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Executive Summary 

Nevada is one of three states in the United States (US) that operates the public behavioral 

health system for its vulnerable residents. In 2013, the Mental Health and Developmental 

Services Division merged with the State Health Division to become the Division of Public 

and Behavioral Health (DPBH). As a result, behavioral health services throughout the 

State of Nevada are undergoing significant change.   

The integration of public and behavioral health is aligned with  recent research on brain 

development. New information from the fields of neuroscience and behavioral medicine 

has dramatically advanced understanding of mental functioning. The public health 

approach to behavioral health considers those advances and: 

¶ Recognizes the interrelatedness of behavioral health and physical health, 

¶ Focuses on prevention and promotes behavioral health across the lifespan, 

¶ Identifies risks that may contribute to illness or disability, as well as protective 

factors that protect against the development of illness or disability and/or limit its 

severity, 

¶ Provides people with the knowledge and skills to maintain optimal health and 

wellbeing, and 

¶ Brings together individuals, communities and a variety of systems (health, human 

services, schools, etc.) to work collaboratively toward better behavioral health for 

all.1 

The purpose of this report is to forward the efforts of the state as it  implements an 

integrated public and behavioral health system of care.  The report identifies gaps in the 

current service delivery system and promotes strategies that build upon a public health 

approach to the prevention, intervention and treatment of behavioral health conditions.  

Context of the Report  

From March through August 2013, the State of Nevada faced a number of difficult 

circumstances surrounding the operations of publicly supported behavioral health 

services throughout the state.  These circumstances included allegations of improper 

discharge practices, excessively long wait times for clients at the state operated forensic 

facility, and infractions within state psychiatric facilities that could jeopardize their 

Center for Medicare & Medicaid Services (CMS) certification. 

                                                                    
1 The Center for Disease Control and Prevention, www.cdc.gov. 
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These situations have resulted in multiple investigations and state-requested 

examinations to explore the challenges facing the Division and its operations. 

While this report was commissioned prior to the unfolding of a behavioral health crisis 

across the state, the circumstances surrounding the crisis offered a unique and 

unprecedented opportunity to examine complex issues facing the system from a variety of 

perspectives.  As such, this report is written within the context of a system in constant 

flux, facing significant scrutiny, and yet in the process of reform. 

Current Service System  

The current behavioral health system in Nevada is comprised of federal, state and local 

resources with a variety of funding sources, priorities and mandates. Services throughout 

the state differ based on target population, geographic region and funding source. As a 

result, there are often different challenges for persons seeking behavioral health 

assistance based on what services are available and where they are seeking services.   

The most significant primary provider for public behavioral health services is DPBH.  

Within the Division, there are four service delivery systems operated to protect, promote 

and improve the physical and behavioral health of the people in Nevada.  These systems 

include Northern Nevada Adult Mental Health Services (NNAMHS), Southern Nevada 

Adult Mental Health Services (SNAMHS), Rural Counseling and Supportive Services 

(RCSS), and Lakeȭs Crossing Forensic Facility. 

¶ NNAMHS is located in Sparks, Nevada, and is a comprehensive, community-based, 

behavioral health system for adult consumers.  Inpatient services are provided 

through Dini-Townsend psychiatric hospital, located on the same campus as the 

central NNAMHS site.  Numerous outpatient services are available which include 

the Washoe Community Mental Health Center, Outpatient Pharmacy, Program of 

Assertive Community Treatment (PACT), Psychosocial Rehabilitation Program 

(PRP), Consumer Peer Counseling, and Service Coordinator Services.  

¶ SNAMHS provides both inpatient and outpatient services for adults living in Clark 

County and in surrounding counties that may be closer geographically to this 

agency rather than to a rural behavioral health center. Inpatient services are 

provided through the Rawson-Neal psychiatric hospital on the central SNAMHS 

campus.   SNAMHS has eight behavioral health clinics serving the community and 

rural southern Nevada. SNAMHS provides: Inpatient Services, Mobile Crisis, 

Outpatient Counseling, Service Coordination, Intensive Service Coordination, 

Medication Clinic, Residential Support Programs, Mental Health Court, and 

Programs for Assertive Community Treatment (PACT) Teams. 
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¶ RCSS has seven full service clinics, five partial service clinics, and one limited 

service clinic that provide behavioral health services to both adults and children in 

the rural areas of the state considered to be every county with the exception of 

Washoe County, Clark County, Lincoln County and parts of Nye County.  Satellite 

Clinics provide all services offered by RCSS. Sub-satellite clinics offer many of the 

same services with itinerant Clinics providing services less frequently.  RCSS is the 

only service system within DPBH to provide services to children and adolescents. 

