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MEETING MINUTES
NEVADA PATIENT PROTECTION COMMISSION (PPC)
May 22, 2026

The Nevada Patient Protection Commission (PPC) held a public meeting pursuant to NRS 241.020(3)(a) online and by phone on Friday May 22, 2026, beginning at 9:00 am. The agenda and meeting materials are available online at https://ppc.nv.gov/Meetings/2026/2026/. 

Call to order: Roll call
By: Bethany Sexton, Chair

The meeting was called to order at 9:00 by Bethany Sexton, Chair. Executive Director Dylan Malmlov proceeded with roll call, and it was determined that a quorum of the PPC was present.

Commission Members Present
Dr. Jonathan Chastain
Dr. Mark Glyman
Dr. Ikram Khan
Dr. Andria Peterson
Dr. Adam Porath
Dr. Travis Walker
Ms. Bethany Sexton
Ms. Marilyn Kirkpatrick
Advisory Commission Members Present:
Ned Gaines, Insurance Commissioner, Division of Insurance (DOI); Stacie Weeks, Director, Nevada Health Authority (NVHA); Janel Davis, Exchange Executive Officer
Advisory Commission Members Absent Excused:
Theresa Carsten, Executive Officer, Public Employees Benefits Program (PEBP)

Staff Present:
Dylan Malmlov, Executive Director, PPC; Stephanie Purnell, Policy Analyst, PPC; Alexandra Lopez-Duarte, Administrative Assistant, PPC. 
Guests Present: 
Allison Genco Herzik, Deputy Director; Malinda Southard, Deputy Director Administration; Jenniffer Krupp, Administrator; Janel Davis, Exchange Executive Officer; Rose Sutherland, Management Analyst 3; Evette Cullen, Social Services Chief 2; Gabriel Lither, Senior Deputy Attorney General, HHS; Adam Plain, Agency Manager; Kourtney Gresh, Management Analyst II; Jennifer Lanahan; Jesse Wadhams; Jeanne Gerow; Lea Cartwright; Kris Absher; Zachary Laksey; Patrick Kelly; Amy Schmidt; Fay Roepcke; Steve Messinger; Brian Evans; Tatiana Olivar; Cade Grogan; Reagan Hart; Eileen Colen; Linda Anderson; Nancy Bowen; Chris Bosse; Helen Foley; Heather Goulding; Dan Musgrove; Sarah Adler; Helen Foley; Andy Donahue; Dawn Evans.


1. Public Comment (No action may be taken upon a matter raised under public comment period unless the matter itself has been specifically included on an agenda as an action item). 

No public comment was made during this agenda item.

2. Informational: Introduction of New Commissioners
By: Bethany Sexton, Chair

Agenda item 3 was dropped and may be included in future agendas as needed

3. For Possible Action: Review and Approve Meeting Minutes from April 17, 2026
By: Bethany Sexton, Chair

The chair asked whether any commissioners had questions or edits to the minutes. Hearing none, the chair opened the floor for a motion to approve the minutes as written.

Commissioner Dr. Porath motioned to approve them and commissioner Dr. Walker second. 

The chair conducted a vote, and the motion passed unanimously.

For Possible Action: Policy Recommendations to be Reviewed by the PPC
By: Dylan Malmlov, Executive Director, Patient Protection Commission

Mr. Malmlov began by grounding the discussion in previous work completed over the last several meetings and months, noting that commissioners had heard numerous presentations, reviewed statewide studies and data, and gathered 58 policy proposals from public submissions and meeting presentations. He stated that this baseline understanding informs the concepts submitted by commissioners and supports continued discussion aimed at improving health outcomes for mothers and babies in the state. He explained that the meeting cadence follows steps of effective decision making and that the commission is moving toward steps four and five through the review of concepts and the further narrowing of policy recommendations for consideration as a PPC Bill Draft Request (BDR). Mr. Malmlov reminded the group of the process used at the last meeting, during which the commission reviewed policy proposals received from public submissions and presentations, after which commissioners submitted up to three BDR concepts and ranked them. Stating that the concepts and rankings discussed today do not represent a final vote but are intended to help understand commissioners’ thinking for focused discussions, with the goal of narrowing concepts for a vote at the next meeting on June 12 and submitting recommendations to LCB before September 1.

