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MEMBERS PRESENT: Chairman Bennett
Vice Chairman Chaney
Mr. Bergevin (late)
Mrs. Ham
Mr. Nicholas
Mr. Thompson

MEMBERS ABSENT: Mr. Mello

Chairman Bennett called the meeting to order at 5:05 p.m. and

informed the committee that, since there were people present
to testify on ACR 47 that had to leave for Las Vegas, they
would hear ACR 47 first.

ACR 47: Recommends procedure for distribution of money
received as federal block grants for health programs.

Ms. Marlayn Morrison appeared on behalf of the Vegas Verdes
Clinic in order to support ACR 47 which would require the
continuation of funding for the community health centers by
the state if the proposed federal block grant to the state
does take effect. She explained that the block grants as
proposed by the Reagan administration would consolidate some
40 categorical health and social services programs; would
repeal the statutory authority for nearly all categorical
programs and replace it with the broadest possible authority
giving states almost complete discretion in spending these
grant dollars with no mandate to continue the funding for
specific programs under that consolidation. She added that
this would mean that programs could be drastically reduced
or even eliminated in the state's efforts to balance their
own budgets.

Ms. Morrison defined a community health center as an entity
which either through its staff or through cooperative arrange-
ments with other entities provides primary health care services
including services of physicians, physician's assistants,

nurse practitioners, diagnostic laboratory work, radiology
services, preventive health and dental services, emergency,
pharmacy, transportation and education, as well as referral
services for patients to other specialists not in the clinic.

As for the history of community health centers, Ms. Morrison
noted that these centers began as neighborhood health center
programs, pilot programs under the Office of Economic Opportunity
in 1965. These programs embocdied many of the dreams and concepts
of the war on poverty by addressing the financial and non-
financial obstacles standing in the way of improved health in
poor neighborhoods. She indicated that this concept sought
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to improve the health of the poor by giving residents access
to comprehensive health care services and local facilities
and was based on several principles:

1. The centers must be located in areas with a high
concentration of poverty.

2. They should integrate and coordinate their services
with existing health facilities and other community
services.

3. They should provide personal, high quality health
care.

4. Members of the community served should participate
on the governing bodies.

5. Employment opportunities and training programs
should be provided to the community residents.

Ms. Morrison continued saying that gradually beginning in 1967
the responsibility for these centers came under the direction
and jurisdiction of HEW; that through evolution the primary
focus shifted from this multi-faceted approach to a more

narrow scope with emphasis on traditional medical care which

in effect classified them as poor people's medicine and
guaranteed the almost complete dependence of these programs
on public funds. She indicated that the clinics use a sliding
fee scale which allows the individual to pay for medical care
based on their ability to do so and thus maintain their dignity.

As described by Ms. Morrison the effectiveness of community
health' centers since they were established in 1965 is evidenced
by the following findings:

1. Improved access to care.
2. Changed patterns of utilization.

3. Utilization of preventive and health maintenance
services.

4. Reduced hospitalization through improved health and
better access to primary health care resulting in direct
savings to Medicare, Medicaid and county hospitals.

S. Reduced infant mortality and premature births.

6. Increased volume of service by more than 200 percent
with only a 20 percent increase in grant funding.

Ms. Morrison commented in discussing community health centers
with Senators Laxalt and Cannon and Congressman Santini, she
found all three very supportive of these centers.

Ms. Morrison noted that community health centers do not interfere

with or duplicate the efforts of other private practice providers;

that these centers are located in areas where there is a shortage

of health care providing both appropriate and vitally necessary

health care. She indicated that the federal support received 251
J
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by the centers is used to subsidize the cost of care for indigent
and uninsured persons; that early intervention allows people to
be treated in a lower cost setting prior to their health care
needs reaching an acute stage.

Referencing a packet of letters submitted to the committee some
months ago, Ms. Morrison noted support from the Clark County
Medical Society, Nevada Professional Standards Review, the
Nevada Hospital Association, Department of Human Resources, and
from various city and county commissions.

In conclusion Ms. Morrison asked the committee's support for

ACR 47 to assure the continuation of the funding for the

A Form 70

community health centers.

In response to Mrs. Ham's gquestion, Ms.Morrison indicated that
there are presently five community health centers in the state
entirely federally funded. 1In answer to Mrs. Ham's further
question, Ms. Morrison explained that they are asking for 80
percent of the moneys that were allocated to community health
centers in funding year 1981; for the State of Nevada this
would be $1.13 million, not 80 percent of the entire $6 million
of the block grant.

Ms. Morrison distributed to the committee an Issue Paper on
The Effectiveness of Community-based Primary Health Care
Centers which is attached as EXHIBIT A.

Bryce Griffith, Administrative Director of the Community Health
Center- in Reno, said that in looking at community health centers
on a cost containment basis there is a very positive advantage
to the community health center concept in primary care and
preventive medicine being delivered through a family medicine
center. He enumerated some of the costs at a community health
center: The national average for providing health care at a
community health center is $32 per patient encounter; Washoe
County's is $21.60. Cost per encounter for a Medicaid patient
nationally is $55. He noted that these figures indicate that
they are well within a cost containment.

Mr. Griffith advised that what they are trying to accomplish
in communities is to provide improved access to low income
families, the indigent and senior citizens on a fixed income;
that in Washoe County 56 percent of all patients come from
medically underserved areas. He noted that their program is
not totally federally funded but additional funds come from
the university who are strongly committed to community service.

Between Clark County and Washoe County, Mr. Griffith noted
there are approximately 90,000 to 100,000 target population;
in Washoe County they expect 10,200 users this year or 30,000
actual patient encounters.

Mr. Griffith said that community health centers are needed to
provide care for needy populations and urged support of ACR 47. s Ys
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Diane Guinn, Administrative Director for the Operation-Life
CDC Medical Center in Las Vegas, said that they are one of
three urban health care projects in the State of Nevada.

She said that they were appearing before the committee today
because the legislature only meets every two years and because
they feel that President Reagan's block grants will become a
reality; futher they believe that sufficient future planning
will assure that, if block grants are established, continuity
of service will not be lost.

Ms. Guinn said that their medical center has been open since
January of this year and they are already caring for 300 people
a month offering comprehensive out-patient services provided

by a full time physician on a sliding scale fee based on

ability to pay. She indicated that they are currently preparing
to begin construction on a new 10,000 square foot medical
facility to house their project which should be completed by
February 1982.

In conclusion Ms. Guinn stated that this resolution simply calls
for support and endorsement, not necessarily in concrete dollars,
but to assure that community health centers will be included

in future health budgets as implimented in 1982 and 1983 prior
to the next session.

When Mrs. Ham asked how the new facility was to be financed,
Ms. Guinn replied that these funds will emanate from private
foundation grants, HUD and the city block grant program.