¶ Lakeȭs Crossing is a forensic facility that provides services aimed at determining 

the legal competency of an individual to stand trial and restoration of legal 

competency for trial purposes.   Adult forensic services include clinical assessment, 

forensic evaluation and short or long-term treatment for both pretrial detainees 

and jail/prison inmates. 

Financing behavioral health services through DPBH relies primarily upon state general 

fund revenue with contribut ion from grants, and Medicaid insurance coverage.  Each 

service system, as described above, has its own budget established within the state 

system, creating inflexibility to meet the needs of the system as a whole.  This is 

compounded by the lack of sufficient resources allocated to meet behavioral health needs 

across the state, as indicated by .ÅÖÁÄÁȭÓ ÐÅÒ ÃÁÐÉÔÁ ÂÅÈÁÖÉÏÒÁÌ ÈÅÁÌÔÈ ÓÐÅÎÄÉÎÇ which has 

and continues to be significantly lower than the national average (Foundation, 2013).  

This issue could be further impacted in the event that SNAMHS and/or NNAMHS loses 

CMS certification, placing Medicaid reimbursements at risk.  The ongoing crisis leaves the 

Division in a difficult position as it implements integration of behavioral health into a 

public health model of care, and prepares for the implementation of the Affordable Care 

Act (ACA) in 2014.   

Nevada has missed a number of opportunities over the 

years to strengthen its behavioral health system in 

response to previous reforms. These opportunities go back 

to the adoption of the Community Mental Health Act of 

1963 (CMHA), some 50 years ago.  Since adoption of the 

CMHA, other states shifted funding to local communities 

and divested their control in providing behavioral health 

services. Nevada continued to be the primary source for 

behavioral health care for low-income adults throughout 

the state and low-income children in rural areas of the 

state.  

ȰOfficials have known about 

solutions for decades, 

economic recessions and 

budgetary constraints have 

kept them from fully and 

consistently implementing 

ÍÅÎÔÁÌ ÈÅÁÌÔÈ ÐÒÏÇÒÁÍÍÉÎÇȢȱ 

The Las Vegas Sun,          

August 2013 
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To better understand how this difference in approach may have affected the development 

of a comprehensive behavioral health system of care, a review of the Kaiser report, 

Ȱ,ÅÁÒÎÉÎÇ &ÒÏÍ (ÉÓÔÏÒÙȡ $ÅÉÎÓÔÉÔÕÔÉÏÎÁÌÉÚÁÔÉÏÎ ÏÆ 0ÅÏÐÌÅ ×ÉÔÈ -ÅÎÔÁÌ )ÌÌÎÅÓÓ !Ó 0ÒÅÃÕÒÓÏÒ 

to Long-4ÅÒÍ #ÁÒÅ 2ÅÆÏÒÍȟȱ ÓÐÅÃÉÆÉÅÄ circumstances that have had a negative impact on 

the success of de-institutionalizing mentally ill persons.  Those circumstances include: 

¶ Housing: People with serious mental illness were moved to settings that were ill -

equipped and poorly supported to meet their needs. 

¶ Essential services: The supports needed to successfully live independently in the 

community were not available or provided.  

¶ Outcomes: Mental health systems continued to measure success by effort, such as 

bed days, instead of measuring the effect of services such as quality of life 

indicators. 

¶ Resources: 

o State funds previously used for state institutions were not reinvested in 

community programs.  

o Federal funds for the community mental health centers program did not 

adequately address need.  

o Third -party health insurance policies and public programs, such as 

Medicare, limited coverage for the treatment of mental illness. 

Many of these circumstances have and continue to exist within Nevada.  As specified in a 

1979 ÒÅÖÉÅ× ÏÆ ÔÈÅ ÈÉÓÔÏÒÙ ÏÆ .ÅÖÁÄÁȭÓ ÍÅÎÔÁÌ ÈÅÁÌÔÈ ÓÙÓÔÅÍ ȰÔÈÒÅÅ ÃÈÁÒÁÃÔÅÒistics of 

.ÅÖÁÄÁȭÓ ÓÙÓÔÅÍ are: (1) marked fluctuations in service capacity; (2) a lack of public 

supervision or independent professional review of mental health programs; and (3) 

absence of long-term planning. (Pillard, 1979) These issues remain.  A proactive strategic 

plan to establish a comprehensive and integrated public and behavioral health system of 

care is critical to preventing behavioral health care needs from escalating and placing 

additional burdens upon the state of Nevada. 

In examining the current service delivery system this report relied upon quantitative 

variables to establish who is being served and where gaps exist, and qualitative 

information to identify why gaps exist.   