Mr. Malmlov provided a high‑level thematic overview of policy concepts submitted by commissioners, noting that the itemized list is available on the website. He reported that multiple concepts addressed payment reform, including restructuring reimbursement or incentivizing alignment between payments and quality and access goals. These variations included unbundling, enhanced rural reimbursement, incentives for behavioral health screening and referral, eliminating out‑of‑pocket costs for perinatal care, and coverage and reimbursement for social determinants of health screening and remote patient monitoring. He stated that several commissioners submitted concepts related to establishing a perinatal quality collaborative, including requirements to implement AIM patient safety bundles, achieving and maintaining CMS’s birth-friendly hospital designation, creating an ICU in pregnancy surveillance system, and modernizing the maternal mortality review committee. Under the theme of pregnancy medical home models, variations included standalone models, expanded lactation support, group prenatal care, and enhanced rural reimbursement. Under perinatal services modernization, submissions included expanding lactation support, group prenatal care, social determinants of health screening, dyadic interventions, expanded coverage for prenatal and parenting education, and coordinated prenatal care across PCPs and specialty services. Additional concepts included integrating perinatal behavioral health into cross‑agency innovation initiatives, implementing a campaign to improve prenatal care with support for real‑time referrals, requiring birthing hospitals to maintain a federal birthing‑friendly designation, providing reimbursement parity at the 75th percentile of national averages to support physician retention and recruitment, and requiring on‑call hospital providers to treat patients regardless of ability to pay.

Mr. Malmlov then reviewed the ranking results of the nine thematic policy areas, noting that payment reform ranked highest, followed by the perinatal quality collaborative, the pregnancy medical home model, perinatal service modernization, behavioral health integration, reimbursement parity, the campaign to improve prenatal care, birthing‑friendly hospital designations, and access to care. He stated that full rankings are available on the website. Before beginning the concept discussion, he provided an overview of a letter from the Nevada chapter of ACOG offering feedback on policy proposals. He noted that the letter, available on the website, touched on unbundling, which ACOG and AMA agreed upon but advised implementing carefully to avoid unintended consequences such as increased administrative burdens, particularly for small or rural providers. The letter expressed strong support for group prenatal care, remote patient monitoring, and the perinatal quality collaborative, though it noted the difficulty of implementation and the importance of broad participation. It emphasized behavioral health as a critical priority due to its contribution to maternal mortality and morbidity and highlighted additional policy priorities detailed in the letter.

For Possible Action: Review and Discussion of Bill Draft Requests (BDR) Topics
By: Bethany Sexton

Ms. Sexton began by noting the intention to move through the various categories, starting with those ranked most highly. Mr. Malmlov then outlined the purpose of the discussion, stating that the goal was to establish a high‑level working understanding of the policy areas and concepts and to identify three to four priority topics to carry forward for deeper deliberation and future BDR development during the next meeting. He encouraged commissioners to consider the specific problems each policy aims to address, whether a BDR is the appropriate mechanism, whether administrative or programmatic approaches may be more suitable, and what questions still need to be resolved before advancing recommendations.

Mr. Malmlov began with the top‑ranked area, which is payment reform. He opened with enhanced rural reimbursement, describing it as a differential payment increase for OB and perinatal services in rural or frontier counties or designated maternity care deserts. He referenced a similar initiative implemented for children’s behavioral health services delivered in rural Nevada. He explained that the intent of the rural rate enhancement is to acknowledge challenges in providing high‑quality care in rural settings, including national trends in maternity care deserts, declining OB availability, reduced access to services, and increasing travel distances. Noting several considerations, including design flexibility, data indicating approximately 1,500 births in rural areas in 2024, funding availability, the need for flexible statutory language, and alignment with complementary programs such as the Rural Health Transformation Program.

Mr. Malmlov next addressed unbundling, noting that the commission had received multiple prior presentations on the issue. He stated that unbundling involves transitioning from the current global billing code established by the AMA to service‑ or visit‑based billing to better reflect the complexity of modern pregnancies. He explained that the global package assumes a relatively uniform, low‑risk pregnancy with predictable visit counts, whereas current patients may present with chronic conditions, behavioral health needs, or social risk factors that require more extensive management. He described the expanded care teams involved in modern maternity care and explained that unbundling aims to establish billing structures that reflect actual services delivered. Cautioning that small and rural practices may face administrative challenges under a per‑visit billing system and that unintended consequences may arise if implementation is not carefully designed. He suggested that commissioners may consider directing Medicaid to develop incentives focused on improving access to prenatal and postpartum care and increasing screenings and referrals, as an alternative path to achieving the goals of unbundling.