Mr. Nicholas moved DO PASS on ACR 47, seconded by Mr. Thompson
and carried unanimously by the members present with Mr. Bergevin
and Mr. Mello absent at the time of the vote.

AB 642: Regulates sale of dimethyl sulfoxide in small lots.

Mr. Al Edmondson, Commission of Food and Drugs for the State of
Nevada, testified in support of AB 642 indicating that

dimethyl sulfoxide has been sold around this state and others
out of trunks of cars and health food stores. He noted that
dimethyl sulfoxide first came on the market in the early '40's
as an industrial solvent, that it is a bi-product of paper
mills, but has been advertised as a pain killer and a cure for
arthritis. He explained that it costs approximately 75 cents

a gallon to manufacture but it is being sold at $20 for an

8 ounce bottle; that it is a commercial, solvent grade product
that can contain many contaminants including lead. He indicated
that dimethyl sulfoxide is very penetrating, that a drop on the
finger can be tasted in seconds, and because it is so penetrating
it can carry lead or other contaminants into the blood stream.

Mr. Edmondson said that what this bill will do is hopefully

slow down this type of sale; presently the Food and Drug Adminis-
tration has allowed the sale of DMSO as a prescription drug for
cystitis and for veterinary use. He noted that AB 642 will

LA
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require a person to purchase a gallon or more at $320 per gallon
which will decrease the usage, but it may still be prescribed by
a doctor; if bought in smaller quantities, an affidavit must be
signed which will additionally decrease the usage. Mr. Edmondson
explained that it is very difficult to make this type of product
illegal because it does have many commercial uses, and he supports
AB 642 because he feels this bill will act as a deterent to the
sale of DMSO for other than commercial use.

In response to Mrs. Ham's question, Mr. Edmondson said that DMSO
is given by injection in the case of cystitis; that commercial
grades are apt to contain contaminants, but when prescribed by
‘a physician, is a pure product.

When Mr. Thompson asked who would enforce this, Mr. Edmondson
replied that this would come under the Food and Drug Act which
is enforced by the Health Division.

John Polish, Assemblyman District #35 representing White Pine and
Lincoln County, asked for support of AB 642. He distributed
information obtained from a drugstore that dispenses DSMO for
veterinary use and by prescription which is attached as EXHIBIT B.
He noted that this literature also included uses and warnings

of the side effects of DMSO. He indicated that DMSO is a good
product if used under medical direction and by prescription, -

but hopefully this bill will deter the use of the commercial
grade which can be contaminated.

Mr. Joe Midmore, representing the Nevada State Board of Pharmacy,
said that they take a neutral position on_AB 642 but suggested

a minor amendment of adding the word "sworn" on line 10, page 1,
before "affidavit" and adding paragraph 4 which would read

"4. Anyone giving a false affidavit is guilty of a violation of
this chapter." He indicated that with these amendments if someone
does misuse DMSO, then the law would have two shots at them, one
under a perjury statute and one under this law.

Mrs. Ham asked what the penalty would be for violation of this
measure, and Mr. Midmore said it would be a gross misdemeanor
which is a fine of $1,000.

Mr. Rick Pugh, Executive Director of the Nevada Medical Association,
indicated support of the bill and the suggested amendments.

SB 406: Makes various changes in licensing for emergency medical
: services and establishes intermediate level of
emergency medical technicians.

Ms. Reba Chappell, Chief of Emergency Medical Services for the

State Health Division, said that the original bill had a great

deal of extraneous matter in it and a subcommittee was appointed

to study changes which she chaired. She indicated that the

amended version, a result of this subcommittee, was the bill

under consideration presently.

e
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Mr. Bergevin questioned if this bill would allow the paramedics
to do what AB 304 allowed them to do, and Ms. Chappell

referred him to page 4, lines 38 through 46 and read that
section. She noted that this wording has been agreed to by

the State Board of Medical Examiners, the State Board of
Pharmacy, the State Board of Nursing, State Medical Association
and the State Hospital Association.

In response to Mr. Thompson's question, Ms Chappell said that
they were proposing to amend SB 406 by adding the words
"biennially thereafter" after renewable on page 2, line 2;
that these words were omitted by the bill drafter. She added

"that lines 35 through 38 should be deleted because it is a

duplication of lines 30 through 34.

Jim Begbie, Health Analyst with the Washoe County District
Health Department, said that he served on the subcommittee
chaired by Ms. Chappell and offered his support for this
measure. He also commended Ms. Chappell for her time and
effort on this bill.

Georgianne Green, State Board of Nursing and a member of the
Nurses Association, said that both these organizations were in
support of this bill as amended. She said that they have worked
with Ms. Chappell as well as the nurses who give advanced
emergency care and have regulations by the State Board of
Nursing ready to be implemented. She enumerated several

strong points of the bill: 1) It exempts licensure as an
attendent only to registered nurses; they feel that LPN's

do not have the substantive background and information on which
to practice without having further training as an EMT;

2) RN's will fall under the regulations of the board; 3) The
bill says "may perform" rather than "shall perform" which is
helpful for people who refuse to perform certain functions;

4) This bill does not limit nurses to just paramedic duties.

Mr. Green distributed a letter of support from a Registered
Nurse involved in pre-hospital emergency care which is attached
as EXHIBIT C. '

Mr. Thompson moved DO PASS AS AMENDED on SB 406, seconded by
Mr. Nicholas and carried unanimously by the members present
with Mr. Mello absent. .

SB 412: Makes various changes to provisions on planning for

health care.

Mr. Frank Holzhauer, Chief of Planning for the Department of
Human Resources, apologized for Ace Martelle not being present
because of personal matters and read his prepared testimony
which is attached as EXHIBIT D.

Mr. Nicholas stated that in the past he had served as an
administrator under NRS 439A but that he intended to vote unless

there were objections from the committee. < ~ong
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Mr. Nicholas noted on page 4 a reference to health systems
agencies, and in light of a block grant situation there may
be a change in their status. Mr. Nicholas wondered for this
reason if this language should be included. Mr. Holzhauer
said that at this point in time they are still operating under
the Health Planning Act and until this Act is either amended
or repealed, they must comply with the Act which calls for
health systems agencies. He added that the latest word from
the Federal Government on block granting implies that some
funding will be earmarked for planning.

When Mr. Nicholas asked if there were any states who were not
in compliance with federal law at this time, Mr. Holzhauer
said there were probably half or more. Mr. Nicholas then
asked if any of these states had any of their funds cut off,
and Mr. Holzhauer said not to his knowledge, but the Secretary
of Health and Human Services had, and still has, up until
January the option to cut off funds, but in January the law
changes and he must cut off funds.

Mr. Bergevin suggested amending the bill on page 4, line 37 by
deleting the words "the federal act" and inserting "of this
Chapter" and doing the same thing on line 41 and on page 2,
line 5. Mr. Holzhauer said that they would oppose this
amendment because, in order to do that, they would have only
this act which would have to completely rewritten to comply
with the federal statute. He noted that SB 412 currently
states that they implement a federal act which is a huge
document with many items that are not specified in SB 412.