Profile of Current Behavioral Health Co nsumers  

Age of Behavioral Health Consumers 
In Nevada, the largest category of consumers accessing care is between the ages of 25-44, 

representing 38% of the service population.  This is followed by consumers between the 
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ages of 45-65, representing 35% of the service population. While persons age 25-64 make 

ÕÐ ÓÌÉÇÈÔÌÙ ÍÏÒÅ ÔÈÁÎ ÈÁÌÆ ÏÆ ÔÈÅ ÓÔÁÔÅȭÓ ÐÏÐÕÌÁÔÉÏÎȟ ÔÈÅÙ ÒÅÐÒÅÓÅÎÔ ÁÌÍÏÓÔ Ô×Ï-thirds of 

ÔÈÅ ÐÅÒÓÏÎÓ ÓÅÒÖÅÄ ÂÙ .ÅÖÁÄÁȭÓ ÐÕÂÌÉÃ ÂÅÈÁÖÉÏÒÁÌ ÈÅÁÌÔÈ ÓÅÒÖÉÃÅÓȢ 4he system serves 

significantly fewer very young (children up to age 12) and older adults (65+) compared to 

the population distribution of persons in the state.  Although DPBH is not the primary 

agent responsible for providing services to children and adolescents, it  will ultimately 

bear the burden of treating these individuals in the event that early prevention and 

intervention services are not adequate. 

Penetration rates, as defined by the Substance Abuse and Mental Health Services 

Administration (SAMHSA) iÓ ÔÈÅ ȰÐÅÒÃÅÎÔÁÇÅ ÏÆ ÍÅÍÂÅÒÓ ÕÓÉÎÇ behavioral health 

ÓÅÒÖÉÃÅÓȢȱ  This variable is commonly used to assess access to services. Penetration rates 

particular to demographic profiles were compared against 2012 US averages to indicate if 

Nevada was reaching subsets of people in a manner better, worse, or consistent with US 

averages.   

As Figure 1 demonstrates, Nevada is reaching approximately one for every two people 

served on average nationally who require behavioral health services.  The most 

pronounced deficiencies pertain to the following age groups:  

¶ Nevada served one child age 0-12, for every four served nationally 

¶ Nevada served one adolescent age 13-17, for every four served nationally 

¶ Nevada served one older adult age 75 and over, for every twelve served nationally 

Whereas other states appear to be focused on early intervention and prevention, Nevada 

appears to respond more to crisis in adulthood.  
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Race of Behavioral Health Consumers 
While the vast majority of consumers served reflect the racial demographics of the state, 

there are variances particular to the Asian and African-American populations.  In Nevada, 

Asians represent 7.2% of the overall population in Nevada, but only 1.9% of the service 

population.  In contrast, African-Americans represent 8.1% of the population, but account 

for 12.6% of the service population.  While 26.5% of the population of Nevada is Hispanic, 

they represent 12.5% of those served. National penetration rates for services to the 

Hispanic population are 18.3 per 1,000 people in the population, but Nevada reaches only 

4.9 per 1,000. 

Unmet Need  

Beyond understanding the consumer base of clients accessing public behavioral health 

services, a thorough review of prevalence and usage data was conducted to establish an 

estimate of unmet need in services to children and adults as well as within each region of 

the state.  

¶ #ÈÉÌÄÒÅÎȭÓ 3ÅÒÖÉÃÅÓȡ  The Department of Children and Family Services (DCFS) is 

responsible for providing behavioral health services to children and adolescents in 

Washoe and Clark County, while DPBH is responsible for providing services in the 

rural areas of the state.  In Fiscal Year (FY) 2011-2012, there were a total of 12,399 

children in the state that were Medicaid eligible and estimated to have a serious 

emotional disturbance (SED). Of that total, the state provided services to 3,989 in 

FY 2011-12, representing 32% of the estimated need.2 

o $#&3ȭÓ ÓÅÒÖÉÃÅ ÐÏÐÕÌÁÔÉÏÎ ÔÏÔÁÌÅÄ ρπȟωωρȟ ÏÆ ×ÈÉÃÈ ςȟωςχ ×ÅÒÅ ÓÅÒÖÅÄȟ 

representing approximately 27% of the estimated need.   

o $0"(ȭÓ ÓÅÒÖÉÃÅ ÐÏÐÕÌÁÔÉÏÎ ÔÏÔÁÌÅÄ ρȟτπψȟ ÏÆ ×ÈÉÃÈ ωσ1 were served, 

representing approximately 66% of the estimated need.  A total of 477 

(34%) children were estimated to be in need of but not receiving services in 

FY 2011-12.  