Mr. Malmlov concluded with discussion of eliminating or mandating zero cost sharing for pregnancy‑related and perinatal preventive services, including deductibles, co‑pays, and co‑insurance. He noted that although the ACA covers many preventive services, some pregnancy‑related services fall outside its essential health benefits definition. Extending the elimination of cost sharing beyond existing requirements for state‑regulated plans may create financial obligations for the state, and he explained that other states have looked at this, but the fiscal and implementation implications vary by state, market structure, and enrollment. He stated that this topic warrants further analysis before committing to a legislative approach and may be more appropriate as a formal recommendation to the Nevada Health Authority.

Questions and Discussion Following Presentation

Ms. Sexton noted that payment reform was the highest‑ranked category and invited commissioners to share their thoughts on how the three domains presented might be utilized or refined. She then recognized Dr. Khan to speak. Dr. Khan commented on unbundling, stating that bundled payments have had adverse effects on patient care by assigning a lump‑sum payment for the entire pregnancy, which he described as a practice originating with private insurers and later adopted more broadly. Mr. Khan expressed concern that such systems incentivize cutting or delaying services, that unbundling may improve care quality and provide incentives for physicians, though he acknowledged that previous unbundled systems had sometimes resulted in overbilling. He suggested that a balanced approach is necessary and invited further views.

Dr. Adam Porath, who expressed agreement with Dr. Khan’s earlier remarks and reiterated that unbundling was one of his identified priorities due to its potential to incentivize more intensive care for higher‑risk patients. He said he did not share the concern that unbundling would create infrastructure challenges for obstetric care, noting that OB‑GYNs already bill in an unbundled manner for other services. He added that family practice physicians who deliver babies also generally bill in this fashion for their non‑obstetric services. Dr. Porath stated that because providers already function within unbundled billing structures in other areas of care, he did not view this as a major implementation barrier. He concluded by saying that if pursuing a BDR is not the appropriate path for unbundling, he would support issuing a formal recommendation to the Health Authority to explore and advance the concept.

Ms. Sexton acknowledged Dr. Porath points regarding the familiarity of unbundled billing practices among OB‑GYNs and family practice physicians. She noted that while the general process may be familiar, transitioning to unbundling for obstetric services would still require one‑time changes to billing and coding systems. Ms. Sexton explained that these adjustments could require additional resources for coding and creating extra steps in workflow, but she agreed that such changes did not seem unfeasible or overly burdensome. 

Dr. Glyman commented on the discussion of unbundling by stating that he viewed unbundling as a secondary issue compared to the broader question of payment structure. He explained that in his experience operating under a capitated Medicaid contract, his organization was able to manage patient care without reducing services. He noted that capitation created incentives to provide necessary care to those who needed it, while reducing incentives to perform unnecessary services for patients who did not require them. Dr. Glyman stated that a challenge with unbundling is that it can lead to increased fees and costs because services become separately billable. He acknowledged criticism of capitation models related to concerns that dominant provider groups can limit access for others, but he emphasized that improving access to care in rural communities requires a focus on how providers are paid. That increasing reimbursement rates and implementing a structure to manage patient care could ultimately reduce overall costs. He added that requiring providers to meet specific standards to maintain contracts—similar to those used in previous capitated arrangements—could be an effective approach and not an unreasonable model to consider.

Dr. Peterson suggested further exploration of how unbundling could incorporate additional billing avenues for screening activities, including screenings for social determinants of health and behavioral health needs. She referenced earlier points made by Mr. Malmlov and noted that integrating these screening components into an unbundled payment structure could be beneficial. She stated that examining how such billing mechanisms could be added or enhanced would be a valuable area for further review.

Mr. Gaines commented on the proposal to eliminate out‑of‑pocket costs for certain services, noting that the removal of cost sharing in the commercial market ultimately increases plan costs. He stated that while he supports the intention behind providing a no out‑of‑pocket coverage for these services, increased utilization in the commercial market would raise overall plan expenses, which in turn would drive up insurance premiums.

