the Division blended the two rates 
together to arrive at the monthly rate of $565.  The Part C requirement was that the 
Health Division could not ask or require families to bill their private insurance 
companies: that was optional.  Many states had worked around the requirement by 
using a sliding fee scale and offering to either charge families per the sliding fee 
schedule or bill their insurance company.  If the insurance paid, the families would not 
be charged based on the sliding fee schedule.  According to Ms. Wherry, that was how 
some states were collecting additional third-party revenue to decrease the use of 
General Funds.      
 
Moving to page 91 of Exhibit B, Ms. Wherry explained that by using the current rate of 
$565, the Division could pay providers who served rural areas.  The federal 
government’s description of “frontier” stipulated that any county with less than seven 
people per square mile constituted a frontier county.  Every county in Nevada, with the 
exception of Clark, Washoe, Douglas, Lyon, and Storey Counties and Carson City, was 
classified as a frontier county.  However, some rural areas were located in a 
metropolitan statistical area and were therefore classified as urban.  Services were 
more expensive to provide in areas such as Gerlach, Nixon, Overton, Mesquite, and 
Logandale, which were located in urban counties, because of the travel costs involved 
and the difficulty in recruiting providers; some areas might contain only one child.  
Therefore, the Division had allocated zip codes to those rural definitions.  As a result, 
some counties typically considered urban included zip code allocations in which the 
Division would reimburse at the rate of $643 to private-sector providers for children in 
those areas.  The goal of the Division, Ms. Wherry explained, was to challenge the 
private sector to provide services cheaper than the state on a statewide basis, and to 
arrive at a rate differential that was fair for each geographical situation.           
 
Chairman Bobzien asked whether the Division had established zip code designations 
for frontier areas.  Ms. Wherry reiterated that the frontier designation applied to 
all counties except Clark, Washoe, Douglas, Lyon, and Storey Counties and Carson 
City.  All services provided in the remaining frontier counties would be reimbursed at the 
rate of $751.   Ms. Wherry explained that the Division had not yet implemented the rate 
schedule included in Exhibit B because the private sector had not yet agreed to provide 
services in the rural and frontier areas.   
 
Chairman Bobzien affirmed that Ms. Wherry acknowledged that there were limitations 
involved in the proposed rate policy, and she replied she did.  She had previous 
experience with rural rate differentials for Medicaid home health services to cover 
increased costs of transportation and recruitment of registered nurses to provide 
services in the frontier areas. 
 
Chairman Bobzien said he was looking at the rate policy in terms of caseload.  
There might be a single child in need of services in a frontier area versus potentially 
30 to 40 children in need of services in a more populated rural area.   
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Ms. Wherry said that it would be unwise to diminish the costs associated with services 
to such an extent that no viable providers would be available.  Part of the inability to 
control category 12 expenditures was because when the Health Division was fully 
funded by the Legislature in 2011 to reduce the waitlist, the Division was forced to 
contract with speech therapy providers that charged as much as $145 per hour for 
IFSP speech therapy services.  It was part of the conundrum: the state failed to pay a 
sufficient salary to recruit state staff for speech therapy and had to provide those 
IFSP services through contractors, thereby often allowing the contractors to establish 
their own reimbursement rates.      
 
Ms. Wherry went on to say that the Division was pleased that a number of providers that 
had been in the system for decades would accept a rate of $50.11 per hour to provide 
speech language services.  Those providers were becoming more difficult to locate, and 
the Division had paid much higher rates in an effort to remove every child from the 
waitlist.  The parents of children currently on the waitlist could purchase those services 
that the state failed to deliver, and the Division would have no control over the cost of 
those services.  For example, if a parent presented an invoice for $200 for an hour of 
speech therapy, the Division would be required to pay that invoice.      
 
Senator Kieckhefer said it appeared the Health Division and the Aging and Disability 
Services Division  were working toward a revised service delivery model for the Early 
Intervention Services program that included transfer of the program to the ADSD.  
It also appeared that to facilitate the model and the transfer of the program, two things 
would be required:  
 

• A bill draft request (BDR) to the 2013 Legislature to actually move the 
EIS program from the Health Division to the ADSD, with policy discussion taking 
place at that time. 
 

• A biennial budget funding request to allocate the majority of service delivery 
funding from category 1 (Personnel Services) and category 12 (Medical 
Contracts) into category 14 (Private/Community Sector).   
 

Senator Kieckhefer asked whether he was correct.  Ms. Wherry replied that there were 
no provisions in the Nevada Revised Statutes (NRS) that defined where the 
EIS program should be located or that mandated the provision of early intervention 
services.  Chapter 442 of the Nevada Administrative Code (NAC) was the only 
regulation that designated the Health Division as the agency providing oversight for the 
EIS program.  Chapter 442 addressed the Health Division’s ability to impose a sliding 
fee scale and legislation in the 2009 and 2011 Legislative Sessions specific to autism 
services, such as the expectation that service delivery providers must meet certain 
requirements and the specific tools required for screening children.  Ms. Wherry said to 
her knowledge, the NAC was the only area where the language might be affected by 
a change in oversight of the EIS program.    
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Ms. Liveratti concurred that no existing specific regulations mentioned early intervention 
services other than the screening requirements for autism contained in the NAC.  The 
ADSD  had submitted a BDR for a companion bill to its 2013-2015 biennial budget to 
transfer not only the EIS program, but also Developmental Services, to the ADSD.  
Revisions to NRS sections regarding Developmental Services were addressed in 
the BDR. 
 
Chairman Bobzien said the Legislature would review that BDR, because it appeared 
there was some question about references to the Division that needed to be addressed.  
A housekeeping bill might also be needed along with the BDR requested by the ADSD.   
 
Assemblywoman Carlton recalled that a BDR had been presented during the 
2007 Legislature that proposed changes to the EIS program similar to those currently 
being suggested.  There were very robust discussions regarding the BDR, but it did not 
move forward.  In light of the policy discussion at that time, she was concerned about 
moving in the same direction without consensus of all parties and without addressing all 
concerns.  There were a number of concerns about the rate schedule and how 
providers would be paid.  Assemblywoman Carlton questioned whether the state would 
be responsible at a much higher level than community providers.  Those providers only 
admitted as many children into their programs as they could serve, which was 
appropriate.  The state was the fallback provider or safety net, and if the program 
changed as dramatically as had been discussed, she was afraid there would be no 
safety net for the children, particularly in the rural and frontier areas of the state.   
 
Assemblywoman Carlton remarked that she greatly appreciated community providers, 
both for-profit and nonprofit, who were in the trenches providing services to the children, 
and her concerns should not be viewed as disparagement of those providers.  She 
wanted to make sure that the state implemented a process whereby all children in need 
of services would be served.   
 
Ms. Wherry stated that the Health Division and the ADSD were responding to the way 
the past several budgets had been approved.  The 2009 and 2011 Legislatures made 
it very clear that any new dollars approved for the EIS program were to be 
used for services provided by the private sector.  She had not participated 
in the discussions during the 2007 Legislature and could not address 
Assemblywoman Carlton’s concerns about the program at that time.  Ms. Wherry had 
spoken to a number of persons during the 2011 Legislature about the state being the 
safety net for the children.  Part of the proposed service model provided that the state 
would provide service coordination as mandated by IDEA Part C.  The state must 
provide service coordination to 100 percent of the children to qualify for Part C grant 
funding.   
 
Continuing, Ms. Wherry explained that the state was currently contracting out all 
IFSP services other than service coordination and specialized instruction.  The rationale 
was that the Division would attempt to alleviate the concerns of the Legislature by 
providing the safety net while still growing community provider capacity.  Retaining the 
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state Developmental Specialists in category 1 would mean that if the system failed, 
those positions could again contract out all IFSP services, regardless of the region of 
the state.  There was a cost associated with contracting out the services and the state’s 
service coordination piece.  If the Division transitioned out 100 percent of the services, 
including service coordination and specialized instruction, to the private sector, the rate 
could remain at $565; however, there would be no safety net component, which also 
had a price tag attached. 
 
Assemblywoman Carlton noted that she sat on the Assembly Committee on Ways and 
Means during the 2011 Legislative Session, but she did not remember any discussion of 
such drastic changes.  The discussion she recalled was that there were children on a 
waitlist who were not being served and there were an insufficient number of state 
providers, so the consensus was that community providers were needed.  She did not 
recall there ever being a discussion about a total, systemic change to how the service 
delivery model would work.  The original idea was simply to provide services to those 
children on the waitlist, and the state should abdicate its position in providing services.  
Assemblywoman Carlton surmised that was apparently the major reason for confusion 
in the current discussion.   
 
Tina Gerber-Winn, Deputy Administrator, ADSD, explained that the state would provide 
direct services to children when necessary.  However, the ADSD could not determine 
what percentage of direct services would be provided by the state and what percentage 
would be provided by private providers.  It was not possible to predetermine a child’s 
need until the child actually entered the program.  Community providers would continue 
to provide direct services as they had, successfully, over the past four years.   
 
Ms. Gerber-Winn said the discussion was whether the ADSD would maintain direct 
service responsibility for any or all children in the system; she pointed out that the state 
would always be required to provide case management/service coordination services.  
The decision was what direct services would be passed on so providers could start 
providing that care;  the state was not always in the best position to provide services 
and often depended on community providers.  There were areas of the state where 
there were no ADSD staff, but there were community providers available to serve the 
children.  The ADSD was attempting to build some flexibility into the system while 
retaining the responsibility of assuring that children were entered into the system 
quickly, were assessed, and received successful services.   
 