¶ Adult Services: There were a total of 88,956 adults in the state of Nevada that were 

Medicaid eligible and considered to have any mental illness or a severe mental 

illness (AMI/SMI).  Of that total, DPBH provided services to 25,522 in FY 2011-12, 

representing 29% of the total of those estimated to be in need.  

o Urban North:  When considering the urban part of northern Nevada, 

Washoe County, the estimated total adults in need were 14,239.  DPBH 

                                                                    
2 Sources of data and calculation is provided in the Unmet Need section of this report.   
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provided services to 5,785 adults  in FY 2011-2012, representing 41% of 

those estimated to be in need.  

o Urban South:  When considering the urban part of southern Nevada, 

considered to be Clark County, the adult population in need was estimated 

to be 63,767.  Of that total, DPBH provided services to 15,203 adults in FY 

2011-12, representing 24% of those estimated to be in need. 

o Rural:  For rural Nevada, considered to be all counties except Washoe 

County and Clark County, the estimated adult population in need for FY 

2011-12 was 10,950.  DPBH provided services to 4,534, representing 41% 

of adults in need.  

Gaps in Services 

While statistics were combined with existing publications to identify what gaps exist in 

the public behavioral health system, information gathered through key informant 

interviews and consumer surveys was used to explain why  gaps in services exist.  

Representatives from DBPH indicated that data collection has not been uniform 

throughout or between complimentary systems, making data analysis challenging. 

Insufficient service options identified include inpatient and outpatient treatment 

statewide, co-occurring disorder services for substance abusing mentally ill consumers, 

substance abuse services for all populations, lack of youth services, lack of housing, care 

management and wrap-around services to help those getting better to maintain stability, 

and workforce concerns related to morale, compensation, recruitment and retention.  

Quantitative and qualitative data indicates: 

¶ Services are currently reaching people in their middle stages of life, with 

insufficient resources for prevention or early intervention.  Investing early and 

often is a proven technique in service delivery both in terms of costs and 

outcomes. ȰIntervening at the first sign of symptoms offers the best opportunity to 

make a significant, positive difference in both immediate and long-term outcomes 

for people affected by mental health ÉÓÓÕÅÓȢȱ3   As such, the federal Substance 

Abuse and Mental Health Services Administration (SAMHSA) has designated 

prevention as their first strategic priority  (Steve Vetzner, 2013). 

¶ Services are not sufficient to meet the needs of people later in life. Attention should 

be paid to identifying and engaging older Nevadans who require behavioral 

support services.  Older adults require different treatment responses and supports 

                                                                    
3 Retrieved from: http://www.sfgate.com/opinion/openforum/article/Mental -health-prevention-a-wise-investment-4028399.php 
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such as transportation, home-based treatment options, and specialized outreach 

efforts (Services W. S., 2013).   

¶ ! ÃÕÌÔÕÒÁÌÌÙ ÃÏÍÐÅÔÅÎÔ ÆÒÁÍÅ×ÏÒË ÔÏ ÐÒÏÖÉÄÅ ÓÅÒÖÉÃÅÓ ÔÏ .ÅÖÁÄÁȭÓ ÇÒÏ×ÉÎÇ 

minority population is needed.  Particular interest should be paid to the over-

representation of African-American males in the service system, exploring the link 

between this dynamic and their over-representation in the criminal justice system.  

As identified in the report: Prevalence of Mental Illness in the Criminal Justice 

Systemȟ Ȱmentally ill individuals of African American origin were over-represented 

among the CCDC detainees with mental illness while all other racial/ethnic 

minorities were underrepresented.  The rate of detained African Americans with 

mental illness was 20.8% at CCDC in 2011, which significantly exceeded their 

overall rate of less than 11% among the residents of Clark CountyȢȱ 

¶ Insufficient service reach is most pronounced in the southern region of the state, 

as indicated by statistics that reveal only 24% of people eligible and needing 

assistance are being served. Identifying the differences between the regions in 

service populations, resources, and service deployment is critical for 

understanding and addressing this reality. 

¶ Treatment is a critical component of the continuum of care. To encourage the use 

of services and minimize stigma, treatment should be available in the community 

in the least restrictive environment possible. In addition to psychiatric 

management, behavioral health treatment should include: counseling, medication 

management, and linking individuals to other wrap-around services necessary for 

them to remain stable.  While DPBH has worked to make community-based 

treatment more widely available, they lack sufficient funds to meet existing 

demand.  

¶ The system of care should be strengthened to promote community-based 

organizations and include: inpatient, partial hospitalization, intensive outpatient, 

outpatient, residential, adult day treatment, and mobile therapy options. 

Specialized treatment facilities for youth with substance abuse disorders are 

needed, and should include peer-supportive counseling to prevent relapse and 

develop strategies for drug-free living. 