Dr. Walker, who discussed unbundling in relation to rural and underserved communities, stated that unbundling could incentivize systems and providers to offer prenatal care even when they do not provide delivery services, and that this may support improved care transitions. He noted that once a provider reaches the global billing threshold, they risk not being paid for additional services, whereas unbundling could address this issue. He stated his support for administrative action over a BDR for this topic. 

Director Weeks stated that the feedback aligned with the state’s considerations and noted that unbundling is not budget neutral and that the state would need to identify ways to offset costs while ensuring providers do not experience reductions, particularly for prenatal and postpartum care. She also expressed concern about administrative burdens for rural providers but reiterated the importance of unbundling. Regarding out‑of‑pocket cost elimination, she noted that CMS may treat such changes as mandates and that the state may have to cover plan costs. Mr. Gaines stated that CMS’s interpretation remained uncertain.

Dr. Peterson asked whether supplementing prenatal and postpartum care would require a BDR or PPC support. Ms. Genco Herzik noted that Director Weeks had briefly stepped away and offered to follow up with an answer. Ms. Sexton noted that much of the dialogue had focused on unbundling and that the commission appeared supportive of acknowledging unbundling or related actions in the semiannual report but that a BDR might not be necessary, pending follow‑up from staff.

The commission returned to the topic of enhanced rural reimbursement to determine whether further discussion was needed, as Ms. Sexton noted that this area might require a different type of action. Dr. Walker stated his strong support for enhanced rural reimbursement, explaining that he viewed it as a financial tool to help grow programs that serve underserved communities. He stated that increased reimbursement could incentivize providers from urban or out‑of‑state areas to deliver care in rural settings and could help expand needed services.

Dr. Peterson asked whether screening activities previously discussed under unbundling could be incorporated into enhanced rural reimbursement. Ms. Sexton acknowledged the question and indicated that such considerations could be noted for further exploration. Ms. Kirkpatrick asked whether enhancing Medicaid reimbursement fell within the commission’s scope and raised concerns about workforce shortages in Clark County. She expressed uncertainty about whether a reimbursement expansion would succeed in the legislature and suggested that a pilot program could help demonstrate value. She also proposed considering whether changes could be made through commerce‑related avenues by adjusting scopes of practice rather than focusing solely on Medicaid costs. Ms. Kirkpatrick offered to research the matter for the next meeting. Mr. Malmlov added that staff could also take the issue back for further review.

Dr. Walker then expanded on his earlier point, noting that underserved areas exist in both rural and urban counties. He suggested that policy language might be more effective if it referred to health provider shortage areas rather than only rural areas. Ms. Sexton agreed that this could be explored in the next phase of deeper analysis and emphasized that the commission could identify options and consider administrative pathways for implementation.

The commission then returned to the topic of eliminating out‑of‑pocket costs. Ms. Sexton noted earlier concerns regarding its potential to trigger a mandate that would require state fiscal commitment and expressed uncertainty about whether the concept was feasible at this time. Dr. Peterson agreed and Ms. Kirkpatrick cautioned against removing the idea entirely, explaining that statewide discussions were underway regarding new revenue sources. Ms. Kirkpatrick suggested that a digital tax could be connected to telemedicine access, especially in rural areas, and noted that Clark County was opening a mobile van to expand prenatal care. She recommended considering a letter to the chair of taxation to elevate the issue. Mr. Malmlov stated that the concept could be moved forward for further analysis or a formal recommendation. Ms. Kirkpatrick agreed that a letter could help place the issue on the committee’s radar.

Dr. Peterson then asked about the pregnancy health home model referenced and how its billing structure might relate to unbundling or other ongoing discussions. 