Ms. Gerber-Winn referred to page 8 of Exhibit C entitled “Next Steps,” which included 
the step for transition planning.  That step involved moving children from intake into 
either community provider programs or state programs for direct-service delivery, 
depending on where the child resided; the ADSD was attempting to complete that area 
in its transition planning.  Number 3 on page 8 was entitled “Refine Community Provider 
Rate,” and Ms. Gerber-Winn said there were several complex rate scenarios that should 
be vetted so everyone could react to them. 
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Chairman Bobzien asked about Part C compliance.  He pointed out that the Interim 
Finance Committee’s concern was that there had been one plan for consideration 
during the 2011 Legislative Session, and now IFC was being presented with a new 
model.  He asked whether there had been feedback or guidance in the form of an audit 
by the federal government regarding Nevada’s EIS program. 
 
Ms. Liveratti said she had attended a conference in Washington, D.C., in May 2012 that 
dealt with many early childhood issues.  The person who oversaw the Part C program in 
the Office of Special Education Programs (OSEP) indicated that the federal government 
was more concerned with outcomes than compliance with wait-times for services.  The 
state could be in compliance with the wait-time while not realizing appropriate outcomes 
of services for the children.  Ms. Liveratti said the state could be 100 percent compliant, 
but if the outcomes of treatment plans were not appropriate for each child, then the 
state was failing in its obligation to those children.  A main concern of the program was 
that children received the services that would move them to the same level as 
a typically developing child, and that the children would be ready to enter school.  
The ADSD and the Part C office had been discussing the fact that the state needed to 
be more outcome-driven and needed to review the outcomes of the various service 
plans.   
 
Ms. Liveratti emphasized that compliance with wait-time mandates was important, but 
the EIS  program appeared to be viewed in segments, and everyone should review an 
integrated approach to the program.  The Part C side of the ADSD had not lived up to 
its potential; there had not been sufficient technical assistance and programming, and 
the ADSD had not reviewed programs in other states to determine how Nevada’s 
system could be improved through technical assistance.   
 
Ms. Wherry said one of the ethical concerns was that there had historically been more 
emphasis or value placed on where services were provided (i.e., in a natural 
environment such as the home) than on the timely provision of services.  Ms. Wherry 
believed there should be a balance between service provision and the timeline and 
determination of what core infrastructure was needed to ensure that children in the 
EIS program received the necessary services to successfully grow and develop.  
She was not undermining the natural environment concept but, she noted, there was 
a significant price tag attached to the natural environment.  Ms. Wherry did not know 
whether the Part C office had tracked that data, but it would be interesting to review how 
states were using the natural environment concept during the recession.  Every state 
had been faced with how to do more with less, and states had to determine ways to cut 
corners and compromise.   
 
Ms. Wherry did not have a problem with finding a program balance; some services 
should be provided in the natural environment.  There were a number of children who 
needed to have services provided in the home because they were medically 
compromised and fragile.  There were families who absolutely could not provide 
transportation, but there were other families who took their children into the community 
on a regular basis for clinics and other services.   



21 
 

Ms. Wherry said she had struggled with managing the budget.  The question was 
whether children should be moved off the waitlist and provided services using a different 
model or whether the state should continue to provide services the same as it always 
had and retain the waitlist. The state had been classified as “needs assistance” and 
“noncompliant” for several years by the Part C program because of the waitlist.  
Ms. Wherry said the Health Division’s approach had been to get the children off the 
waitlist and compromise the natural environment concept.    
 
Ms. Liveratti commented that was one area in which technical assistance would have 
been appropriate.  There were families who did not want services provided in the home 
for a variety of reasons, and they were far more comfortable bringing their children to a 
clinic setting.  With technical assistance, parents could be offered a choice; there were 
other natural environments in community settings.  She reiterated that the ADSD could 
have done a better job providing more technical assistance to address the clinical model 
setting. 
 
Ms. Liveratti stated that the ADSD had expected a federal program review in 
August 2012, but the review had been postponed.  The ADSD was then told that the 
federal government had suspended program reviews for the current fiscal year and 
Nevada would not have a review.  Rather than an audit, a “fiscal monitoring”  session 
was conducted via telephone using materials the ADSD had submitted to the federal 
government, but the ADSD had not yet received a written report of that session.  
Ms. Liveratti would provide copies of the report to the members of IFC when it was 
received.  She reiterated that the ADSD completed a performance review each year that 
reported on all indicators and compliance issues.     
 
Chairman Bobzien asked whether reasons had been given for postponement of the 
program review.  Ms. Liveratti replied that no reasons had been given, but perhaps the 
federal government was considering a change in the review process to monitor 
outcomes.     
  
Assemblywoman Carlton asked whether salary savings were used to cover contract 
expenditures.  Ms. Wherry replied that the Division submitted a work program to the 
IFC to move category 1 (Personnel Services) expenditures into category 12 
(Medical Contracts) to cover its overexpenditure of contract dollars, and additional 
Medicaid revenue had also been generated with targeted case management.  
The ADSD was compiling a work program for the December 2012 meeting of the IFC 
that would again move money from category 1.   
 
Ms. Wherry said she would be able to unfreeze a number of positions in category 1 
because the Division would receive additional Part C carry-forward funds that would 
reduce the category 12 projected overexpenditures.  As long as there was sufficient 
money in the budget and the Division would not exceed authority, Ms. Wherry said she 
would unfreeze positions; however, as long as the Division was exceeding authority, 
freezing positions was prudent.   
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Assemblywoman Carlton referred to the recommended community provider 
reimbursement rates (page 91, Exhibit B).  When a child was referred to a state 
contractor in category 12, she asked how that contractor would bill the state—whether 
by services provided, by month, or by billable charges.  She also asked how that rate 
was negotiated. 
 
Ms. Wherry explained that rate negotiation was one of the reasons the budget had been 
so time-consuming and difficult to manage.  For a number of years, the state had used 
the provider agreement and the Avysion contract to contract with therapists, and those 
services were paid at an hourly rate.  However, the Division had not been able to recruit 
a sufficient number of Avysion contractors to maintain that model, so in FY 2010-11, 
when the legislative goal was to reduce the waitlist to zero, the Division had to develop 
provider agreements with alternative speech and therapy providers.  At that time, the 
Division negotiated the rate for each IFSP service, either an hourly rate or a per-service 
rate, with a range from $75 an hour to $145 per service.  
       
For clarification, Assemblywoman Carlton asked whether Ms. Wherry was discussing 
the rates for category 12 private providers rather than category 14 community providers, 
and whether category 12 providers were paid using a separate rate structure.  
Ms. Wherry replied that was correct.  The Division paid category 14 community 
providers at a fixed rate, but category 12 providers were not paid at a fixed rate.  
The Division maintained a fixed rate with Avysion contractors, but there was no fixed 
rate when the Division negotiated individually with non-Avysion contractors through 
provider agreements.       
  
Assemblywoman Carlton asked whether category 14 providers were paid at a daily 
fixed rate and whether those rates could be augmented if a child required specialized 
treatments.   
 
Ms. Wherry explained that category 14 expenditures were at a fixed monthly capitated 
rate of $565, so whether a child needed two or three IFSP services, including service 
coordination, or whether the child needed 10 services a month, the provider was paid 
$565 per month.  That $565 per month also included the private sector working through 
the referral process.  For example, from the time the Division referred the child to 
a community provider, up to the maximum number of available slots for that month, the 
private sector provider could work up the case.  That was a labor-intensive and costly 
process that included service coordination, developmental specialists, specialized 
instructors, and therapists to determine whether the child was eligible for the 
EIS program.  Ms. Wherry noted that 60 percent of the cases were eligible for services 
and 40 percent were not.  The rate of $565 included the cost of determining whether or 
not a child was qualified for the program.  The rate also covered the administrative costs 
and was a flat rate that the state paid for 100 percent of all services, regardless of the 
level of intensity. 
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If the child was only with the private provider for two weeks, Assemblywoman Carlton 
asked whether that provider received the entire monthly rate of $565.  Ms. Wherry 
replied that was correct.  The provider might work up 25 referrals in that two-week 
period, but if only 10 of the children were approved for an IFSP, the provider would not 
receive payment for the other 15 children. 
 
Assemblywoman Carlton said she had concerns about paying for a full month of 
services for children who were only in the program for a portion of that month.  If the 
service was provided one day out of the month, the provider could be reimbursed for the 
entire month.  She understood that the rates had been negotiated between the Division 
and the providers and included all services needed for each child on a monthly basis.  
Assemblywoman Carlton suggested that perhaps the monthly rate schedule should be 
reviewed to determine whether that was the most effective method of paying providers.  
 
Ms. Wherry responded that the method used by the Division to pay providers was the 
same method used by Medicaid with managed care plans.  A child might become 
eligible for services on the 20th of the month, and the managed care plan would receive 
a capitated rate for that child for the entire month.  The possibility that a child would 
receive services for only one day of the month was real, but the possibility that the 
provider had conducted 25 assessments that month that led to not one IFSP, and 
therefore no reimbursement, was also real.  The possibility that the provider would 
receive a child with autism who would require an extensive amount of intensive 
behavioral services was also real, but the provider received only the monthly rate of 
$565 for each child, regardless of the intensity of services for that child.  Ms. Wherry 
understood Assemblywoman Carlton’s concerns, but the Division continued to use the 
model that had been working for the past 40 years in the healthcare industry.    
 
Assemblywoman Carlton said that to gain a level of confidence with the model, she 
would need to review the data on the rates being paid to providers when the child only 
received services for 15 days, but the provider was paid for the entire month.  She 
wanted to ensure that the state had not set up a system that people had figured out how 
to use to their benefit.  Assemblywoman Carlton said that even though the Division had 
used the present model for the past 40 years, perhaps it was time to look at possibly 
paying providers for assessments and readjusting the rate schedule so nonprofit 
providers were not asked to absorb services without reimbursement.  It appeared that 
the fixed rate was serving neither the state nor the nonprofit providers. 
 