¶ Discharge planning should consider housing, medication, and basic needs at a 

minimum. No persons should be discharged to another level of care or from a 

facility without a safe, stable environment to go to with assistance in making the 

transition. Housing gaps include:  

o long term transitional housing 

o services for persons who are mentally ill and developmentally delayed  
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o resources for persons who are under the age of 60 but experiencing mental 

illness and dementia 

o violent individuals with a mental illness 

o sex offenders 

o persons with co-existing medical and mental health and/or intellectually 

delayed 

Both quantitative and qualitative data support the conclusion that .ÅÖÁÄÁȭÓ ÓÙÓÔÅÍ is 

crisis response driven.  While efforts are currently underway to build a continuum of care 

with an emphasis on community-based services, without sufficient resources, these 

efforts will not be fully realized. 

Recommendations  

Nevada has an opportunity to implement a behavioral health 

system that is community-based, comprehensive and 

efficient. The gaps analysis is intended to assist the state in 

understanding gaps and taking steps to address them. To do 

so, three focus areas are recommended.  

1. Ensure accountability, credibility and high quality 

services. 

2. Develop community and state capacity to implement 

no wrong door  

3. Establish a vision and plan for the system of care and 

secure the resources necessary to implement the plan 

Strategies from research, key informants and best practices 

are provided for each focus area. Each is designed to address 

one or more of the gaps, unmet needs and/or weaknesses or 

threats from the situational analysis.  

With leadership, vision, resources and a strategic approach, Nevada has an opportunity to 

leverage the lessons learned by other states and to seize the moment to implement a 

public health model for community-based services through the integration of the Division 

of Public and Behavioral Health and the implementation of the Affordable Care Act.  

 

ά¢ƘŜǊŜ ƛǎ ŀ ŎƻƴǎŜǉǳŜƴŎŜ ŦƻǊ 
our whole community when 

people need services and 
ŎŀƴΩǘ ƎŜǘ ǘƘŜƳΦ ²Ŝ ƘŀǾŜ ŀƴ 

opportunity to intervene 
early in the process and 

provide services or we can 
leave it unaddressed and 

that portion of the 
populations is less happy, 

less productive and possibly 
dangerous. We do no 

kindness by letting folks 
suffer with their mental 

ƛƭƭƴŜǎǎΦέ 

Key Informant Comment 
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Introduction 

Behavioral health services throughout the State of Nevada are undergoing significant 

change.  What used to be the Nevada Division of Mental Health and Developmental 

Services (MHDS) is in the process of integrating within the Nevada State Health Division 

(NSHD), creating a Division of Public and Behavioral Health (DPBH). Included in this 

change is the merger of MHDS and the Substance Abuse Prevention and Treatment 

Agency (SAPTA) into a behavioral health system.  Part of this transition to a more 

ÃÏÍÐÒÅÈÅÎÓÉÖÅ ȰÓystem of cÁÒÅȱ ÓÔÒÁÔÅÇÙ ÉÎÃÌÕÄÅÓ ÔÈÅ ÃÏÍÐÌÅÔÉÏÎ ÏÆ Á gaps analysis. The 

Substance Abuse and Mental Health Services Administration (SAMHSA) suggests 

ÉÄÅÎÔÉÆÉÃÁÔÉÏÎ ÏÆ ÕÎÍÅÔ ÎÅÅÄÓ ÁÎÄ ÓÅÒÖÉÃÅ ÇÁÐÓ ÁÓ ÐÁÒÔ ÏÆ Á ȰÓÔÒÁÔÅÇÉÃ ÐÒÅÖÅÎÔÉÏÎ 

ÆÒÁÍÅ×ÏÒËȢȱ4  The framework relies upon a five-step planning process that consists of: 

1. Completion of a Comprehensive Needs Assessment 

2. Identification of Unmet Needs and Service Gaps 

3. Development of a Strategic Plan 

4. Implementation of Effective Community Prevention Programs, Policies and 

Practices; and 

5. Evaluation of Outcomes 

                                                                    
4 Retrieved from: http://captus.samhsa.gov/access-resources/about-strategic-prevention-framework -spf. 

http://captus.samhsa.gov/access-resources/about-strategic-prevention-framework-spf
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In recent years, new information from the fields of neuroscience and behavioral medicine 

has dramatically advanced understanding of mental functioning. Increasingly, it is 

becoming clear that mental functioning has a physiological underpinning, and is 

fundamentally interconnected with physical and social functioning and health outcomes.5  

The integration of public and behavioral health aligns with research on brain 

development. The public health approach to mental health: 

¶ Recognizes the interrelatedness of mental health and physical health, 

¶ Focuses on prevention and promotes mental health across the lifespan, 

¶ Identifies risks that may contribute to illness or disability, as well as protective 

factors that protect against the development of illness or disability and/or limit its 

severity, 

¶ Provides people with the knowledge and skills to maintain optimal health and 

well-being, and 

¶ Brings together individuals, communities and a variety of systems (health, human 

services, schools, etc.) to work collaboratively toward better  mental health for all.6 

The purpose of this gaps analysis is to forward the efforts of the state to implement a 

system of care as Nevada integrates Public and Behavioral Health by identifying gaps in 

the service delivery system.  To accomplish that, 

the gaps analysis includes a comprehensive 

mapping and analysis of behavioral health services 

in Nevada using the strategic prevention 

framework. The report summarizes: 

¶ The current behavioral health service 

delivery system at the state and local level, 

¶ Unmet needs related to behavioral health, 

and 

¶ Opportunities and recommendations for 

systems improvement. 