Mr. Malmlov provided an overview of the pregnancy medical home model, describing it as a Medicaid payment and care delivery approach in which a designated entity assumes accountability for a pregnant person’s care. He explained that payment under this model is tied to defined activities and quality standards rather than individual visits or deliveries. Program designs vary across states but generally include an accountable practice, embedded care coordination with whole‑person integration, and payment structures aligned with quality outcomes. Mr. Malmlov highlighted examples from North Carolina and Wisconsin. In North Carolina, OB providers serve as accountable participants for all pregnant women, whereas Wisconsin’s model includes only high‑risk pregnant members in specific regions through HMO‑contracted clinics. Payment methods differ between states but include bonuses or enhanced rates for quality outcomes. He summarized reported outcomes, noting consistent improvements in process measures such as engagement in care, and citing decreased low birth weight rates in North Carolina, including a 20 percent lower likelihood of low birth weight among participating women. He stated that Wisconsin did not see impacts on birth weight or gestational age. Mr. Malmlov emphasized that several considerations would be necessary for Nevada, including identifying the eligible population, determining whether to adopt a chronic‑condition‑focused model or one inclusive of all pregnant women, and ensuring flexibility for Medicaid to secure needed approvals and design a program that meets population needs within system constraints. 

Dr. Peterson asked whether there was any information available regarding the fiscal impact of implementing such a model within Medicaid and whether it would generate a large fiscal note. Mr. Malmlov responded that the scale of fiscal impact was not yet known. Ms. Sexton noted that determining costs could be challenging, as there may be upfront expenses but potential longer‑term savings, citing North Carolina’s reported improvements such as reductions in premature and low‑birth‑weight births. Mr. Malmlov added that defining the eligible population or geographic scope would significantly affect the fiscal impact. Dr. Peterson observed that the model could help advance several of the policy goals discussed. Mr. Malmlov clarified that he viewed unbundling as a structural billing change and the medical home model as an alternative payment model.

Mr. Malmlov asked if the commission chose to pursue this as a BDR concept, it would be helpful to identify the intended outcomes for the model. Ms. Sexton commented that she preferred a broader approach like North Carolina’s rather than a high‑risk‑only model, particularly in light of rural access needs. She emphasized the importance of designing a model that ensures connection and broader integration of care.

Ms. Kirkpatrick then commented that local health districts across the state often receive federal grants but struggle to connect with intended recipients, resulting in lost funding opportunities. She cited an example in which the Southern Nevada Health District served only 11 eligible infants under a grant program. She suggested exploring linkages between local health districts and the pregnancy medical home concept to improve grant utilization without increasing state costs, noting that Medicaid matching funds could also support such efforts. 

Dr. Walker expressed support for modeling legislation on North Carolina’s program given its reported positive outcomes and potential cost savings. Dr. Porath stated that while the concept has merit and he agreed that eligibility should be broad, he found it difficult to understand how the model would operationally align with unbundling if both moved forward. Ms. Sexton responded that she viewed unbundling as the rate‑setting framework and the pregnancy medical home model as a value‑based incentive structure tied to outcomes such as reduced C‑section rates or improved prenatal visit adherence. She emphasized the need to maintain broad statutory language to give regulators flexibility.

Dr. Jonathan Chastain commented that unbundling would occur regardless due to CMS and CPT code changes and wondered how models like North Carolina’s might adapt. He suggested that value‑based care arrangements and reimbursement for screenings and care coordination could be leveraged instead of episode‑based bundles. He recommended keeping language broad. Ms. Sexton suggested researching how North Carolina plans to navigate upcoming national changes.

Ms. Sexton stated that the commission appeared generally supportive of the pregnancy medical home concept and that the discussion had helped clarify desired outcomes and structure. She noted that commissioners had expressed strong interest in enhanced rural payments earlier in the meeting and asked whether the pregnancy medical home model should move forward as one of the three or four policies for deeper review. Dr. Peterson voiced support for including it and Ms. Kirkpatrick expressed support as well, stating that rural communities need such initiatives and that it would be a missed opportunity not to bring it forward for further consideration.