Ms. Wherry stated that 10 hours had been budgeted in the contract with Strategic 
Progress, LLC for the Legislature to inquire about how the rate studies were conducted.  
The Division respected the private sector’s concerns about divulging their financial 
information to the state, which was why the Division had hired Strategic Progress to 
conduct the rate analyses.  That methodological information was available to legislators 
so they could understand the costs for the private sector and the IFSP information that 
was used by Strategic Progress to arrive at the monthly rate of $565.             
 
Senator Parks remarked that he would like to see that information.   
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Chairman Bobzien understood that there were a number of doctors present in 
Carson City who wanted to present testimony to the Subcommittee, and he opened the 
meeting for public comment. 
 

IV. PUBLIC COMMENT 
 
Debra Hendrickson, M.D., introduced Gerardo Rodriguez, M.D., and Pat Colletti, M.D.  
Dr. Hendrickson stated that she and her colleagues were present on behalf of not only 
themselves, but also on behalf of 40 additional pediatricians and pediatric subspecialists 
who had added their names to the letter dated October 9, 2012, which had been 
submitted to the Subcommittee (Exhibit D).  She said the entire pediatric community in 
northern Nevada strongly opposed the proposal submitted by the Health Division and 
the Aging and Disability Services Division (ADSD).  She pointed out that family practice 
physicians had not been notified, or there would have been even more signatures on 
the aforementioned letter.  Dr. Hendrickson indicated that Dr. Colletti would present 
some background information to the Subcommittee.   
  
Pat Colletti, M.D., testified that he was a native of Virginia City.  He had been 
a pediatrician in Reno since his discharge from the Navy in 1983, but his experience 
with the original Special Children’s Clinic, which was now the EIS program, began in 
1971 when he was a first-year medical student.  That was his introduction to pediatrics 
in general and one of the reasons he selected children’s health as his career.   
 
Dr. Colletti said that when he returned to Reno, he became actively involved with both 
patient referral and, in the early days, the actual evaluation of children at the Reno 
facility.  In those years, community pediatricians would spend time at the facility to 
assist with evaluations because there was no certified developmental pediatrician to 
help with special-needs children.  He said many out-of-state referrals were made at that 
time, and the clinic struggled to locate a developmental pediatrician who could serve the 
children.  About 15 years ago, the pediatric community welcomed Dr. Lynn M. Kinman, 
a board-certified developmental pediatrician who provided services to children with 
special needs, and the pediatric community became her referral source.   
 
Dr. Colletti noted that many children were referred to the EIS program, and he 
emphasized that about 95 percent of those children had a primary medical home in the 
community.  Pediatricians were usually the primary source of referrals.  Schools, 
churches, and other places where parents heard about the EIS program were a marked 
minority compared to the direct referral by pediatricians and subspecialists.   
 
As the medical home for those children, Dr. Colletti continued, pediatricians and 
physicians were obligated to those cases and required a source that could provide a 
complete evaluation of the patient.  That source also had to effectively communicate the 
child’s needs and ongoing treatment plan back to the medical home so physicians could 
remain involved.  Dr. Colletti said that Dr. Kinman had performed that task magnificently 
over the years.  In 2007, pediatricians began involving other community providers in 
referrals and immediately determined that there was a decrease in communication.  
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Those providers would not necessarily complete the circuit and provide the information 
about the child back to the medical home of the child.  Dr. Colletti noted that was 
a significant problem that continued today.   
 
Dr. Colletti said he was somewhat disappointed that the EIS program would change 
from a true Health Division program to an Aging and Disability Services Division entity, 
because it was a healthcare program rather than a disability program.  The work done 
by the Health Division through the EIS program included evaluation of patients,  
instruction of medical students in medical teaching locations, and referral back to the 
primary physician.  That work was completed for some of the most difficult-to-care-for 
children in the state and was true medical care.  He believed that other pediatricians 
shared his concern that if the program became the stepchild of ADSD, there was 
a possibility that the importance of care for those special-needs children could be 
diminished by being combined with a large group of disabled adults. 
 
Dr. Colletti recalled that when the state began cutting back the budget, the EIS program 
was the first program to take a hit and lost approximately 50 percent of its budget over 
a one-year period.  However, the EIS program continued to provide exemplary service 
even though it was totally understaffed.  Dr. Colletti commended EIS program staff for 
maintaining communication with primary physicians, even though they had little time or 
personnel to provide that service.   
 
Dr. Colletti said the community had a board-certified developmental pediatrician in 
Dr. Kinman, who had the knowledge and absolute confidence of the pediatric 
community.  Dr. Kinman effectively communicated the patient’s needs to the medical 
home, supervised an effective staff who actually performed many therapies that were 
unavailable elsewhere in the community, and evaluated a wide range of healthcare 
issues that could not be evaluated by other entities.  Dr. Colletti pointed out that 
Dr. Kinman had a background in pediatrics, and she could spot medical conditions of 
which some specialized individuals were not aware.  With the help of pediatric 
subspecialists in the community, help was established early and effective treatment was 
provided to many special-needs children.     
 
Continuing, Dr. Colletti said the EIS program was providing services with a budget that 
had been quite constrained over the past several years, and he believed the staff had 
done a wonderful job.  He was concerned about use of private or community providers.  
There was no problem with actually providing services, but there was a problem in 
communicating with the primary physician or medical home.  It appeared that everyone 
wanted to carve the program into many pieces, but he hoped that people realized that 
the primary responsibility belonged to the child’s medical home.  Dr. Colletti questioned 
the need to change the program.   
 
Dr. Colletti stated that the EIS program had played a perfect role in the community for 
over 40 years as the quarterback for all entities that participated in the care of children 
who fell under the EIS program guidelines.  He believed the program could actually 
assume a larger role and become the guideline supervisor for other subspecialists, such 
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as speech therapists, thereby creating one communication source for reports on 
services provided.  He thanked the Subcommittee for the opportunity to speak. 
 
Senator Kieckhefer and Chairman Bobzien disclosed that their children were patients of 
pediatricians who had signed the letter of October 9, 2012 (Exhibit D). 
 
Debra Hendrickson, M.D., noted that Dr. Lynn Kinman was in attendance at the 
meeting.  Dr. Kinman worked not only with EIS program patients, but also with 
community providers, and she was very fluent about the differences and capabilities of 
the various providers.  Dr. Hendrickson said if the Subcommittee had questions about 
community providers, Dr. Kinman would be a good source of information. 
 
Dr. Hendrickson explained that the letter to the Subcommittee (Exhibit D) contained 
some specific and detailed objections to privatizing the EIS program, and there was 
a reason so many physicians had signed the letter.  The main reason for the outcry from 
the medical community was that physicians believed their patients received superior 
care through the Reno EIS program and had been receiving that care for decades.  The 
medical community highly valued and trusted the expertise of EIS staff, most notably 
Dr. Kinman and her team. 
 
Dr. Hendrickson said that while attending medical school, she had trained for one month 
at the EIS facility in Reno with Dr. Kinman.  It was an amazing facility that included 
many specialists who assisted with cases by offering centralized integrated team care 
that delivered better results and better continuity of care for the chronically ill, disabled, 
and delayed children, and their families.  Studies showed that such a model worked 
best for those children and that type of wraparound care was strongly encouraged by 
Part C of the Individuals with Disabilities Education Act (IDEA), which was the Act that 
mandated early intervention services in every state.   
 
Dr. Hendrickson believed there were specific effects the proposal would have on the 
children and the medical community in Reno and Sparks that had not yet been 
considered, or perhaps the administration and the Legislature were not aware of those 
effects.  Privatization of the program would endanger the hospital’s Level 3 Neonatal 
Intensive Care Unit (NICU) status.  Dr. Hendrickson explained that hospitals in the 
Reno/Sparks area currently offered Level 3 NICU care, which meant that the hospitals 
could care for very premature babies whose cases were often extremely medically 
complicated.  There also must be quality follow-up care available for those cases, and 
currently the EIS program provided that follow-up care.  If the area lost the EIS program, 
the hospitals could also lose their Level 3 NICU certification, and any baby born needing 
that level of care would have to be transported to another location.  The family would 
not only have to deal with the sick infant, but also with uprooting their lives to travel to a 
hospital away from home. 
 
The other effect on the NICU, Dr. Hendrickson continued, would be the loss of the 
feeding therapists from the EIS program who provided services in the NICU to help the 
premature and other medically fragile babies learn how to feed and soothe themselves.  
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The feeding therapists were a vital resource that was currently lowering the rate for 
gastrostomy tube (G-tube) feeding in Reno to 40 percent below the level in Las Vegas.  
Dr. Hendrickson noted that many of the babies were receiving Medicaid, which was an 
expense that would likely increase for the state if the hospitals lost the service of 
feeding therapists from the EIS program.   
 
According to Dr. Hendrickson, the state had much to lose if it privatized the 
EIS program:   
 

• The state would lose $550,000 in federal grant funding under the Leadership 
Education in Neurodevelopmental and Related Disabilities (LEND) program.  The 
EIS program played a key role in securing those grant funds, and should the 
terms of the grant change, the state could lose that funding.   
 

• The EIS facility was a vital site in training future physicians, nurse practitioners, 
and other healthcare providers, such as speech and physical therapists.  
Dr. Hendrickson stated that the University of Nevada, Reno (UNR) Medical 
School also relied on the EIS program to train physicians, particularly those who 
expressed an interest in pediatrics.   
 

• The state would lose the Child Abuse and Prevention Treatment Act (CAPTA) 
program that was currently administered through the EIS program.  That program 
evaluated and provided therapies for young abuse and neglect victims—children 
who were often at  very high risk of developmental delays.   
 

• The state would lose the EIS program’s urgent feeding team that treated infants 
suffering from major feeding issues within 24 hours of pediatric referral, often 
avoiding costly hospital admissions.   
 