Mr. Fred Hillerby, Executive Director of the Hospital Association,
said that historically the hospitals in Nevada have supported
health planning based on community involvement. He indicated
that in the past they have supported the concept of health
planning, but now, in times of change, this support must be
reevaluated. He noted that health planning has been an attempt
to regulate health care, not an attempt to make for good planning.
He added that nationally it is felt that health planning has

not worked because they see so cost savings; that after ten

years cost savings should have been realized. Mr. Hillerby

felt that the reason for this was that the attempts in the state to be
community based have been frustrated because of the national
interference with guidelines that must be followed. He noted

that it is difficult to relate directly to the problems of a
rural state such as ours and of a rapidly growing state such

as ours when the guidelines tend to address the large populated
areas of the country.

Mr. Hillerby continued by saying that in this state over $300,000
a year has been spent on health planning and unfortunately,
primarily because of federal intervention, it has become a

"paper tiger" which has done little to improve the health care
system.
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Because of federal proposals which call for phase out of health
planning over the next two years, Mr. Hillerby felt that there
were two options:

1. Continue to try and update state law to be in compliance
with the federal statutes and regulations with the know-
ledge that the funding will disappear before the law
expires.

2. Although it is too late in the session, try to develop
a health planning law pertinent to this state and not
follow the guidelines set down by the Federal Government.

Mr. Hillerby distributed proposed amendments to SB 412 a copy
of which is attached as EXHIBIT E. He indicated concern that
as the money goes away before the statute does the state is
left with following federal guidelines, and removing this
stipulation and making the agency responsible for a statute
that the legislature has agreed upon makes more sense.

Mr. Hillerby suggested deleting reference to fees because the
process of collecting these fees is more expensive than the
fees that are charged.

He noted that the law delineates the various activities that -
require a certificate of need, but that lines 30 and 31 on
page 5 say carry out those functions unless the regulations
are changed. He felt that statutes set the law and agencies
have the authority to adopt regulations to administer that law,
not to change it.

Mr. Hillerby asked for favorable consideration of his suggested
amendments even though he recognized the threat of withholding
of federal dollars. He said that he did not think this would
happen because the law will expire in 1982, there are about

30 states not complying and dollars will not be taken away from
needy people.

Mr. Nicholas wondered if Mr. Hillerby's organization would
assist if there were problems with the Federal Government.
Mr. Hillerby indicated that they are in contact with the
secretary at present and feel that it is not the intent of
the Reagan administration to pursue this.

Mr. Bergevin wondered if some language could be inserted in
this bill to the effect that, if federal funds cease, this
law becomes inoperative. Mr. Hillerby suggested a sunset
provision. Mr. Bergevin agreed that exemptions to the law
are not made by regulations.

Mr. Ken Newcomb, Director of the Greater Nevada Health Assistance
Agency, felt that health planning, as well as regulation of
health care in Nevada as we know it today, is important to continue.
He indicated that if this bill was tied solely to the federal

act there would be a time of great boom in the health care
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(:) without any controls. He said that it was important to keep

health planning and review until the next session. He indicated
surprise at the discussion of charging fees because almost
every agency or division of government charges fees to defray
costs. He added that many volunteers are used in the local
health systems agencies and that this local involvement is a
primary prerequisite to be continued. He agreed with Mr. Hillerby
in that health planning has not proved to be cost effective,
but the original intent was not to contain costs but to
articulate health needs in the state; that health planning has
improved access to primary health care, decreased duplication
of services and called attention to major issues and problems

" providing exchange of ideas and information.

Mr. Newcomb stated that Nevada has the highest cost of health
care in the nation and there is an on-going need for health
care planning by looking at the positive benefits of locally
based community health planning.

In regard to the suggested amendments, Mr. Newcome said that
deleting "the Federal" would be institutionalizing health
planning in Nevada. He indicated that he felt that fees were
important and should be continued; that the legislature should
set policy and should not allow the Administration exceptions

(:> to the law.

Mr. Hillerby noted that lines 7 through 9 state "the amounts

of any such fees must be based upon the department's costs

of examining and acting upon the applications." He questioned
what would happen, since there is $17,000 budgeted for the fees,
if there were only four applicants; will the four share the
cost of $§17,000?

Ms. Myrl Nygran said that they have budgeted $17,000 in anticipated
fees; for each of these dollars they receive $3 to support the
program. However, if they do not collect the $17,000, she

indicated they would not be able to spend the $17,000 or the

extra dollars from the Federal Government. She noted that they

are allowed only to spend the money that is available.

Mr. Holzhauer said that NRS 439A currently states that the

State Department of Human Resources may have a health planning
agency, not that they must; if federal dollars are not available
the director may choose not to keep this agency. He also
commented that the CON is not the heart of the program, that
something less than a third of the funds spent go to this
program.

Since there was no one present to testify on AJR 43 or SB 500,
Chairman Bennett directed attention to AB 654.

(:> AB 654:

« >
Dr. John Carr, Health Division, said that this bill emanated <77
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from a Legislative Counsel Bureau audit and is essentially
cleanup language. He noted that NRS 353.321 requires that
funds be classified, and NRS 353.323 gives definition to the
meaning of these funds. He said that on page 1, lines 7 and
8, the present language "credit of a fund" is not good enough
and will be changed to "special revenue funds." He said that
the other changes are minor language changes.

Mr. Bergevin moved DO PASS on AB 654, seconded by Mr. Thompson
and carried unanimously by the members present with Mr. Chaney
and Mr. Mello absent.

‘AB 107: Revises provisions relating to state assistance in

constructing health facilities.

Myrl Nygran, Office of Health Planning and Resources, said that
AB 107 is cleanup language to accomodate the requirements of
the public bill 93641 in place of the Hill-Burton Act which
was established to provide loan grants to hospitals in need

of updating and building. She said that under NRS 449 there
was a health facilities advisory council established to make
determination of where federal grant funds should go; with

the passage of public bill 93641 and Chapter 439A the responsi-
bility now rests in the Office of Health Planning and Resources.
AB 107 merely makes this portion of the law consistent with
Chapter 439A.

Mr. Nicholas moved DO PASS on AB 107, seconded by Mr. Thompson
and carried unanimously by members present with Mr. Mello absent.

Since there was no further testimony, Chairman Bennett said
that the committee would take action on a few bills.

AB 267: Requires report of complications of abortion.

Mr. Nicholas submitted proposed amendments to AB 267 which are
attached as EXHIBIT F.

Discussion revealed that this bill applies to abortions done
outside of a hospital.