 

  

                                                                    
5The World Health Organization, The World Health Report 2001, Mental Health: New Understanding, New Hope, 2001.  
6 The Center for Disease Control and Prevention, www.cdc.gov. 

Figure 2: Strategic Prevention Framework Components  
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Methods of the Study 
Conducting a gaps analysis is simplified within a defined system of stable service delivery 

components where consistent and reliable longitudinal data are available for analysis.  In 

those circumstances, the system at the point in time of the analysis is compared to the 

defined system as planned or intended and the variance between the two systems and the 

outcomes sought versus achieved are used to identify gaps. Unfortunately, these 

circumstances did not exist during the development of this report.   

Because of this, the report relies ÕÐÏÎ Á ÖÁÒÉÅÔÙ ÏÆ ÒÅÓÏÕÒÃÅÓ ÔÏ ÁÓÓÅÓÓ ÇÁÐÓ ÉÎ .ÅÖÁÄÁȭÓ 

behavioral health system. Resources used to complete the gaps analysis included 

qualitative data such as gathering the perspectives of system stakeholders and 

consumers, a review of public documents, and a literature review of papers and studies 

ÓÐÅÃÉÆÉÃ ÔÏ .ÅÖÁÄÁȭÓ ÓÙÓÔÅÍ. Quantitative data such as state demographics, prevalence and 

utilization statistics, as well as comparisons of national behavioral health statistics and 

Nevada statistics was analyzed.  The combination of qualitative and quantitative data was 

used to complete the gaps analysis.  

Qualitative Data Collection Efforts 
Key informant interviews, group meeting participation, and consumer surveys were used 

to gather input from consumers, behavioral health professionals, local and state program 

administrators, school counselors, law enforcement, emergency health providers, and 

other stakeholders to discern the resources in use and the gaps related to behavioral 

health in their area of concern.   

¶ Key Informant Interviews:  Social Entrepreneurs, Inc. (SEI) worked with the staff of 

the DPBH to identify key informants to interview.  From May through September 

2013, 19 key informant  interviews were conducted by phone or in person.  The 

results of these interviews were woven throughout the report with direct quotes 

found in quotations.  A summary of the key informant questions can be found in 

the Appendices. 

¶ Media Scan: A number of interviews and reports relevant to the gaps analysis were 

published in print and media during the period in which the gaps analysis was 

completed. SEI reviewed media reports, including interviews, and used the results 

to validate themes identified by key informant interviews.  A summarized table of 

this media scan can be found in the Appendix of this report. 

¶ Group Meeting Participation:  SEI attended two meetings with the $ÉÖÉÓÉÏÎȭÓ 

behavioral health quality assurance team, comprised of content experts in a 

variety of areas including criminal justice, veterans, youth, homeless services, etc.   
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Information was collected during these meetings to track issues and system-

change strategies as they were planned statewide. 

¶ Consumer Survey:  To inquire about program services availability, use of, barriers, 

and gaps, SEI worked with 19 provider agencies throughout the state to distribute  

consumer surveys to their clients.  There were a total of 339 surveys collected in 

both English and Spanish representing clients in the north, south and rural areas of 

Nevada.  The survey questions are included in the Appendices. 

Quantitative Data Collection Efforts 
Quantitative data such as estimated need, service provider capacity, and utilization rates 

were collected and analyzed. Research from US sources was utilized to calculate unmet 

needs.  

¶ Demographic Profile of Behavioral Health Consumers and Penetration Rates:  This 

information was derived from the 2012 Uniform Reporting System (URS) by 

SAMHSA Center for Mental Health Services (CMHS).  CMHS operates the only 

program in the nation that focuses on the development of data standards that 

provide the basis for uniform, comparable, high-quality statistics on mental health 

services, making it a model in the health care statistics field. 

¶ Census Data: Population estimates from the 2010 US Census were used to describe 

.ÅÖÁÄÁȭÓ ÃÕÒÒÅÎÔ ÐÏÐÕÌÁÔÉÏÎȢ 

¶ Prevalence Statistics:  The prevalence rates were based on national studies of the 

prevalence of adults with serious mental illness (SMI) and children with serious 

emotional disturbance (SED). The prevalence rates, separated by age, were applied 

to the population statistics for each county in Nevada. Because the public mental 

health system is intended to serve those persons who have low resources, the 

prevalence rates were applied to the estimated Medicaid eligible population for 

the State of Nevada. 