• The state would lose the only trained experts in northern Nevada who dealt with 
a multitude of specific hearing, vision, and speech issues often found in delayed 
and medically fragile children.   
 

• The medical community also believed that long-term Medicaid costs would likely 
increase if medically fragile children failed to receive the level of care they 
needed during important developmental periods.   

 
Dr. Hendrickson noted there were critical periods during the first three years of 
development, and children needed to receive services within that window of opportunity, 
or the possibility of bringing those children up to their full potential would be lost.   
 
In reviewing the current proposal and the budget decisions over the past two years, it 
appeared to Dr. Hendrickson that the EIS program was being set up to fail.  In 2011, the 
EIS program served 874 children with a contractor budget of $1.9 million; the total 
budget including staff was $2.65 million.  She noted that there had been no waiting list 
in northern Nevada in 2011, but in 2012, the budget for contractor rates was cut in half, 
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and in 2013, that budget would again be cut.  With less funding and less ability to fill 
vacant positions because of the hiring freeze, obviously the wait-times had grown.  
Dr. Hendrickson said it appeared that the wait-times were being used as justification for 
dismantling the EIS program, which was heavily relied upon by the medical community. 
 
Dr. Hendrickson added that if Easter Seals had served the same number of children at 
the agreed-upon capitated rate of $565 per child per month, the total cost would have 
been $5.9 million per year.  She said it was difficult for physicians to understand why the 
budget was being used as a reason to make the proposed changes in the EIS program.   
 
Dr. Hendrickson noted that physicians had the same concerns as those voiced by 
Assemblywoman Carlton about a program accepting a child one month without actually 
providing services to that child, while continuing to receive the same monthly rate.   
 
Finally, Dr. Hendrickson stated that Nevada already ranked at the bottom of all states in 
measures of children’s healthcare accessibility, and there were fewer children in 
Nevada with a medical home.  In addition, the state had one of the highest rates of 
uninsured children in the country.  She said fragmentation of the EIS program’s current 
role would lead to even more children being lost and neglected in the system.  It would 
lead to financial competition between providers who would focus on the bottom line 
rather than collaborate in pursuit of the child’s best interest.  Dr. Hendrickson said that 
with no noticeable budgetary gain, it was inexplicable and inexcusable for the state to 
gamble with the welfare of its most fragile and neediest citizens, who were also patients 
of the pediatric community.               
 
Gerardo Rodriguez, M.D., thanked the Subcommittee for the opportunity to present 
testimony.  Dr. Rodriguez said he had worked for several years as a general 
pediatrician and also as a pediatric neurologist in the Reno area since 1990.  In the 
past, he had worked as a contractor for the rural arm of the EIS program in Elko, Ely, 
Hawthorne, Battle Mountain, Winnemucca, Fallon, Fernley, Yerington, and other rural 
areas.  He also served as a contractor for one day per month for a period of 12 years.  
Dr. Rodriguez believed he had the perspective of having worked in the trenches, as well 
as being an unrelated provider who referred patients to the EIS program. 
 
According to Dr. Rodriguez, the care provided to his patients and their families through 
the EIS program had been of paramount importance, and he shared the sentiments 
previously voiced by Dr. Hendrickson and Dr. Colletti.  He admired the staff of the 
program and was thankful for the services he could obtain for his patients and their 
families.  Many of Dr. Rodriguez’s patients who had been served by the EIS program 
had caught up with their development and were now productive adults.  Many were high 
school graduates, had enlisted in the military, were in college, or were working.  Some 
of the less fortunate children remained disabled, but their lives had been enriched, and 
sometimes saved, by the services provided by the EIS program.   
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Dr. Rodriguez said he had worked in the rural area with a number of very talented and 
dedicated persons involved in the EIS program.  Those professionals, who worked 
primarily from the Elko location and traveled to rural communities, were dedicated and 
ethical and gave their all to provide services needed by the children.   
 
Another perspective that Dr. Rodriguez wanted to share with the Subcommittee was 
that if the state lost the EIS program as an umbrella organization, he believed that 
failure to provide a coordinated early childhood program would make it very difficult to 
attract and retain pediatricians, developmental therapists, and pediatric subspecialists in 
northern Nevada.  It was already a significant challenge to retain pediatricians and 
subspecialists in northern Nevada; there were many families who thought quite 
seriously about whether to relocate to northern Nevada depending on the services 
available for their children.   
 
Unfortunately, Dr. Rodriguez continued, some families relocated out of the area, and the 
community lost valuable talent in the education and business areas because their 
children needed services that could not be provided.  If services were further curtailed 
by the privatization of the EIS program, even more families would be forced to relocate 
and northern Nevada would lose even more talent. 
 
Chairman Bobzien said he had several questions.  He asked for additional information 
concerning the specific aspects of the proposal and how those changes to the 
EIS program would affect the Neonatal Intensive Care Unit (NICU) Level 3 certification 
for northern Nevada hospitals.     
   
Dr. Hendrickson replied that follow-up care had to be established for premature babies 
for needed services related to feeding, medical care, speech therapy, and follow-up 
developmental care.  Currently, babies at a certain level of prematurity and babies with 
certain medical problems were automatically referred to the EIS program; the program 
handled the criteria that was required for Level 3 certification     
 
Chairman Bobzien noted that the Aging and Disability Services Division would be 
absorbing the EIS program and had explained its model for the program earlier in the 
meeting.  He asked whether Dr. Hendrickson felt that model would be insufficient to 
meet the needs of the hospitals for Level 3 NICU certification. 
 
Dr. Hendrickson believed there was significant potential for children to become lost in 
the system and not receive follow-up care if services were fragmented among several 
providers.  Currently, there was a clear line from the NICU to the EIS program, which 
meant that children received the appropriate follow-up care.  Dr. Hendrickson felt there 
were many advantages to having all the staff working with the children in the same 
location.  In addition, the EIS program had historically followed each child and ensured 
that he or she received the necessary services.     
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Chairman Bobzien observed that Dr. Colletti was also worried about the feedback from 
private providers to the primary care pediatrician or medical home of the child with the 
proposed model.  Dr. Hendrickson agreed that was also a concern. 
 
Assemblywoman Carlton thanked the doctors for appearing at the hearing and sharing 
their viewpoints with the Subcommittee. 
 
Assemblyman Hambrick said it appeared there was some concern about the quality of 
the services provided by community providers, and he asked for clarification regarding 
those concerns.  
 
Dr. Hendrickson responded that many individuals within community provider entities 
were excellent.  Pediatricians had been functioning well with the model of public/private 
partnership in which EIS partnered with private contractors, although, as previously 
stated by Dr. Colletti, communication was problematic with those providers.  There had 
been widespread complaints that one community provider was not seeing the children 
as often as they should be seen.  The provider was not providing the needed services 
and did not having sufficient staff to address the complicated issues faced by many of 
the children.   
 
Dr. Hendrickson said the pediatric community wanted to address the role played by 
private providers when EIS was the main entity partnering with private providers, as 
opposed to using only private partners without a centralized program or entity to 
manage those services.  The pediatric community was objecting to the proposed model.  
She noted that there were some specific problems with providers; however, she was 
unsure whether the current hearing was the proper venue in which to bring those 
problems to light.   
 
Chairman Bobzien asked whether the pediatric community had conversed with staff of 
the EIS program or others about the proposed service model.  The Health Division and 
the ADSD had met with representatives of the community to discuss the proposal, and 
he wondered whether the pediatric community had been a part of that discussion.  
Dr. Hendrickson replied that she had not spoken to a single physician who had any 
knowledge of the proposed changes to the EIS program. 
 
Chairman Bobzien announced that the Subcommittee would continue hearing public 
testimony from attendees at the Las Vegas meeting location.  Assemblywoman Carlton 
was in Las Vegas, and she invited those persons wishing to testify to come forward  and 
state their name for the record.   
 
Sally Cannon, Director of Early Intervention Services, Foundation for Positively Kids, 
testified that the children in the Foundation’s programs were her number one priority, 
and she became very emotional when discussing them.  She had been with the 
program for three years, and it had never experienced a waitlist.  The Foundation was 
audited every year; the 2012 audit covered seven areas of compliance, and  the 
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program was 100 percent compliant in five areas and 99 percent compliant in two 
areas.   
 
Ms. Cannon noted that previous testimony indicated that compliance was one of the 
most important criteria in a program, along with the outcomes.  She believed that both 
were important, and she strived to provide the best services to the children in the 
Foundation’s programs.   She said other community providers might not agree, but she 
felt like she was on a bus that someone else was driving, and the Foundation was just 
along for the ride.  Ms. Cannon emphasized that she wanted the best for the children in 
the Foundation’s programs, and she believed that the proposed model would work best 
for those children.  She wanted to be involved with both the children and their families, 
and she did not feel comfortable giving up the reins and sharing that role with the state.    
 
Ms. Cannon referred to page 147 of Exhibit B and noted that developmental specialists 
received a significant salary.  She pointed out that the Foundation paid its 
developmental specialists much less, and she suggested that if the state wanted to 
save money, perhaps those salaries should be reviewed.  There had been much 
discussion about the cost for therapists, and private providers had established a rate of 
$92 per session for therapists.   
 
Continuing, Ms. Cannon said there were approximately 1,000 children in southern 
Nevada in need of therapy and developmental services.  She was concerned because 
the new model stated that service coordination would be provided by the state for the 
children currently in the Foundation’s program.  The remaining 1,000 children would be 
placed with the five providers in southern Nevada, which could add approximately 
200 additional children to the Foundation’s program.   
 
Ms. Cannon said she was not sure she was comfortable with expanding the 
Foundation’s program from 237 children to 457 children.  She worked diligently to 
prevent the need for a waitlist and wanted to be involved in all of the Foundation’s 
children’s cases.  She was worried about small providers and whether those providers 
would be qualified.  She also noted that there was a shortage of therapists in southern 
Nevada.  
 