Mrs. Ham moved DO PASS AS AMENDED, seconded by Mr. Thompson
and carried with Mr. Nicholas, Mr. Thompson, Mrs. Ham and
Mr. Bennett voting yes and with Mr. Changey and Mr. Bergevin
voting no. Mr. Mello was absent at the time.

Mr. Nicholas indicated that he might vote against this bill
on the floor, but he did want this bill to reach the floor
in light of the other bill that is pending; that he prefers

AB 267 to the bill that passed today.

AB 642: Regulates sale of dimethyl sulfoxide in small lots.
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The committee reviewed the suggested amendments to AB 642:
Insert the word "sworn" before "affidavit" on vage 1, line 10;
add subsection four reading "4. Anyone giving a false affidavit
is guilty of a violation of this chapter."”

Mr. Chaney moved DO PASS AS AMENDED on AB 642, seconded by
Mrs. Ham and carried unanimously by members present with
Mr. Mello absent.

Mr. Bergevin asked Chairman Bennett to hold SB 412 until he
talked with Mr. Daykin.

‘Since there was no further action to be taken, Chairman Bennett

A Form 70

adjourned the meeting at 7:30 p.m.

Respectfully submitted,

Patricia Hatch
Secretary

(Committee Minutes)
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) A.B. 642- Regulates sales of dimethyl sulfoxide in small lots.
A.C.R. 47- Recommends procedure for distribution of money re-
ceived as federal block grants for health programs.
'S.B. 406- Makes various changes in licensing for emergency
medical services and establishes intermediate level
of emergency medical technicians.
S.B. 412- Makes various changes to provisi i
health care. g provisiors on planning for
S.B. 500- Provides for appointment of additional physician
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examiners.
-A.J.R. 43- Opposes any unnecessary restriction by Federal.Govern-
(:) ment on approval of generic drugs.
A.B. 654- Makes certain changes in accounting procedures related
to public health. .
A.B. 107- ° Revises provisions'relating to state assistance in

constructing health facilities.
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EXHIBIT A

National Association of
COMMUNITY
® .14 LTH CENTERS,Inc.
155 © Street, NW- Suite 420
Vioskington, D.C. 20006
[202] 833-9280

ISSUE PAPER

THE EFFECTIVENESS OF COMMUNITY-BASED
PRIMARY HEALTH CARE CENTERS

Since the establishment of the Community Health Centers program in
1965, numerous studies have reviewed the effectiveness, efficiency and quality
of care rendered by these and other community-based primary health care
centcrs.* The preponderance of evidence and findings from these studies
(:) indicate that health centers have achieved a high degree of success in the

delivery of efficient, effective and high quality care to medically under-

served and disadvantaged populations. The studies show that the health centers
have:

o Improved access to care for disadvantaged and underserved
populations;

e Changed the patterns of seeking health care among users
of the health center;

o Significantly reduced hospital admissions, lengths of
stay and inpatient care costs for health center users;"

o Improved health status and health outcomes among those
who use the health centers.

“*For purposes of this paper, these centers -- hereinafter referred to
25 “.ealth centers® -- include all entities supported in whole or in part by
<he .ollowing federal programs: Community Health Centers; Migrant Health;
durai and Urban Indian Health; National Health Service Corps, Hospital-

hffiliated Primary Care Centers; Black Lung Clinics; and Primary Care Re-
search and Demonstration.




(:j) A. /ccess to Care

While the various health center progféms have been established in order
to focus resources on specific sub-groups of the general population (migrant
farmiorkers, urban poor, Native Americans, etc.), the respective target
popuiations of these programs have shared many characteristics in common.
Cencrally, the potential clients should be:

e Poor or near-poor;

o Members of racial or ethnic minority groups;

o Unemployed or underemployed;

e Medically unserved or underserved, with no other regu-
lar source of care.

Several studies and reports have documented the success of health cen-
ters in reaching individuals with these characteristics.

o The Department of Health and Human Services stated that
the centers are reaching underserved areas and the popu-
lations to be served.

(:) -- 80 percent of health center users are members of

minority groups;

-- 71 percent had incomes under $7,000 in 1979;

. == 31 percent of the users have five or more family

members ; .

-- only 43 percent of users are entitled to Medicaid
coverage;

-- 59 percent of those served are women and 41 per-

cent are children under 18 years of ag/e.'l

e According to DHHS, 60 percent of health center users
have incomes below the poverty level; the remaining
40 percent are near-poor or 'low-income.2

o The Congressional Budget Office, using 1974 data, stated
that 84 percent of Community Health Center users were
black and another 3 percent were non-white.3

<60




(::) Studies have shown that the centers reach large shares of their target
Ropuiatiois. .
& Langston concluded that the centers, on the average, have
. reached about 67 percent of the eligible populations in

their target areas, and that an average of 75 percent
of the users consider the center as their usual family
source of care.4

« Bellin found that one center was the central source of
care fdr 84 percent of its neighborhood residents, and
that 78 percent of the residents had visited the center
in the previous year.5

¢ Perkins' study of a health center in New Haven concluded
that the center's ability to reach its target population
was confirmed by the fact that a majority of its users

were from the lower socioeconomic portion of the popula-
.6
tion.

The iocation of the centers has greatly increased access for their tar-
(:} get Lopulitions by reducing travel and waiting time.7 Nearly all health
cenier users find the location and hours of operation convenient.8 More-
over, heaith centers have employed community residents to reach out to the
target population, and they provide transportation services in order to over-
cuic travel and distance barriers. These services have paid off with in-
creaved uiilization of center services by the poor.9

Some critics have voiced concern that free or reduced-fee care will
lew . o c.eruse or abuse by patients. Several studies show that this is
nu. e ccse with the health centers. ‘

¢ Davis shows that the number of visits annually by
health center users falls well below the national
average for all low-income persons, and is lower than
the average for high-income pel'-sons."0

¢ Salber found that utilization is comparable to that
for the general popu'lation.n




@ Strauss and Sparer found that, while utilization of )
the centers may be heavy in the first months after
registration (largely as a result of the backlog of
untreated conditions), frequency of use declines at
least 50 percent six months after registration.‘z

B. changing Patterns of Utilization

The increased access to care resulting from the establishment of health
centirs has also paid off in encouraging center users to reduce their use of
worce costly, less appropriate forms of episodic care, and to increase their
use of preventive and health maintenance services. Several studies have
chowa that a large proportion of health center users previously used hospital

cmerqency rooms and outpatient departments for care.

o Langston's study of 21 health centers concluded that
25 percent of health center users had no prior regular
source of care, and 50 percent had previously used
hospital emergency rooms and outpatient departments.
(Only one in four users had previously used a doctor
for primary care.) 3

¢ Bellin and Geiger found, in their study of health care
ut111zat1on patterns of Columbia Point (Boston) resi-
dents, that of the 30 percent of all residents inter-
viewed who claimed no regular source of care prior to
the health center's establishment, nearly 75 percent
were being reached successfully two years later.]4