Under the perinatal services modernization category, Mr. Malmlov presented six policy areas, beginning with group prenatal care. He described this model as one in which pregnant patients at similar stages receive peer education and facilitated peer support in group settings, while still receiving clinical assessments and risk screenings comparable to traditional one‑on‑one prenatal visits. Mr. Malmlov stated that evidence demonstrates positive or comparable outcomes relative to traditional care, with the strongest evidence showing reductions in disparities, particularly among Black women. He noted that several state Medicaid programs separately reimburse group prenatal care, with South Carolina and Maryland being well‑studied examples. He outlined considerations for implementation, including logistical challenges such as securing adequate space, scheduling sessions, and ensuring access to trained facilitators. He noted that some states reimburse group prenatal care at higher rates to incentivize uptake. He also emphasized that participation is optional for patients, and he pointed to complementary policies such as parenting and prenatal education and expanded lactation consultation that may support the model.
Mr. Malmlov then presented dyadic interventions, explaining that these models integrate care for the parent‑child dyad, typically in pediatric visits. Components may include maternal depression screening, integrated behavioral health supports, and parenting programs such as Centering Parenting or Healthy Steps. He stated that studies show positive outcomes, including increased maternal disclosure of depressive symptoms, higher referral rates, and improved well‑child visit attendance. He noted implementation barriers, including billing and coding systems that are not designed for dyadic encounters and the need to define who is included in the dyad and for what duration. He added that screening must be coupled with access to behavioral health resources, which remain limited in rural counties. Mr. Malmlov referenced complementary policies and programs, such as SHARP grant funds and the Rural Health Transformation Program, which could increase provider supply or provide continuing education to support behavioral health needs at the front line.

Mr. Malmlov next discussed lactation consultation expansion, describing it as expanding access to breastfeeding supports across the care continuum and addressing current coverage gaps. He stated that 15 states cover the full continuum of breastfeeding supports, including education, hospital‑based and outpatient lactation consultations, and both manual and electric breast pumps. He noted that literature identifies opportunities for Nevada to expand these supports to improve access to a well‑documented best practice for maternal and infant health. He added that considerations include aligning with complementary policies such as prenatal education supports that help plan and set expectations for postpartum lactation needs.

Ms. Kirkpatrick asked whether there was information on how other states incentivize patients to attend classes or access services, noting that in Clark County attendance is low even when services are available. She expressed concern that without effective engagement strategies, program investments may not reach intended clients. Director Weeks responded that other states frequently use supports such as transportation and childcare. She added that her team recently met with an entity implementing a technology‑driven patient engagement model that uses incentives and app‑based rewards, reporting 20 to 30 percent increases in engagement with high‑risk and hard‑to‑reach mothers. Director Weeks commented that she would like to explore a care management approach in the next legislative session and suggested having the vendor present their work to the commission. Mr. Malmlov wondered whether such a model could be integrated into a pregnancy medical home program. Director Weeks said it could, or the state could require MCOs to use it through a procured vendor to provide intensive care management and engagement.

Dr. Walker stated his support for group prenatal care and dyadic interventions, that group settings help mothers build supportive relationships and allow care providers to deliver information efficiently. He added that dyadic interventions create opportunities to address maternal health needs during pediatric visits, particularly because mothers often prioritize their child’s appointments over their own postpartum care. Emphasizing that leveraging any point of access could improve maternal morbidity and mortality outcomes. Ms. Sexton highlighted the importance of designing systems from the patient’s perspective, noting that mothers reliably take their children to medical appointments even when they miss their own.

Dr. Porath expressed his support for all the concepts presented, especially group prenatal care and dyadic interventions. He suggested that the commission consider factors such as building community connections within group care settings and determining appropriate scheduling, particularly because Nevada has many shift workers. That exploring how these group visits would be structured and provided could be meaningful work for the commission.

Mr. Malmlov continued presenting policies under the perinatal services modernization category, beginning with prenatal and parenting education. He explained that this includes structured childbirth, prenatal, and parenting education delivered across various settings. He stated that several state Medicaid programs reimburse these services as distinct benefits. According to a review conducted with KFF, Nevada currently reimburses infant care and parenting classes as part of the office component, while most other states reimburse such programs separately. Mr. Malmlov noted that eligibility requirements vary across states, leading to considerations about which providers might qualify, whether eligibility should be limited to participants enrolled in specific programs or those at higher risk, and how broad flexibility could be maintained to support different environments. He added that complementary policies already discussed may align well with this benefit.

Mr. Malmlov next discussed remote patient monitoring, defined as the use of connected devices such as blood pressure cuffs or glucose monitors for at‑home perinatal monitoring. He stated that evidence supports improved management of hypertension through such programs and that 39 states reimburse for remote patient monitoring. He noted that Nevada’s telehealth coverage structure aligns with many best practices, though gaps remain. He referenced positive outcomes for birthing people and emphasized considerations including the cost and distribution of devices, broadband access, and ensuring connectivity for Medicaid beneficiaries. He added that remote monitoring could complement other initiatives such as the Rural Health Transformation Project and the BEAD broadband expansion program.