Assemblywoman Carlton said she understood Ms. Cannon’s concerns and believed that 
early intervention services had to be provided through a partnership between the state 
and community providers.  Different providers had different strengths, and she was 
afraid that the state would ask from one provider what another was better at providing.  
She thanked Ms. Cannon for bringing up the waitlist issue.  Under the current model, 
when the Foundation hit its contracted mark, she questioned whether the state would 
add more children to the Foundation’s programs than it could actually serve.  
Assemblywoman Carlton asked whether the Foundation had the option of informing the 
state that the program was at capacity.   
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Ms. Cannon replied the Foundation had that option.  The Foundation’s contract 
stipulated that it would report the number of children in its program to the state every 
quarter and inform the state whether it could accept additional children.  Ms. Cannon 
said in the three years that she had worked for the Foundation, there had been only 
two occasions when she asked the state to hold referrals for one week.   
 
Assemblywoman Carlton asked whether the state acted as the safety valve for the 
Foundation, and Ms. Cannon replied that was correct.  Assemblywoman Carlton said it 
appeared that with the discussed changes to the EIS program, Ms. Cannon was 
concerned that the safety valve would no longer work, and the Foundation would end up 
struggling to serve too many children.   
 
Ms. Cannon believed that was a fair statement.  Her major concern was the possibility 
of a rate reduction for private providers because they would no longer be part of the 
model for service coordination.  She was concerned that the state wanted to take away 
the service coordination piece and place more children in the Foundation’s programs 
while it was dealing with the current shortage of therapists.    
 
Ms. Cannon stated the concern was a matter of supply and demand, and when the rate 
was cut during the past year, the pay rate for occupational therapists was reduced.  
Supply and demand dictated that when the rate was cut, therapists would not continue 
to work for the Foundation.  The Foundation could not advise the state that it would no 
longer admit children who needed occupational therapy into its program; therefore, it 
would have to pay therapists a higher rate to keep them on staff.  The major concern 
was that when the rate was cut, funding had to be made up somewhere else, and that 
meant salaries would again be cut.  The therapists whose salary had been cut in the 
past would no longer continue to work for the Foundation if additional rate cuts had to 
be made.     
 
Senator Kieckhefer said it had been suggested that community providers were able to 
“cherry-pick” their cases.  When the EIS program contacted the Foundation and asked if 
it had capacity for another child, he asked whether the Foundation was given any 
indication of the scope of the child’s needs at that time.  He also wondered about the 
Individualized Family Service Plan (IFSP).   
 
Ms. Cannon replied that upon referral, the Foundation was not aware of the scope of 
the child’s needs.  She would receive an email indicating a new child had been referred 
to the Foundation, and the Tracking Resources and Children (TRAC) database would 
reflect the reason for referral, such as speech and gross motor delay or the need for 
G-tube feeding.  That was the only indication of the child’s needs.  Additional 
information about behavioral problems received from the parent might also be included 
in the TRAC system information.  The Foundation would then contact the family and 
schedule the initial eligibility meeting.  At that point, it might appear that the child 
needed only speech therapy, but upon staff evaluation, many other services could be 
identified for that child.     
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Ms. Cannon noted she had worked as a developmental specialist in the past, and in that 
position, she had been unaware of funding sources.  She had not been aware that the 
state provided funding for children, and now that she was the director, her staff had no 
idea about the funding source.  Her direction to staff was to provide all services needed 
by the children, and she would figure out how to cover the costs. 
 
Robert A. Burns, Managing Director and Partner, Therapy Management Group, LLC, 
(Group), thanked the Subcommittee for the opportunity to present testimony;  he wanted 
to reiterate some of the points made by Ms. Cannon, and he noted that the Group also 
had no waiting list.  The Group’s capacity and ability to serve might be slightly less than 
that of the Foundation, but the Group was ready to accept additional children should the 
state decide to use the proposed model.  Mr. Burns said the Group served at the state’s 
pleasure, and he was happy and proud to have done so for the last three years. 
 
Mr. Burns explained the composition of the Therapy Management Group: he was an 
occupational therapist; Mark James, Managing Director and other principal owner, was 
a speech/language pathologist; and Patrick Santoro was an occupational therapist.  
Each of the three had worked individually for five  years for the state’s EIS program as 
contract therapists before starting the Group and working with the state as a community 
provider. 
 
Mr. Burns believed that Therapy Management Group’s frame of reference was unique in 
that it viewed the situation as an opportunity to meet the state’s need to provide 
services to children.  He viewed the situation from a community provider’s point of view, 
but also recognized the state’s point of view.  Mr. Burns said an opportunity continued to 
exist for community providers, in concert and partnership with the state, to eradicate the 
waitlist, meet the state’s fiduciary responsibilities, and move the EIS program and 
services forward in a way that would not compromise care.   
 
Assemblywoman Carlton assumed that Therapy Management Group also received 
cases from other referral sources.  Mr. Burns said the Group provided the bulk of its 
services through the state’s EIS program, but it had maintained contracts with the 
school district through charter schools.  He reiterated that the Group’s primary focus 
was on early intervention. 
 
Mark James, Managing Director and principal owner, Therapy Management 
Group, LLC, stated he was grateful that the Group could participate in the process of 
providing services to children.  He indicated that the Group’s staff had the desire to 
serve children in an effective manner, while also understanding the fiduciary 
responsibilities of the state.  Mr. James said the Group believed there was a way to 
make the proposed EIS program work, both for the children on the waitlist and for all 
others involved in those cases.  As a speech pathologist and feeding specialist, 
Mr. James said he worked with children referred by pediatricians for NICU follow-up 
care.  Therapy Management Group had filled that role and sought out those cases in 
southern Nevada as it worked with hospitals to provide early intervention follow-up care.  
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Mr. James noted that the Group recently began providing services in the Reno area, as 
well as in the Las Vegas area, and currently enjoyed a relationship with Dr. Lynn 
Kinman.  The Group looked forward to expanding that relationship with other 
pediatricians in northern Nevada.  Therapy Management Group believed that continuity 
of care was very important.       
 
Assemblyman Hambrick asked whether private providers were in direct competition with 
the state when hiring therapists.  Mr. Burns replied that the statewide pool of therapists 
that contracted with the state was also available to work for private providers.  
A therapist who contracted with the state could also serve other providers in the early 
intervention system, along with school districts and private practice.  It was Mr. Burns’ 
understanding that many therapists who contracted with the state also worked for 
multiple entities.  Those therapists negotiated rates and the number of hours worked 
with each contractor. 
       
Assemblywoman Carlton noted that previous comments indicated concerns about 
requiring that private providers make certain information available to the state.  
State agencies were audited for use of both federal and state dollars, and the state was 
held responsible in contracts with private providers.  She asked Mr. Burns to discuss 
those concerns and whether the issue should be addressed.  Assemblywoman Carlton 
thought she would be put in an awkward position if a constituent asked her about 
a group that provided services to children and the information was not available to her.   
 
Mr. Burns indicated that the provider agreement between the state and Therapy 
Management Group was structured so that any reasonable request for information 
made by the state would be honored.  That included information about staffing, human 
services, capital and financial resources, and the Group’s ability to adequately and 
sufficiently meet its charge as identified in its agreement with the state.  Mr. Burns said 
that mandate was taken very seriously, and to his knowledge, the Group had replied to 
every request for information from the state.   
 
Mr. Burns added that the Group had moved to an electronic records system and had 
given the Part C office complete access to its information.  At any time, the state could 
check on compliance issues, IFSPs, or the status of any services pertaining to the 
Group meeting its obligations.   
 
Assemblywoman Carlton asked whether, in Mr. Burns’ opinion, an undue burden was 
placed on private providers when the state requested information.  She also wondered 
whether the state’s “antennae” should go up if a provider refused to provide certain 
information.  In most cases, it appeared that providing information was not problematic.  
Assemblywoman Carlton noted that Mr. Burns’ opinion was valuable to the 
Subcommittee because he was a current contractor with the state.      
 
Mr. Burns said it was a pleasure for the Group to provide services to the children 
through the provider agreement with the state.  The Group would do anything it could to 
provide information that would help the state meet its obligations.  Mr. Burns said the 
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Group did not feel that providing information was an undue burden, but rather 
a necessity so that the state could ensure that the Group was providing the appropriate 
services under the agreement.     
 
Assemblywoman Carlton asked Mr. Burns whether he would like to comment on 
payment schedules and timeframes. 
 
Mr. Burns replied one of the caveats that might have been missing from the 
conversation regarding payment schedules and timeframes was that community 
providers did not get to determine when a child was referred.  For instance, community 
providers were not able to request that all children be referred on the first of each 
month.  Mr. Burns said that when parents initiated a call to receive services for their 
child, the clock began ticking relative to the 30- and 45-day timelines.  Community 
providers had no control over the timelines, and when a case was referred to Therapy 
Management Group, no matter which day of the month, the 30- and 45-day timelines 
would begin.  The Group would not wait to start providing services.   
 
Mr. Burns noted that Mary Wherry, Deputy Director for Clinical Services, 
Health Division, had pointed out earlier that the rate was something that could not be 
easily reduced to an hourly rate.  The monthly rate of $565 encompassed the Group’s 
charges in totality.  The Group provided quality service to children in determining 
eligibility, even though some of those children were ultimately deemed not eligible.  
The Group’s responsibility and obligation to each child had to be met, and Mr. Burns 
believed the rate encompassed that piece as well. 
 
Assemblywoman Carlton hoped Mr. Burns understood that the current concerns were 
transparency and accountability to ensure that information was available to the 
Legislature and the public.   
 