® Bellin, Langston and Gold all concluded that many of
the centers' users had formerly used hospital emer-
gency rooms for acute c:ar'e.'l5

These changed patterns of care can do much to reduce the inappropriate,
(r_i.necessary, use of episodic services, as several studies have shown.
o Hochheiser compared pediatric emergency room visits
in an area served by a primary care center before
and after the center's opening with emergency room
visits in areas lacking such centers, and found a 38
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percent reduction in child emergency room visits in
the center area, compared with no change in the rest
of the city and 29 percent increase by suburban
children. Hochheiser concluded that comprehensive
care centers can reverse the trend of rising emer-
gency room use.16

¢ More recently, Sussman found that center users in
Boston had a significantly lower utilization of the
emergency room than a matched group of non-users..|7

¢ Moore studied emergency room visits in Boston, where
he found that in the first two years of a center's
operation the number of emergency room visits remained
constant per capita while use in other areas was rising.
(He also found that health center registrants were more
likely to be using the emergency room as a backup for
their regular care than those pat1ents who were not
registered at the health center. ) 18

e Eggers also found a significant decrease in the per-
centage of persons reporting hospitals as their
usual source of care after the introduction of a
health center, averaging 30 percent in five communi-
ties. (The most frequent reason given was shorter
travel and waiting time.)

jealth center users also show significantly higher use of preventive
nd :2alth maintenance services than other persons.

o Langston found that center users receive more care
for health problems, have more shots and examina-
tions, and require less emergency care than non-
center users in the same communities.

o Gorman reported that nearly 40 percent of all center
visits were for preventive and health maintenance
serv'ices.z'l




o Hershey found that a greater percentage of users at
a rural health center have had a regular physical
examination than is true qf the entire target popu-
lation. Moreover, registered minority groups have

fewer chronic conditions than the non-user minority
population.22

Much of the increased use of preventive services has resulted from ef-
fective use of community health workers. '
o Kent and Smith reported that 50 percent of prenatal
patients were being seen in their first or second
trimester in neighborhoods served by community
health workers, whereas only 32 percent of the
patients in unserved neighborhoods were being seen
during these crucial periods. (Chabot later found
dramatic decreases in infant mortality rates in these
same areas.)23
o A study of over 7,000 in California showed that im-
munization rates were 52 percent higher, physical
examinations were 32 percent higher and the pap smear
rate was 20 percent higher among users served by com-
munity health workers than among those not served.24

C. Reduced Hospitalization

One well-documented accomplishment of the health centers has been the
dranatic reduction of inpatient hospitalization among their patients. No
lec; than seven studies have shown reductions in hospitalization rates among
ce..:.er users ranging from 25 to 67 percent. The savings resulting from
th.i;e reductions, on the average, has been greater than the annual appropria-
tivis for these programs. This is all the_more important because most centers
do 1ot finance the cost of hospitalization. This reduction is not the result
of a financial self-interest by the centers; rather, the reduction results
froa improved health and better access to primary care.25
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o Zwick reported a 25 percent reduction in the

rate of inpatient hospital days experienced by users
of a health center in the three years subsequent to
jts establishment. 26

Klein showed that the rate of hospital admissions
for children using a health center was half the rate
for children in the same community who did not re-

ceiye care from the center. In addition, the user

average hospital stay was substantially lower than
for non-users, resulting in a 60 percent reduction
in hospital days when compared with non-users.27
(Bellin found similar results in Boston. )

More recently, Sussman found non-users in Boston had
67 percent more hospital days and 43 percent more ad-
missions than center users.

A study conducted for neighborhood health centers
showed a 34 percent reduction in hospital days for
persons served through the neighborhood health cen-
ters compared to the national average for the same

.period of time. That experience is comparable to

the hospitalization utilization experienced in a pre-
paid group practice setting.3°

Most recently, Corsica compared hospitalization rates
for center users against the general population in
nine areas of separate states, and found a 44 percent
reduction in hospital admissions, 62 percent fewer
hospital days and a 34 percent shorter length of stay

for center users.3]

An extensive baseline study in 13.communities and a
follow-up study in five cities with community-based
primary care centers (Atlanta, Kansas City, Boston,
Charleston, and East Palo Alto) found that even after
controlling for age, race, income, health insurance
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status, and illness levels, center users had lower
hospitalizations than those who received care from
other sources. Users had 25 percent lower hospi-
talization rates-than all others, and 22 percent
Jower rates than those having a private physician
as a usual source of care.

It follows that if health centers do reduce utilization of expensive
service;. that the cost of operating the centers might be partially or fully
offset by the savings realized, with the potential of a net reduction in
national health care expenditures.

¢ Zeppas, using 1975 data, calculated a potential system
savings of $287.6 million resulting from the 22 per-
cent reduction in hospitalization noted above.33
The estimated savings is $91 million greater than
the FY 1975 appropriation for the Community Health
Center program.

© Garcia projected a savings of $385 million for users
of Community Health Centers in 1978 (or $138 million
more than was appropriated in FY 1978 for CHCs), using
the 34 percent reduction in hospital days cited above.34

0. Improved Health Status

Health centers have focused on providing ambulatdny, preventive and
lealth maintenance services, with resulting improvements in health status
among center users. These improvements have been well-documented in a
/ariety of studies.

¢ Anderson and Morgan documented dramatic reductions in
infant mortality rates in several communities served
by health centers.
-- In one county, the infant mortality rate dropped
by 40 percent over a four-year period following
the establishment of a health center, while

rates in neighboring counties remained essentially
unchanged.




-- In another county, the infant mortality rate for
blacks (most of whom were users of the local
health center) declined by 38 percent, while
the rate for whites actually increased.

e Gold found similar results in New York City, where
total perinatal mortality was reduced 41 percent over

a four-year period in an area served by a health cen-

ter.

-- She also found a 29 percent reduction in the pre-
maturity rate with an associated reduction in
neonatal mortality.

o Vaughn found similar results in southern Florida.

o Chabot's study of the Denver neighborhood health
center network showed a decline of about 25 percent
in infant mortality.

37

Other studies have shown positive results in reducing other preventable
discases.

e A study published in the Mew England Journal of Medi-

" cine in 1973 showed that in the ten-year period between
1960 and 1970 the incidence of rheumatic fever dropped
60 percent in Baltimore communities receiving compre-
hensive health center services. The incidence of
rheumatic fever was three times as high in the rest
of Baltimore. The author attributed the decrease to
the early detection of streptococcal jnfections at
the centers.

o Westermeyer showed increased utilization of clinic
services leading to reduced rates of middle ear in-
fections among Indian patients served by an urban
health center.