Finally, Mr. Malmlov addressed reimbursement for social determinants of health screenings during perinatal visits, covering areas such as food insecurity, housing instability, transportation access, and social support. He stated that such screening is recognized as a best practice and recommended by ACOG, and that CMS has issued guidance on integrating SDOH screening into care. He noted that although screening is important, potential unintended consequences should be considered, including reluctance among Medicaid patients to disclose sensitive information and concerns among those with substance use disorders about triggering CPS involvement. Mr. Malmlov emphasized the need to mitigate such risks and reiterated the importance of ensuring that referral infrastructure is available so that identified needs can be addressed.

Ms. Sexton shifted the discussion to the last two policy areas presented—remote patient monitoring and screening—and asked commissioners for input. She noted the appeal of technology‑supported monitoring but acknowledged concerns related to broadband access in some communities. Dr. Chastain expressed general support for remote patient monitoring and highlighted additional considerations, including the need for providers to integrate data into electronic health records and establish workflows for processing and responding to incoming information. He added that while broadband limitations pose challenges, some devices can store data and transmit it once connectivity is available, though frontier and rural communities still face significant infrastructure issues.
Ms. Sexton agreed that data ingestion and infrastructure readiness are important considerations and noted possible opportunities to leverage resources from programs such as the Rural Health Transformation Project. She then moved to screening for social determinants of health and behavioral health, noting previous comments that these screenings should be incorporated somewhere in the commission’s policy work. Dr. Peterson emphasized the importance of screening, noting that overdose is the leading cause of pregnancy‑associated death in Nevada and that universal screening is recommended by national organizations. Ms. Sexton asked whether particular criteria or approaches should be considered. Dr. Peterson responded that multiple evidence‑based tools exist and recommended avoiding endorsement of a single tool, as different systems use different instruments. She emphasized the need for broad encouragement of screening.

Ms. Kirkpatrick asked whether opioid settlement funds could be directed toward supporting screening efforts or encouraging the state to prioritize them. Dr Peterson stated that such funds might support rollout and education but that incentivizing screening ultimately requires reimbursement mechanisms. She noted that screening codes exist and that Medicaid could provide further details. She added that previous work with the perinatal health initiative identified very low utilization rates for these codes. Ms. Sexton suggested that low reimbursement rates may be a contributing factor.

Ms. Sexton noted that gathering reliable screening data is essential to understanding needs and gaps. Dr. Peterson wondered whether care coordination under a pregnancy medical home model could help patients navigate available resources. Dr. Walker added that the workforce trained to connect patients with resources is limited statewide, contributing to challenges in addressing SDOH needs. Ms. Sexton noted that integrating care coordination expectations into a pregnancy medical home model could amplify its impact by incentivizing referrals and resource connections. Dr. Peterson and Dr. Walker agreed that while care coordination cannot fill all resource gaps, it could improve navigation and access. Dr. Peterson added that a perinatal quality collaborative in another state developed a highly effective statewide resource guide, suggesting this could be an area where Nevada’s collaborative might contribute. 

Next Mr. Malmlov gave an overview of the Perinatal Quality Collaborative (PQC), explaining that it is a state‑based, multidisciplinary network of perinatal providers and organizations that uses evidence‑based decision‑making to improve maternal and infant health outcomes. PQCs share data and best practices across hospitals and convert those findings into clinical action. He noted that Nevada is one of only two states without a PQC. Mr. Malmlov added that several policies were proposed in association with establishing a PQC, including modernization of the Maternal Mortality Review Committee to improve the timeliness of case identification and review, which would support a future PQC with more up‑to‑date data. Additional proposed components included requiring birthing hospitals to achieve and maintain the birthing‑friendly hospital designation and implementing AIM patient safety bundles that encompass evidence‑based practices in areas such as obstetric hemorrhage, hypertension, sepsis, cardiac conditions, perinatal mental health, primary C‑section rates, postpartum care transitions, and treatment for mothers with substance use disorders.