Mark James, Therapy Management Group, commented that he might see a child who 
needed NICU follow-up services and was eligible for the EIS program on a daily basis 
until he was confident that the child and family were stable.  Those services were very 
intensive and were based on the need of each family and child.  Mr. James believed 
that structuring the rate for provider groups reduced time and effort by state staff in 
determining the billing.  If every small service was billed individually, costs to the state 
would increase.  Again, even though mandated, the Group had every desire to provide 
needed services to each child.   
 
Senator Kieckhefer asked whether individual contract provider therapists who worked 
for both the state and community providers negotiated for different rates.   
 
Sally Cannon, Foundation for Positively Kids, responded that therapists interviewed by 
the Foundation negotiated their own rates, regardless of the rate they received from the 
EIS program or other community providers.  Ms. Cannon said that a therapist had 
recently commented to her that he did not expect the Foundation to pay the same rate 
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of $140 per hour that was paid by the clinics, which was correct because the 
Foundation could not afford to pay such a high rate.  
 
Mr. Burns concurred that therapists negotiated their rates when working for Therapy 
Management Group.  There was no fixed therapist rate and, depending on the expertise 
of the therapist, different rates were negotiated. 
 
Senator Kieckhefer asked whether the rate paid by the state was set or negotiated on 
a case-by-case basis.   
 
Mary Wherry, Deputy Director for Clinical Services, Health Division, replied that the 
outcome of the phase 4 rate study was included in Exhibit B, which reflected the 
average rate for private-sector therapists.  The state’s contract with Avysion included 
a fixed rate for each type of therapist.  Ms. Wherry said the rate was $50.11 for most 
therapists, but there were a few variations in the frontier areas where the rate was $57.  
The rate was specific to each type of therapy provided.  However, if the Division was 
unable to use Avysion contractors, there were provider agreements that allowed it to 
contract with individual therapists.  Ms. Wherry stated that provider agreements led to a 
wide variation in negotiated rates.  
 
Senator Kieckhefer asked whether the variation in rates created a gap in availability of 
services.  With the limited provider pool, he questioned whether there was a lack of 
fiscal resources to provide services to children because of the individually negotiated 
rates.   
 
Ms. Wherry believed the rate for therapists was a supply-and-demand issue that also 
applied to intensive behavioral services, i.e., there was a limited supply of therapists 
and a huge demand for services.  The Division competed not only for services for 
children with developmental delays, but it also competed with the entire consumer 
demand for therapy services for children of all ages.  Ms. Wherry said that at times, the 
Division was competing with school districts that used the same therapy pool for 
children ages 3 to 5 in the early childhood programs and for ages 5 to 22.  The Division 
faced an economic challenge in contracting with therapists, and the current model 
would alleviate that problem by giving community providers a fixed rate for services and 
allowing those providers to negotiate the rate for therapists.   
 
Ms. Wherry added that there was also a volume issue.  For example, if a managed care 
plan guaranteed a physician that he would receive all referrals under the plan, his 
practice would be very busy and perhaps he would charge a lesser rate because of the 
volume.  That option could be offered in the private sector, but it was restricted in the 
public sector.   
 
Assemblywoman Carlton noted that the Legislature had been discussing issues such as 
workforce and licensure for years, and the rate always appeared to be one of the 
stumbling blocks whenever there was a question about access to care.   
 

http://www.leg.state.nv.us/Interim/76th2011/Exhibits/IFCSubEarlyIntervention/E101212B.pdf
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Assemblyman Hambrick said that therapists often provided more than one service, and 
he asked whether it would be possible for a category 12 contractor to charge twice for 
the same child when providing more than one service:  speech therapy and feeding 
tube services for example.  
 
Ms. Wherry explained that each service provided was included in the child’s 
Individualized Family Service Plan (IFSP).  A child might require a speech therapy 
service on the IFSP with the frequency of two times per month and a feeding service 
once per week, for a total of six services.  The same clinician might provide all services, 
but feeding was a very specific specialty that might be provided by a person other than 
a speech therapist.  Ms. Wherry said the Division allocated its dollars based on the 
Tracking Resources and Children (TRAC) data where all IFSP services were entered 
into the system.  Ms. Wherry said if a therapist billed for a service that was not included 
on the IFSP, the Division would not pay for that service.      
 
Mark James, Managing Director, Therapy Management Group, explained there were 
different methods of paying therapists.  Some were paid hourly and others were paid for 
each visit, and the business model used by the Group changed that equation 
somewhat.  At times, there would be increased flexibility between the methods of 
payment.  That could also have an effect on the productivity of therapists and their 
desire to see more children using the amount of available dollars. 
 
Assemblywoman Carlton advised that there were no other persons in Las Vegas 
wishing to testify before the Subcommittee, and Chairman Bobzien reopened testimony 
in Carson City.  
 
Ms. Wherry turned the Subcommittee’s attention to page 83 of Exhibit B, which 
contained pie charts depicting the percentage of services received, based on TRAC 
data, versus the cost of those services.  She pointed out that speech therapy accounted 
for 8 percent of services received, but represented 22 percent of the cost because of 
the higher rate for speech therapists.  Service coordination accounted for 54 percent of 
all services provided, but it only constituted 32 percent of the total cost of services.   
 
Brian Patchett, President and Chief Executive Officer, Easter Seals Nevada, expressed 
appreciation for the information and testimony that had been presented by other 
professionals and service providers.  He believed that everyone wanted to arrive at the 
best service model possible to serve the most children with the best possible services. 
 
Mr. Patchett said he had been with Easter Seals for 15 years and remembered past 
Legislative Sessions when the Legislature grappled with several issues, one of which 
was how waitlists could be alleviated.  He was declared legally blind at age seven, and 
he eventually had the choice of helping people with disabilities or moving away from 
that field.  During graduate school, Mr. Patchett said he made the choice to sign up for 
rehabilitation counseling and public administration.  He had tried making his life’s work 
about helping both children and adults with disabilities. 
 

http://www.leg.state.nv.us/Interim/76th2011/Exhibits/IFCSubEarlyIntervention/E101212B.pdf


38 
 

Mr. Patchett said Easter Seals served individuals across all age ranges and had 
changed the lives of approximately 7,000 people over the past year throughout the 
State of Nevada.  The services provided included early intervention, adult daycare, 
childcare, assisted technology, and a wide range of other services.  Easter Seals also 
worked with several service sectors within the state, such as federal services for 
veterans and early intervention services.   
 
Easter Seals provided early intervention services throughout the country to 
approximately 90,000 children, and Mr. Patchett said each organization operated 
independently.  Easter Seals had been in existence since 1919 as a nonprofit 
organization, and Easter Seals Nevada had been in operation since 1950.   
 
Mr. Patchett said it was true that there were a variety of service models in use around 
the country.  Most states had adopted a system in which they contracted with 
community providers and provided oversight.  Mr. Patchett said that model was in use in 
Arizona when he left that state eight years ago, and it seemed very effective.  
He believed the current system had been in transition for the past four to five years, and 
the EIS program had done a fantastic job in the delivery of services.  Community 
providers were looking for the best way to serve the most children, while ensuring that 
services were provided at a quality level. 
 
Mr. Patchett indicated that early intervention services provided by Easter Seals had 
grown rapidly over the last four years, and the agency was currently serving 
approximately 360 children throughout Nevada.  Easter Seals maintained there was 
available capacity to expand the program, and it was open to additional referrals.  
Mr. Patchett believed that community providers could continue to meet the needs of 
children and their families, and the model would be based on independent entities.  
Rates had changed over the past four years, and he hoped that Easter Seals would be 
able to continue providing services statewide.  Easter Seals had been able to provide 
services in outlying areas in the Reno-Sparks and Carson City areas, and it was 
interested in looking at ways to provide services in the rural and frontier communities.   
 
Mr. Patchett reiterated that Easter Seals was excited to be part of the proposed model, 
and he hoped that everyone could enter into an agreement that would benefit the 
children.  The age of birth to five years was the most critical time for a child’s 
development.  In Nevada and nationwide, Easter Seals had focused on making sure 
parents understood that services had to be delivered and coordinated and must begin at 
the earliest age possible.  Mr. Patchett said Easter Seals served people across the age 
spectrum, and he had seen the outcomes when a child failed to receive early 
intervention services.  Unfortunately, after the age of five, services failed to create the 
same excellent effect and changes in a child’s life.  Easter Seals often served adults 
who had not benefitted from early intervention, and there were not many services that 
would provide long-term help to those adults which, Mr. Patchett said, was why Easter 
Seals believed early intervention services were so critical.            
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Assemblywoman Carlton asked Mr. Patchett whether Easter Seals was concerned 
about providing information to the state and allowing transparency in its cases.  
She was concerned that entities who contracted with the state would not be willing to 
share the information that might be needed by legislators to make good decisions.   
 
Mr. Patchett understood Assemblywoman Carlton’s concerns.  A community provider  
had a responsibility to the person receiving services and to any entity that provided 
oversight for those services.  He said that every service provided by Easter Seals for 
the state, whether it was a community training center service, an adult daycare 
program, supportive living, or early intervention, was audited annually.  Easter Seals 
opened its files to the state for whatever information was needed.  Mr. Patchett added 
that the Individuals with Disabilities Education Act (IDEA) Part C office also conducted 
annual evaluations, and Easter Seals continued to achieve a high level of performance 
each year.   
 
Mr. Patchett explained that as a nonprofit organization, Easter Seals conducted an 
annual financial audit, and if sufficient federal funds had been received, a federal audit 
was also conducted.  For the last three years, Easter Seals had completed a federal 
Form 990, which contained fiscal information and was available on its website.  
Mr. Patchett said the answer to Assemblywoman Carlton’s question was yes, Easter 
Seals believed in transparency and that all providers should submit requested 
information to the state. 
 