The health center programs have already been the subject of more evalu-
cijons than most other health programs. These studies have shown conclusively
:.,at health _centers have had a positive effect on the patients they serve,

O
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and have been successful in_improving access to care, reducing hospitaliza-

tion rates, and improving the health of their patients. Particularly in

view of the characteristics of those served and the nature of the rural and

urban areas in which they operate, the above-noted accomplishments of the
centers are indeed impressive.
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EXHIBIT B

KEEPING UP_

JUNE, 1980 773
DIMETHYL SULFOXIDE (DMSO) - renewed interest in old “wonder drug”’. ~ L
DNSC 2 drug v/hich generated considerable controversy during the 18607s, is the subject of =
renewed nerest A widely used ndustrial sohvent,  was Ins: reporied 10 Have therapeut potential ),
in 1964 2~d was extensively studred during 1964 and 1965. in a vaniety of alments ranging from L
sinuskss 15 schophrema Because of the poor qualty of eatly invesiigations anc repons of ocular .
toxe.ty 10 1aboeatory animals. the FOA discontinued clinica! frials 1965. Late 1n 1966, sher -

revievang 8!l availabie data. the FOA decided that further controlied tnats were vearranted 10 evalu-
sie 1 ior 1sowca treatment of certain serious cona'tions for which no sansfaciory 1reatment was
then a.a:abe (1 e severe rheumatowd anhrnrs, scleroderma and stungles: Wher subsequent 1nves:
ngausns ‘ailed 10 gemonsirate ocular woxicity 10 humans. 1n 1968 the FCA 1oosened 1§ resirictons
on ¢ nic2 tesung and extended tesung 10 include 1opical treatment of other more perign mMuscu'o-
skele:a! concoNs and mflammatory diseases. cernain mental condiions. and the evaluaton of
DMSD 2s 2 potenua! vehicle {or other iherapeutic agents In 1978, Research Indusines receved
FDA aoove! 1o market DMSO for the sympiomatic treatment of nierstiizi cvsines The same
manufacurer's NDA for scleroderma was rejecied by the EDA tasi vear in Marcn 1980 the FDA
requestes the Cooperatve Swdies lor Rheumanic Diseases Group (suppcried by NiHi10 organize 3
controlied. blinded study 10 assess the etiicacy of DMSO in the treatment of scleroderma

Pharmacoiog: DMSO 18 rapidly absorbed aher oral. 100cal of paremerai adminisiration n man,
and s dstnbuted throughout the body water. Peak serum levels occur & hours aher oral adminisire:
wor anc & 1o 8 nours sher 1opical apphcation DMSO 15 metabolized in man 10 dimethvi sutfone and
dime: sutice Unchanged dimethy! sutioxide and dimethyl sulfone are excreted n the unne and
feces & sma. amount of orug s enminated through the skin and lungs as dmethvl sulfide

T-g o8 MALOCEC actions are reporiec 10 include Membrane penetration a~t-inflammators
eHests S's$oUTON of coliager periphera: nerve blockage local anaiges:2 vas-siaiation veeds bac
1er ~gtas s anc an™t fungal actvry diuresis cho inesierase inhb hror muscle re axation, anc cncore
ect e eects for iving cells anc ussues

rinza' uses  Currently. the only approved indication for DMSO 15 1 1ne sy—otomalic treaiment
of 1mrestla cvstus (see D 73%¢' hiis avalabe 35 3 prescrioiion 6rug fo- clin zal use n cenan
pans ¢ Eurooe and South America and i~ the US asa prescription veleringry grug for the treat-
men: ¢’ acule musculoskeletal injunes. pariicuiarly in hotses

DViSD has been used investigationally in ireaung 3 wide varety of gsorders for which conclusive
evidence of efficacy 18 tacking The primary focus of thus research has peen on the 10pical treatment
of varous musculoskeletal drsoraers and relaiec coliagen disedses. and as a carner 10 enhance per-
cutanesus absorplion of other drugs. Apphed t0 the skmn as 3 50 10 90" aqueous snlution of eel.
DIV.SC s reponed 1o be effecuve in reheving the pain. encerness, swelng. and muscle spasm and
i restoring hmied motion in pavents with acute S1rains anc Sprams. endoniis, acute and chronikc
pursiss rheumatoid. gouty and osteocanthris. ks also reponed 10 produce significant wnprovement
i the cutaneous manilesiations of scleroderma. espeaially 0 healng schemic uicers of the finger-
1os The mechansm of anti-inflammaion etiecis 1 speculairve. but mav invoive stabhizaton of lyso-
somes. a counerirriant effect (due 10 the exothermic reaction N assooaton with water) degradaton
o are-auon of collagen of suporesswon of hbroblast {ormation 1N connective 1ssue

ON'SO maraedty ncresses the permeabiity of humar skin The percuianeous absorption and
e*ec veness of 8 number of drugs 1s greatly enhanced when gissoivec 1n 0. vents coniaining 60%
o more of the d'ug DMSO 15 reponied to enhance 1he eHecuveness of Topical COMICOSIerows.
antineoplastic 0rugs in the topical reatment of skin cancers 8nd goxuridine 1n the treatment of
herpes simplex and varicella zosier infecions

Toricity. Agrmirusiralion results in @ characiersuc garlic-hike 1aste and odor on the breaih and
s«in due 10 the dimethyl sutlide metaboine The taste $ noticeable wittn 2 few minutes and may
|as: severa! hours. The odor may \ast up 10 72 hours Side etiects of DRSC aophec cutanecusly
ciuge enthema, aching burning, discomion. and occasional blisienng These efiects generally
~Grease wrh the concentration of DMSO and are the resuli of vasoo ‘atation Prolongec use tesults
' rracesaiion, scaling and dermatiuis DMSO has potent Pugiarmine-.beranng properties at 1he
adm~ nisiranion ste. whea! and fiare reaciions were noted when concentranons greater than 70%
were 8ppiied under occluson Other reponed side etfets incivde heacacne, nausea diarrhea, burn-
ng cn unnanon. 1ranswent disturbance of color visicr. and photophob.a \WVren used as a carrer 10 ' g
e~-2nce the perculaneous absorption of other drugs DIASO may a'sc poreriate ke toxic eleCts

S.ummac, The lact that over 3 thousanc anicles have appearec i ine worlg lterature anc 1ha:
32 aporenal nas been grantec for or'y 0ne 1herapeJiic INc.canon = mar smphasizes 1he *Mpor-
<a=z2 ¢ aoecuate conirols anc the use of accepiec expenimeria’ me’ \oCE T3V N Clinica 1esting
<ne future role of DMSO as a therapeutic agent car onh be clearl ceter— ~ed by turner we! con-
we ed chnical studes Because of the exisiing controversy. the restrcive i otocol gemanas ¢f 1the
£ 4 for cinical testing. and the tack of profit inceniwve (DIV:SO 15 ot paleniabie), MOS: pharmaceuts-
ca' maruy‘aciurers have lost m:erest in stucyng 0° marketing this crug
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731c _—\ URINARY TRACT PRODUCTS (Cant)
DIMETHYL SULFOL__ Jiomsol