Dr. Peterson expanded on these points, explaining that AIM bundles are a core function of a PQC, as they provide readily available evidence‑based interventions for implementation. She emphasized the importance of modernizing the Maternal Mortality Review Committee to ensure the PQC has access to timely data, noting that the committee is currently reviewing cases from 2020. Dr. Peterson stated that updated information is essential for informing PQC recommendations and that improved statewide communication is needed, particularly between the committee and providers or hospitals.

Dr. Porath stated his general support for the policy direction but expressed concern about requiring hospitals to obtain a birthing‑friendly designation, given the limited number of hospitals offering obstetric services in the state. He noted that he would not want a mandate to unintentionally limit access. 

Director Weeks explained that the state is building a population health analysis team with access to MMIS data, claims data, and eventually all‑payer claims database. She stated that adding one staff member could support the data needs of a PQC and that the team could coordinate analytic work with DBPH and federal data sources. She recommended ensuring any legislation connects the PQC to the Health Authority’s analytics division. Dr. Peterson added that housing the PQC within the Health Authority would be appropriate. Directed Weeks noted that federal funds could likely be drawn down to offset the cost of staffing because Medicaid covers a large share of births and emphasized the need for statutory coordination among agencies and local governments.

Ms. Sexton stated that the discussion had shifted in a positive direction and that there appeared to be consensus in moving the PQC concept forward as one of the commission’s priority policy areas. She asked for confirmation and received agreement from commissioners. Ms. Sexton concluded that no immediate action would be taken on this specific item other than incorporating it into the broader set of priorities for which language would be developed. 

Mr. Malmlov briefly highlighted several policy concepts that received lower rankings during the prioritization process. He began with behavioral health integration into cross‑agency initiatives, followed by a statewide campaign aimed at improving perinatal health, and the development of a resource to support real‑time navigation to services. He also noted a proposal to require on‑call hospital providers to treat patients regardless of ability to pay to ensure access to needed hospital services. Finally, he referenced a concept related to reimbursement parity at the 75th percentile of the national average to support physician recruitment and retention. Mr. Malmlov stated that, based on his understanding, this last proposal would apply to Medicare, which is outside the state’s authority, and asked Dr. Glyman to clarify if any aspects were being misinterpreted.

Ms. Sexton noted that while behavioral health elements had been incorporated into other discussions, the original proposal contained a distinct component worth acknowledging. She invited commissioners to comment on any of the four items presented—behavioral health integration into cross‑agency initiatives, a statewide perinatal health campaign and resource navigation tool, requirements for on‑call hospital providers to treat patients regardless of ability to pay, and reimbursement parity at the 75th percentile—and asked whether any warranted further discussion or reconsideration.

Dr. Walker asked for clarification on the access‑to‑care concept, specifically whether the requirement applied to hospital‑based services or to follow‑up care in clinics. He stated his impression that certain elements might already be covered under EMTALA. Ms. Sexton responded that her understanding was that the policy referred to follow‑up care obligations when an on‑call provider treats a patient in the hospital. 

Hearing no further comments, Ms. Sexton prepared to narrow the list of priority policies. Mr. Malmlov summarized the areas he understood the commission to be advancing for deeper deliberation: enhanced rural reimbursement and related incentives addressing prenatal and postpartum care, screenings, behavioral health, and social determinants of health; development of a pregnancy medical home model; initiatives under the modernizing perinatal services umbrella; and the formation of a Perinatal Quality Collaborative. 

Ms. Sexton stated that the commission’s next meeting is scheduled for June 12 and that the policy areas identified for deeper review would be up for further refinement and discussion before determining which items should move forward as bill draft requests. Dr. Porath motioned to advance the identified priorities to the June 12 meeting for continued review, and Dr. Walker seconded the motion. A vote was taken, with commissioners expressing approval and no opposition voiced. Ms. Sexton noted that reviewing the minutes and conducting the additional analysis ahead of June 12 would help bring forward strong information for final decision‑making.

4. Public Comment (No action may be taken upon a matter raised under public comment period unless the matter itself has been specifically included on an agenda as an action item). 

No public comment was made during this agenda item.

5. Adjournment
By: Bethany Sexton, Chair

Chair Bethany Sexton thanked the PPC and those who attended the meeting and adjourned the meeting. 

Meeting adjourned at 11:00 am
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