Assemblywoman Carlton stated that as the proposed changes in the EIS program were 
discussed further and eventually moved forward, she hoped entities that wanted to 
partner with the state would not try to absolve themselves of compliance, because the 
state could be penalized if it was not compliant with the mandates of IDEA Part C.  
Should the state contract with an entity that was noncompliant, she would not like to see 
that entity hide behind its nonprofit status and claim it was not responsible.  
Assemblywoman Carlton noted that nonprofit organizations enjoyed certain protections 
that were not available to other entities.   
 
Mr. Patchett agreed and noted that Form 990 contained a great deal of information, 
which was one reason nonprofits were required to complete that form.  A large number 
of nonprofits had been noncompliant in the past, but he emphasized that Easter Seals 
would maintain complete transparency throughout the process.  
 
Chairman Bobzien said there had been previous testimony from the pediatric 
community about the breakdown in the feedback loop of communication back to the 
child’s pediatrician or medical home following the delivery of services by community 
providers.  He asked Mr. Patchett to comment about the practice used by Easter Seals. 
 
Mr. Patchett explained that there were some differences between entities in northern 
and southern Nevada, but he did not believe the proposed program change would affect 
the information loop.  The EIS program would remain with the state entity that provided 
service coordination, which would ensure that the information loop would remain open.  
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Mr. Patchett stated that early intervention was an education-based service through the 
federal Department of Education, and other services had been meshed with early 
intervention that might not qualify as Part C services.  He suggested that perhaps the 
state should review how services were meshed under Part C in northern and southern 
Nevada. 
 
Julie Ortiz introduced herself to the Subcommittee as a speech pathologist and 
business owner of Advanced Pediatric Therapies, LLC.  Ms. Ortiz testified that she had 
been providing specialized pediatric therapy to children in northern Nevada for the past 
ten years.  She said that prior to becoming a community provider, she had worked with 
the EIS program when it could not fulfill speech language services.  In July 2010, 
Advanced Pediatric Therapies became a community provider, and it had been one of 
the most rewarding and challenging activities for that entity.   
 
Ms. Ortiz credited the EIS program staff in northern Nevada for their guidance as 
Advanced Pediatric Therapies took on the challenge of providing early intervention 
services.  It was good to know that there was a very close-knit community helping to 
support children on the waitlist.  As a pediatric therapist, Ms. Ortiz said serving children 
on the waitlist was a priority.  She was also a business owner who participated in 
a community partnership with the state and collaborated to serve the children in 
northern Nevada in a timely manner so children did not remain on the waitlist.    
 
Ms. Ortiz agreed with the comments made earlier by Sally Cannon, Director of Early 
Intervention Services, Foundation for Positively Kids, and believed that the model 
currently being used was the best and most comprehensive for families.  She thought 
that private providers should retain service coordination, which was vital in making the 
system as fluid as possible.  Private providers should not have to interrupt visits to 
contact the state’s case manager or service coordinator to either add or delete services 
in the child’s IFSP.   
 
Ms. Ortiz said when changes occurred, they should be well thought out and well 
presented to both families and providers.  She hoped the state selected the model that 
would best serve families.  Ms. Ortiz understood that the state had to receive the “best 
bang for the buck” and also wanted to move children off the waitlist as soon as possible.  
She noted that community providers had no children on the waitlist in northern Nevada, 
and there were approximately 9 to 11 children on the statewide community provider 
waitlist.   
 
Ms. Ortiz referred to previous questions about whether community providers could 
determine if and when to accept children.  She realized that the demographics of 
northern and southern Nevada were different, but she was constantly asking for 
referrals and had never turned away a case.  There was definitely room for growth, and 
over the past two years, Advanced Pediatric Therapies had gone through 
a roller-coaster pattern of capacity—increased, decreased, and increased again.  
From a business perspective, that pattern caused a fluctuation in staffing needs.   
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Ms. Ortiz said Advanced Pediatric Therapies had started the new fiscal year 
overserving, but it had been given a higher capacity and was also waiting for children to 
age-out of the program.  Advanced Pediatric Therapies had received very few referrals 
recently except at the specific request of parents or physicians, and the state waitlist 
was growing.  Ms. Ortiz said the staff was waiting with open arms for additional 
referrals.  She hoped for continued growth through the public/private partnership, which 
worked well in northern Nevada.   
 
Chairman Bobzien said legislators also wanted to ensure that the state selected 
a model for the EIS program that best served the families and children.  The challenge 
faced by legislators was to ensure that the program worked for the entire state.      
 
Diane Ross, CEO/President, The Continuum, testified that she was concerned with the 
previous testimony from the northern Nevada pediatric community about providing 
information back to a child’s medical home.  The Continuum had been a strong 
proponent of medical homes for many years, and the idea of the “community patient” 
shared by all entities involved in providing services was the reason there was quality 
service delivery to the children. 
 
Ms. Ross explained that The Continuum was an inter-generational rehabilitation health 
and wellness program in Reno that had been in existence for twenty years.  
The program provided physical, occupational, and speech therapy, and had inclusive 
infant, toddler, and childcare programs, along with an adult daycare program.  For the 
past three years, The Continuum had provided early intervention services at the request 
of the state to help with the waitlist. 
 
Ms. Ross said the employees of The Continuum were salaried and did not contract with 
other providers.  She had worked with the Aging and Disability Services Division 
(ADSD) for approximately 20 years, mostly with the geriatric and disabled population.  
Ms. Ross was extremely pleased that ADSD was being considered as the home for the 
EIS program.  She believed that the medical community in northern Nevada had done 
an exemplary job in caring for people with disabilities.  The continuity of care was 
important because many of the children in the EIS program would suffer from lifelong 
disabilities. 
 
Continuing, Ms. Ross said that the EIS program had a long way to go because there 
were so many improvements that could be made to the program.  She thought that 
jumping into a different model immediately would be the wrong action to take.  The 
ADSD was willing to review the proposed model, to take things slowly, and to review 
other models for the program.  Ms. Ross emphasized that one size did not fill all.  If the 
state and community providers could create a program that met the needs of the 
families and addressed the various issues, as well as be cost effective, then perhaps 
Nevada’s EIS program could be number one in the United States.      
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Chairman Bobzien appreciated Ms. Ross’s comments.  He asked for further questions 
from the Subcommittee, and there were none.  He noted that Ms. Ross had indicated 
that rather than contract staff, The Continuum used salaried employees, and he asked 
for more information about that business model. 
 
Ms. Ross explained that The Continuum did not start out as an early intervention 
program and had only recently entered that field.  She had been somewhat leery about 
joining the EIS program because it used a very different model; however, she decided 
that perhaps The Continuum could provide services that were somewhat unique.  In 
addition, the staff therapists and pathologists recognized the importance of working with 
children ages zero to three, and that early intervention would allow some children to 
transition into the school districts so that additional children could be served.  Therefore, 
the therapists at the Continuum did not just provide early intervention services: they 
treated both the pediatric and the geriatric population.  The model used by The 
Continuum was that its employees were salaried and provided all services.   
 
Chairman Bobzien said because The Continuum offered a broader range of services to 
various populations, it would appear to be better able to absorb fluctuations in the 
program.  Ms. Ross agreed, adding that The Continuum staff now included 
developmental specialists for the EIS population, which were not needed in the past.  
When the developmental specialists were not serving early intervention clients, The 
Continuum became creative and used those specialists in another capacity.  
 
Chairman Bobzien asked whether there was further public comment to come before the 
Subcommittee and there was none.  He asked Mr. Willden whether he would like to 
address the Subcommittee.  

Michael Willden, Director, Department of Health and Human Services (DHHS), stated 
there was either a lack of information or a lot of misinformation about the proposal for 
the EIS program, and he would like to correct some perceptions. 
 
Mr. Willden explained that during the 2011 Legislative Session, DHHS had experienced 
some budget difficulties, and choices had to be made about how the Legislature would 
close the Early Intervention Services (EIS) budget account.  Looking back, errors had 
been made in the areas of clinical versus natural environment and staffing ratios.  
The DHHS had been left with a process that included three ways to deliver services to 
children and families: (1) the state employee model, (2) the temporary contractor model, 
and (3) the community partner model. 
 
According to Mr. Willden, the DHHS and its staff were faced with balancing the budget 
between those models.  He recalled that previous testimony from Mary Wherry, 
Deputy Director for Clinical Services, Health Division, indicated that category 12 was 
projected to be out of balance by $1 million, and action was being taken to shore-up that 
budget account.  Mr. Willden said the model was still evolving, and DHHS could not tell 
the Subcommittee which exact model would be used for the EIS program.  He believed 
the model would eventually evolve into a state/community partnership.   
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Mr. Willden said it appeared from earlier testimony that everyone believed DHHS was 
eliminating the EIS program, and that simply was not true.  The program was currently 
authorized for 169 employees, and 170 employees were recommended for the 
upcoming biennium.  Mr. Willden emphasized that the EIS program would continue. 
 
The proposal, Mr. Willden explained, was that the EIS program would be transferred 
from the Health Division to the Aging and Disability Services Division (ADSD).  The 
ADSD already administered the Autism Treatment Assistance Program (ATAP), along 
with other disability programs.  The Division of Mental Health and Developmental 
Services (MHDS) administered the three regional centers, the Developmental Services 
program, and the Family Preservation Program.   
 
Mr. Willden said DHHS had been evaluating the lack of coordination among services, 
which meant families had to “ping-pong” through the various divisions to locate services.  
The Department’s goal was to place disability programs under one central 
administration; it was not attempting to eliminate the EIS program and create a model 
that would cause state employee or therapist layoffs.  Mr. Willden said DHHS was 
reviewing the delivery model for the EIS program to determine how to best deliver 
services to children and families.   
 