Actions
Dimethyt sulfoxide (DMSO) 1S a clear. colorless liquid which is miscible with water and
most organic solvents It has a broad range of pharmacological properties which include.
Antr inflammatory action, membrane penetration, solute “‘carner” across membrane.
blood bran barrier penetration, nerve blockade, bacteriostasss, diuresis, chohnesterase
inhibition, vasodilation, and muscle relaxation Although a number of uses have been
suggested. FDA approval 1s only for rehef of symptoms of interstitial cystits @

Metabohred in man by oxdation to dimethyl sulfone or by reduction to dimethy! sulfide.
Dimethyt sulfoxide and dimethyl sulfone are excreted in the unine and feces Dimethyt
sulfide 15 eliminated through the breath and skin and i1s responsible for the charactenstic
garhc odor from patients on dimethyl sulfoxide medicalion Dimethy) sulfone can persist
1 serum for longer than 2 weeks after 3 single intravesical instiltation. No residual
accumulation of dimethyt sulfoxide has occurred in man or lower ammals who have .
recewed treatment lor protracted periods of ume Following topical application the drug
is absorbed and widely distributed in the ussues and body fuds

indications:

For the symptomatic relief of interstitial cystiis. There 1s no clinical evidence of effective-
ness in the treatment of bacterial infections of the unnary tract.

Invesugational Uses DMSO has been used investigationally in the topical treatment ofa
wide variety of musculoskeletal disorders and related collagen diseases and as a carrier
to enhance the percutaneous absorption of other drugs.

Contraindications:

None known

Warnings:

Dimethy! sulfoxide can initiate the liberation of histamine, there has been an occasional
hypersensitity reaction with topical admumistration This hypersensitivity has not
occurred in patients receiving the drug intravesically If anaphylactoid symptoms develop,
institule appropriate therapy. Some data indicates that dimethy! sulfoxide potentiates

y other concomitantly admirustered medications
'/Usagr in Pregnancy and Lactation: Salety lor use duning pregnancy has not been estab-

Wshed Use only when clearly needed and when the potential benefits outweigh the
unknown potential hazards to the fetus

Dimethy! sulloxide caused teratogenic responses in hamsters. rats and mice when
admirustered intrapenitoneally at tigh doses {S to 12 g“kg). Oral or topical doses did not
cause problems of reproduction in rats, mice of hamsters Topical doses (5 g/kg the first
2 days. then 2.5 g-kg the last 8 days) produced terata in rabbuts, but in another study.
toprcal dnses of 1.1 g/kg days 3 through 16 of gestaton faled to produce any
abnormabties

Mothers receving dimethyl sulfoxide should not nurse their infants It must be
assumed, although data are lacking, that dimethy! sulfoxde 1s excreted i human mik.

Usage n Children Satety and efficacy for use in children have not been estabhished

Precautions:

Changes in the refractive index and lens opacities have heen seen in monkeys, dogs and
rats given dimethy! sulfoxide chromically. No ophthalmic changes attnbutable to intra-
vesical instillation of dimethyl sulfoxide have been reported 1 patents carefully lollowed
for up to 17 months, nevertheless, full eve evaluations. including sht lamp examinations,
are recommended prior to and periodically during treatment,

Liver and renal lunction tests, and complete blood count are recommended at 6 month
intervals

Intravesical instillation may be harmful to patients with uninary tract malignancy because
of dimethyl sulfoxide induced vasodiatinn

Adverse Reactions:

- The patient may note a garlic-like taste within a few minutes alter instillation This taste
may last several hours, and an odor on the breath and skin may remain for 72 hours
Transient chemical cystitis has been noted following instllation of dimethy! sulfoxide

The patient may experence moderately severe discomfort on administration Usually this
becomes less prominent with repeated admunlsiration

1980 by Facts
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Overdosage:
The oral LD, of dimethy! sulfoxide in dogs 1S greater than 10 mg/kg. It 1s improbable that @
this dasage level could be obtaned with intravesical instllaton of dimethyt sulf-
oxide w the patient

{Continued on following page)

]
»

rAA

© October, 1980 by Facts
and Comparisons, Inc

URINARY TRACT PRODUCTS (Cont.} 73id

DIMETHYL SULFOXIOE (DMSO]) (Cont.} kj
Patient Information: -

A garhc-like taste which may last for several hours is usually noted within a few minutes

of adminsstration. A similar odor on the breath and skin may remain for 72 hours.
Administration and Dosage:

Not for IM or IV injection.

Direct instillation of 50 m dimethyt sulfoxide solution into the bladder may be accom-
plished by catheter or asepto synnge and allowed to remain for 15 minutes Application
of an analgesic lubricant gel, such as lidocaine jelly, to the urethra is suggested prior 10
inserting the catheter to avoid spasm The medication 1s expelled by spontanenus voud-
ing. Repeat treatment every 2 weeks until maximum symptomatic relief is obtained
Thereahter, time intervals between treatments may be increased

The standard dose for instillaticn 1s 50 mi In selected cases where symptomatic relief is
not complete, the bladder may be gently distended by gravity nstilation with up to
500 mi of a solution The solution should be prepared immediately before use in a glass
delivery vessel, from 1 part OMSQ and | part sterile water Afier retention for 15 min-
utes the medication is expelled by spontaneous voiding. Discard any remaining solution.
A standard 50 mi dose should then be instilled for an additiona! 15 minutes, followed
again by spontaneous voiding Administration of oral analgesic medication or SUPPosIto-
ries containing belladonna and opium prior to instillation can reduce bladder spasm
sensitive patients In patients with severe interstitial cystiis and very sensitive bladders,
the initial treatment, and possibly the second and third (depending on patient responsel,
should be done under anesthesia, {Saddle block has been m_ggested.) .

Rx Rimso-50 Solution: 50% 1n 50 m!
{Research Industries’)

' Research Industries, 1847 West 2300 South, Sait Lake Cuy. Utah 84119, 800/453-8432.
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WASHOE MEDICAL CENTER
77 PRINGLE WAY o RENO, NEVADA 89520  + 785-4100/CODE 702
Ouer One Hundred UYears of Communily Service
MICHAEL J. NEWMARKER
ADMINISTRATOR

May 26, 1981

Nevada State Assembly
Carson City, Nevada
89701

Gentlemen:

As a Registered Nurse involved both directly and indirectly in
pre-hospital advanced emergency care, | support Senate Bill 406.

Bill LO6 gives recognition to the valuable service nursing can
bring, both in education and patient care in the pre-hospital
setting.