¶ Utilization Statistics:  Utilization statistics for services provided by what was 

known formerly as MHDS, from the state AVATAR database, were provided by staff 

of DPBH.  Utilization statistics for services provided to children through the 

Department of Children and Family Services (DCFS) came from an internally 

developed state ÒÅÐÏÒÔ ÔÉÔÌÅÄȡ  Ȱ$ÅÓÃÒÉÐÔÉÖÅ 3ÕÍÍÁÒÙ ÏÆ #ÈÉÌÄÒÅÎȭÓ -ÅÎÔÁÌ (ÅÁÌÔÈ 

Services ɀ Fiscal Year 2012.ȱ 

Public Document Review  
Public documents such as the ȰConsultation Report on Rawson-Neal Psychiatric Hospital,ȱ 

ȰNevada Division of Mental Health and Developmental Services Needs Assessment 2012,ȱ 



NEVADA DIVISION OF PUBLIC AND BEHAVIORAL HEALTH  

Gaps Analysis 2013 
 

Page 15 
 

and the ȰJoint Federal Mental Health and Substance Abuse Block Grant Application 2013ȱ 

were reviewed and information was leveraged to assist in the development of this report. 

A bibliography of all reports reviewed is provided in the Appendices.  Additionally, a 

broad based internet scan for research, state reports, and US publications was conducted 

to trace the history of mental health in the US and in Nevada, to identify alternative 

approaches and best practices in providing mental health services ÁÎÄ ÔÏ ÐÕÔ .ÅÖÁÄÁȭÓ 

system in context with  other states in the US. 

Context of the Study  
This study took place during a significant time of transition and turmoil within the State 

of Nevada related to behavioral health.  The state was preparing for integration efforts 

across multiple state departments and hosting the biennial legislative session tasked with 

budget passage.  Additionally, the state became the target of public scrutiny as a result of 

a number of issues related to the care and treatment of behavioral health clients. 

Integration Efforts 
Integration of Mental Health and Developmental Services (MHDS) and the Health Division 

into the Division of Public and Behavioral Health (DPBH) became official on July 1, 2013. 

However, the development of a cohesive and integrated system is currently a work in 

progress.  While the name of the Division has changed, uniform policies and procedures 

do not exist system wide, staffing resources and service provision continue to function in 

silos, and data to quantify services provided and identify ongoing need are not reliably 

captured.   

2013-2015 Legislative Session 

While efforts to integrate had been initiated, the resources necessary to fully launch 

integration required passage of the 2013-2015 budget by a legislature that was in session 

from February to June 2013.  The required presence of Division leadership during the 

legislative session further impacted the ability to move forward with implementation.  In 

addition, regulations that require separate budgets for SNAMHS, NNAMHS and RCSS 

created inflexibilit y to meet the changing needs of the system as a whole. 

Public Scrutiny 

Beginning in March 2013, and current through the publication of this report, the State of 

Nevada has faced a number of difficult circumstances surrounding the operations of 

publicly supported behavioral health services throughout the state.  These circumstances 

included allegations of improper discharge practices, excessively long wait times for 

clients at the state operated forensic facility, and infractions within state psychiatric 
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facilities that could jeopardize CMS certification.  These 

situations have resulted in multiple investigations and 

state-requested examinations to explore the challenges 

facing the Division and its service operations.  Included in 

the Appendix of this report is a sample of news articles 

that were published during this timeframe. 

 

Each one of these situations influenced the other, 

culminating in a behavioral health crisis that continues to 

unfold.  While this report was commissioned prior to the 

unfolding of this crisis, the circumstances did offered a 

unique and unprecedented opportunity to examine 

complex issues facing the system from a variety of 

perspectives.  As such, this report is written within the context of a system in constant 

flux, facing significant scrutiny, and yet ready for reform.  

 

The following section of this report provides a historical context with detail of missed 

opportunities and strategies other states have employed, as well as lessons learned over 

the past 50 years. This current challenges facing the system, coupled with the integration 

of the Division of Public and Behavioral Health and the implementation of the Affordable 

Care Act provides an opportunity for systems reform for Nevada.  

ρψψςȡ .ÅÖÁÄÁȭÓ &ÉÒÓÔ 3ÔÁÔÅ !ÓÙÌÕÍ 

Ȱ/ÖÅÒ ÔÈÅ ÙÅÁÒÓȟ ÔÈÅ ÓÔÁÔÅȭÓ 

mental health system has 

reflected the same cycle 

endured by mental health 

patients themselves, 

oscillating between making 

progress and receding into 

crisis. 