Mr. Willden said there was also the issue of state versus community costs.  
The Health Division and ADSD had been discussing rates, and studies had been 
completed.  There would undoubtedly be additional rate studies conducted as different 
models were considered.  Mr. Willden pointed out that DHHS was conducting rate 
analyses every day for the Medicaid program, and there would always be rate analyses 
as long as there were community providers.  He emphasized that DHHS tweaked the 
system constantly to try and arrive at the desired outcomes.  The DHHS budget that 
had been submitted included a proposed rate structure; however, those rates would 
probably change as studies continued. 
 
Mr. Willden said the Letter of Intent mentioned earlier concerned budget stability in 
caseload and rates, but during his eleven-year tenure, there had never been caseload 
or budget stability within the EIS program.  The Department intended to have a group 
work on caseload projections and budget stability.  Staff and community providers had 
come a long way toward reaching stability, and the Legislature should see a much 
better product being proposed in the future. 
 
Continuing, Mr. Willden noted there had also been much discussion about staffing 
issues, and one proposal was that state staff would provide all early intervention 
services.  He believed that both state staff and community providers were excellent; 
however, it was difficult for DHHS to recruit and retain therapists at the salary being 
offered by the state.  Not only were new staff being hired at entry-level pay, the state 
was not approving merit increases at the present time.  Mr. Willden said early 
intervention services were often sought through private providers because there was 
insufficient state staff.  Mr. Willden reiterated that the budget for the upcoming biennium 
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included 170 positions for the EIS program, and he did not intend to lay off or eliminate 
a single employee in the program.  
 
Mr. Willden said he did not understand earlier testimony that lack of communication was 
a problem.  The program was currently using a trifurcated model that included state 
staff, temporary contractors, and community providers.  Whether communication was 
currently good or bad, it appeared that the Department needed to improve in that area, 
but it would not eliminate any communication links.  Mr. Willden believed the discussion 
was actually about the duties of the 170 state employees versus the duties of 
contracted staff.  The major issue appeared to be service coordination, which was part 
of the evolving service model and rate structure. 
 
Mr. Willden went on to say that DHHS was not attempting to privatize the EIS program: 
it was trying to develop community capacity, which had been the direction of the 
program for the past two years.  Budget increases from the Legislature for the 
EIS program over the past two Legislative Sessions had been directed toward building 
community capacity, which was no different from what had been proposed within the 
mental health budget, the Autism Treatment Assistance Program (ATAP) budget, and 
several other budget accounts that provided services to seniors.  Mr. Willden said that 
DHHS had been attempting to build community capacity within many of its budget 
accounts. 
 
Mr. Willden noted that comments had also been made earlier about removing the 
state’s responsibility for the EIS program.  He emphasized that the state would always 
be the responsible entity for addressing waitlists and caseload growth, and it would 
continue to be the safety net for the EIS program.   
 
According to Mr. Willden, there were many ways to develop rates.  It appeared that 
there was some frustration about the rate for partial-month services, and DHHS would 
review that aspect of the rate structure.  Many programs were run on global rates with 
services built into the rate structure.  A therapist might see one child only once, while 
another child might require services every day for 30 days.  Community providers 
received a monthly rate of $565 per child, so the costs would even out.  Mr. Willden said 
that as the rate process evolved, DHHS could tweak those rates and possibly arrive at a 
better solution. 
 
Mr. Willden did not want the Subcommittee to think that DHHS was attempting to usurp 
the authority of the Legislature by moving money from one category to another.  The 
DHHS was attempting to work through the framework of the trifurcated delivery system 
to arrive at the best possible way to provide services to the children and families; 
DHHS wanted to ensure that it was serving as many children as possible.  
The EIS program budget for the upcoming biennium would request the same number of 
state employees, but with a significant budget increase in category 12, Medical 
Contracts, and category 14, Private/Community Sector, which Mr. Willden said would 
address both community providers and contract specialists needed to provide services.  
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He predicted that legislators would be surprised at the amount of additional funding 
requested in the upcoming biennial budget.  
 
Chairman Bobzien asked Fiscal staff to report to the Subcommittee concerning the 
possibility of requesting a budgetary bill draft request (BDR). 
 
Laura Freed, Senior Program Analyst, Fiscal Analysis Division, Legislative Counsel 
Bureau, explained that certain members of the Subcommittee had expressed concern 
about the necessity of a BDR to effectuate the move of the EIS program from the Health 
Division to the Aging and Disability Services Division.  Ms. Freed said DHHS had 
submitted a budgetary BDR.  The DHHS was absolutely correct that Nevada Revised 
Statutes (NRS), Chapter 442, made reference to the Health Division, and changes to 
the EIS program would require housekeeping legislation.   
 
In addition, NRS 442.180 through NRS 442.230 pertained to children with special 
healthcare needs, also known as the Special Children’s Clinic.  Ms. Freed said while 
that was not precisely an Individuals with Disabilities Education Act (IDEA) Part C 
service, it was housed within the EIS program; therefore, references to the 
Health Division would need to be eliminated and references to ADSD added to those 
NRS chapters.   
 
Ms. Freed assured the Subcommittee that the appropriate BDR would be submitted for 
review by the Legislature.  There would be time set aside during the 2013 Legislative 
Session for the full Legislature to contemplate the proposed policy changes in the 
EIS program. 
 
Assemblywoman Carlton said the ultimate goal of the Legislature was to make sure that 
the money it allocated to the EIS program was actually used to serve the children.  
The proposed model indicated that some changes would become effective in 
October 2012, which made her wonder about the status of the program.  The more 
information available to people, the more comfortable they would be about change.  She 
thought perhaps there had been a symphony of miscommunication throughout the 
process.  Submitting work programs to move money from one category to another 
caused people to wonder what was happening within the EIS program.   
 
Assemblywoman Carlton noted that Mr. Willden had stated on the record that state  
employees would remain in the EIS program and children would continue to receive 
services.  She hoped that her constituents would be assured by those statements and 
not email her on a daily basis asking for information about changes to the program.  
There had been a lot of misinformation about the changes, and she thanked the 
Chair of the IFC and the Chair of the Subcommittee for facilitating discussion of the 
issue so that legislators would be able to correctly inform their constituents.   
 
Assemblywoman Carlton said she still had concerns, but as the Legislature worked 
through the proposed model, she hoped DHHS staff would be able to alleviate those 
concerns.  The last thing she wanted was for unintended consequences of program 
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changes to cause more harm than good.  Assemblywoman Carlton thanked Mr. Willden 
for his testimony.   
 
Mr. Willden said he appreciated Assemblywoman Carlton’s concerns, but he believed 
that the Legislature and DHHS had the same goal in mind, and he would continue to 
work with legislators and staff as the model was further explored.  He noted that there 
was much work to be done in completing the budget process.  One frustration was that 
as a state agency, DHHS had to follow the rules of confidentiality, which often led to 
miscommunication.  He had received many emails and there had been much fear about 
laying off state employees and eliminating the EIS program, which was completely 
unfounded.  Mr. Willden said that a letter was ready to be sent to DHHS staff that 
communicated additional direction in the EIS program.   
 
Assemblywoman Carlton said there had been numerous concerns voiced by community 
providers, and the current meeting had gone a long way toward alleviating those 
concerns.  Ultimately, the state would be held accountable for the early intervention 
services that were provided to children, and it was the job of legislators to ask 
questions.  
 
Chairman Bobzien asked Mr. Willden whether he could assure the Subcommittee that 
specialized services would continue to be available through the EIS program under the 
proposed model.   
 
Mr. Willden said he was shocked that physicians believed some early intervention 
services might be eliminated; services such as the Level 3 Neonatal Intensive Care Unit  
(NICU) would absolutely not be eliminated.  Earlier testimony indicating that the state 
could lose $550,000 in federal grant funding under the Leadership Education in 
Neurodevelopmental and Related Disabilities (LEND) program, as well as the Child 
Abuse and Prevention Treatment Act (CAPTA) program, had not been discussed with 
DHHS.  He noted that there was separation of Part C services from other services, and 
he was unaware of any possible loss of federal program funding.     
 
Chairman Bobzien said that obviously a segment of the community had not been fully 
engaged in the discussion of the proposed model for the EIS program, despite the best 
efforts to involve the community in those discussions.  That burden would fall on DHHS, 
and Chairman Bobzien said he would like the Department to reach out and address 
those concerns.   
 
Chairman Bobzien said the question continued to arise about the role of the Legislature 
in the proposed model for the EIS program.  It appeared that during the interim, policy 
and program changes had been made that differed from the service model approved by 
the 2011 Legislature.  He understood the timeframe involved in providing services to 
children when they would most benefit from those services, and that the DHHS was 
making program decisions to include in the 201-2015 biennial budget.  Nonetheless, 
members of IFC were somewhat bewildered by the process for changes to the 
EIS program. 
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Mr. Willden assured Chairman Bobzien that he would be present at the next 
IFC meeting, that he would send further direction to staff, and he would make personal 
contact with the physicians who appeared at this meeting to alleviate their concerns and 
address any miscommunication.  He would be very clear about the intent of the 
Department, as well as research the status of federal funding for the LEND and 
CAPTA programs.   
 
Chairman Bobzien thanked everyone who had addressed the Subcommittee.  
He indicated that a report concerning the model for the EIS program model would be 
presented to the IFC at its October 25, 2012, meeting.  He encouraged interested 
parties to attend that meeting for further discussion of the issue. 
 
Chairman Bobzien asked whether there was further public testimony to come before the 
Subcommittee; there was none. 
 
 V. ADJOURNMENT. 
 
There being no further business to come before the Subcommittee, Chairman Bobzien 
adjourned the meeting at 12:46 p.m. 
 
 
        
     ____________________________________ 
     Sherie Silva, Committee Secretary 
 
      
      

__________________________________  
Assemblyman David Bobzien, Chairman 
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