Respectfully submitted,

éaébﬂf7511/412&4i2é;ﬁ—//lat/

Cheryy Hlaston, RN
Director of Nursing
Emergency Department

lala I RLEN  TE

My Appointment Explrea May 15, 1983

r' o«

e mud page /5 K7




EXHIBIT D
PROBABLE TESTIMONY - S.B. 412

S.B. 412 amends the State Health Planning Act in order to
bring the Act into compliance with the National Health Planning
Act of 1971, PL 93-641 and the amendment to this Act, PL 96-79.
The State statutes are currently out of conformity with the
Federal Act ané this bill brings the State law into conformity
and assures the feds of our intent to carry out health planning in
the state according to the Federal Act. 1In turn, the Federal
government will give the state full designation status.
Without a fully designated agency in Nevada, the Secretary of
Health and Human Services is required under the Federal law to
withhold approximately 9 million dollars in Federal funds
appropriated to various state and local agencies under four
separate Federal Acts:
l. The Public Health Service Act;
2. The Community Mental Health Centers Act;
" 3. The Comprehensive Alcohol Abuse and Alcoholism
Prevention, Treatment and Rehabilitation Act of 1970;
and,

4. The Drug Abuse Office and Treatment Act of 1972.

During the last Federal fiscal year--October 1, 1979 to
September 30, 1980, Nevada agencies received $9,155,785 under

these four acts.

The bill also allows for the collection of fees in the CON
Program. These fees have been collected since the first
Certificate of Need was required, but because of a lack of specific

authority to do so they were halted when acdvised by the

<78




Legislative Counsel Bureau to do so.

(:j (Let me briefly walk through the bill)

Sec. 1 thru 12 are restatements and clarification of the
definitions. This was done to insure the clearest under-
standing in our dealings with the health care provider
and with the many others who ceme in contact with the
agency and to comply with Federal law. Our first

thought was to merely regurgitate the Federal law but we
thought better of it and attempted to write these in
English. This we hoped was the clearest and yet the most

Precise way of meeting the federal conditions.

Sec. 13 deals with any potential conflict of interest

(:7 issues on the State Health Coordinating Council.

Sec. 14, 15, 16 & 17 deal with the role and functions

of the Council and with the appointment of members.

The new language clarifies that areas experiencing
shortages of health manpower services will have
representation on the Council, the method to be used in
appointing replacements to the Council and the duties

of the Council. You will note that the duties have been
greatly clarified. Most of these changes in the law
were recommended by the Federal government and concurred

with by the members of the Council.

The major change in Sec. 18 is the addition of the
(:) authority to collect fees. &s I mentioned earlier, a
problem arose last year when the Lecislative Counsel

Bureau informed the acency that the authority to do so ;:?2)




was not in our law, in spite of the fact that
fees had been collected and used in covering the
cost of the CON Prooram for many years. The fees
have always been included in the agencies budget
and are included ih the proposed budget now

being considered in the money committee.

Sec. 19 is the State's Certificate of Need

statute. The changes being made here are to conform

with federal law. The dollar amounts shown are
federally mancdated. The somewhat extensive new

language is necessary so as to eliminate the many

problems related to this ver. controversial program.

The remainder of the bill was inserted by the Bill
Drafter's Office in order to bring other sections
of X.R.S. into conformizv with these amendments

to 439A.

Once again, the primary purpose of S.B. 412 is to bring

Nevada's health planninc statute, Chkpter 439A, and its

program into conformance with Fecderal statute. Conformance

with the Federal Act is critical to the State. "Without

conformity, the Secretary of the Departiment of Health and

Human Services cannot fully cdesignate +he Office of Health

Planning ané Resources as the State Health Planning and

Development Acency for Nevada.

If we do not bring our State law into conformance with the
Federal Act with the passage of 5.2. 4.2, the Secretary of

the Department 0f Health and Human Services, in accordance
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with the Federal statute, is reguired to begin withholding
Federal funding beginning next ycar. In January 1982,
the Secretary will be required to withhold 25% of the
funds covered uncder the Act; 50% in 1983, 75% in 1984,

and 100% in 1985.

In consideratior of our present and future budget concerns,
and in anticipation that fewer Federal grant cdollars for
health programs will be available to our State, I sincerely
request and strongly urge your. support and passage of

S.B. 412. This bill has had a number of amendments on

the Senate side, and we feel that every effort has been
made t0 accomodate all concerned parties and that the bill

shculd be processed as it reads in the third ,reprint.

Attached is a listing of those agencies and the funds
they have received in FY 80 which would be affected by

our failure to pass S.B. 412.

5/26/81
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Allotments Subject to Reduction
if no
State Apency Desipgnoated

Churchill Council on Alconel & Other bLrugs
So. Nev. KHealth Services, Inc.

Clark County District Healtn DJeparinent
Economic Opportunity Board of Clark County
Operation Life Community Development Corp.
So. Nevada Planned Parenthood

University of Nevada, Lles Vegas

Central Nevada Rural Rezaltnh Consortium
University of Nevada, Reno

Department of Human Resources

Mental Hygiene/Mental Retardation 1,959,106

Las Vegas Cozx. Mental

Bealth Center

Reral Clinics
Director's Office 29,684
Renabilization Division 1,545,200
Health Division 1,184,778
Office of Health Planning 168,446

ané Resources

Western Nevada Coovunity College--Soutk
washoe Count: District Health Depart-ent
Greater RNevada Healin Svstems Agerncy
lnter-Tribal Council cf Nevaca

Nerthern Arez Substance Abuse Council

$

2,
4,

50,000
263,200
148,070
245,009
209,742

45,260

88,768
301,911
107,925
887,214

5,194
186,00C
261,090

32,602
293,800

$

9,

155,785%*

Federal funds allotted to Xevada under four acts during Federal Fiscal Year

October 1, 1979 - Scptember 30, 1520.
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5 EXHIBIT E

PROPOSED AMENDMENTS TO S.B. 412
' (Thiré Reprint)

Amend S.B. 412 as follows:

SEC. 18, page 4, line 37 delete [;he Federal Ac€7 ané add
"this chapter."

SEC. 18, page 4, line 41, delete z;he Federel Acé} and add
"this chapter." .

SEC. 18, page 5, line 2 Gelete [éhe Federal Agﬁ] ancé add
"this chapter."”

SEC. 18, page 5, lines 6 thru ¢ by deleting the paracraph.
SEC. 19, page 5, lines 30 thru 31 by deletin¢c the new lancuage.
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EXHIBIT F

'PROPOSED AMENDMENTS TO AB 267.

SECTION 1. Chapter 442 of NRS ié hereby amended by adding thereto a new

new section which shall read as follows:
Each hospital shall submit a monthly report to the state registrar

of vital statistics which contains the following information.

1. The number of patients admitted for hospital care for .
a complication which resuvlted@ from an abortion;

2. The nature of the complication by its diagnostic name:; ang

3. The type of abortion.

Delete lines 9 ané 10 (subsection 4)
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