Las Vegas Sun,                  

August 2013 

http://www.asylumprojects.org/index.php?title=File:1882Building.jpg
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Historical Context 
Nevada is one of only three states in the nation that serves as the sole source provider for 

public behavioral health services. The other two states are Alaska and South Carolina.  

Historically, this had a tremendous impact on the method of service delivery and 

influenced how systems change efforts are addressed.  Many of the current issues 

plaguing the system have their roots in past policies and practices.    

The following info graphic provides a snapshot of major milestones within the behavioral 

health system in Nevada spanning the last five decades, beginning with the adoption of 

the Community Mental Health Act of 1963 (CMHA), which de-institutionalized mental 

health care. 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&docid=0BIUWUNPUJjWnM&tbnid=y1Kcd86tlTMNuM:&ved=0CAUQjRw&url=http://www.psychiatryresidencylasvegas.com/facilities.html&ei=LvJBUrOfOKX52AXk1IBA&psig=AFQjCNFHDZBiXFlSSE1TZEJaMqjezZo1zw&ust=1380139940557945
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&docid=cv7UqZSUYmpRqM&tbnid=SAbt2tPt9p-BrM:&ved=0CAUQjRw&url=http://www.findagrave.com/cgi-bin/fg.cgi?page=cr&CRid=2196764&ei=X_VBUu-qNZO72QXs74GgAg&bvm=bv.52434380,d.b2I&psig=AFQjCNGT-S4hI8MXQhIPKr8UwHddEtvTxQ&ust=1380140664770785
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&docid=6-8L1CPOuw15-M&tbnid=RbB1FfHfjwBPeM:&ved=0CAUQjRw&url=http://www.medicine.nevada.edu/Residency/reno/psychiatry/TeachingHospitals.html&ei=4PFBUu_xM8Lk2QXHpYGwAQ&psig=AFQjCNFxXLuJEwVzY44iEEfGEG0rdtPdgg&ust=1380139849552410
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50 Year Retrospective of Behavioral Health in Nevada 1963 ς 2013 
For comparison purposes, a similar timeline for the state of California can be found in Appendix 1.4. 

 

Figure 3: 50 Year Retrospective of Behavioral Health in Nevada 196 3-2013 
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 Over the past 50 years, many states ceased to serve as the primary provider of behavioral 

health services for persons without insurance. Rather, they responded to the CMHA by 

shift ing funding to local jurisdictions, supporting community-based services, and over 

time, closing institutions due to a lack of demand. See Appendix 1.4 for an info graphic 

that illustrates how a state neighboring Nevada took a different path following the 

adoption of the CMHA of 1963, with different results.  

While many states now have a community-based service delivery system, it  took time to 

develop with lessons learned along the way. As noted by the Kaiser Family Foundation: 

ȰThe history of deinstitutionalization falls into several stages as policies and 

objectives have changed over time. The early focus was on moving individuals out of 

state public mental hospitals and from 1955 to 1980, the resident population in those 

facilities fell from 559,000 to 154,000. Only later was there a focus on improving and 

expanding the range of services and supports for those now in the community, in 

recognition that medical treatment was insufficient to ensure community tenure. In 

ÔÈÅ υύύτȭÓ ×ÈÏÌÅ ÉÎÓÔÉÔÕÔÉÏÎÓ ÂÅÇÁÎ ÔÏ ÃÌÏÓÅ ÉÎ ÓÉgnificant numbers and there was a 

greater emphasis on rights that secured community integration ɀ such as access to 

housing and jobs (pg.1).ȱ 

As noted in the Kaiser report, ȰLearning From History: Deinstitutionalization of People 

with  Mental Illness As Precursor to Long-Term Care Reform,ȱ ÍÁÎÙ ÓÙÓÔÅÍÓ ÍÁÄÅ Á 

number of mistakes that impacted their success in de-institutionalizing  mentally ill 

persons. The description of those mistakes is informative for Nevada, as the state is 

challenged by many of the same issues: 

¶ Housing: People with serious mental illness were moved to settings that were ill -

equipped and poorly supported to meet their needs. 

¶ Essential services: The array of supports needed to successfully live independently 

in the community was not available or provided.  

¶ Outcomes: Mental health systems continued to measure success by effort, such as 

bed days, instead of measuring the effect of services such as quality of life 

indicators. 

¶ Resources: 

o State funds previously used for state institutions were not reinvested in 

community programs.  

o Federal funds for the community mental health centers program did not 

adequately address need.  
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o Third -party health insurance policies and public programs, such as 

Medicare, limited coverage for the treatment of mental illness. 

 

With leadership, vision, resources and a strategic approach, Nevada has an opportunity to 

leverage the lessons learned by other states and to seize the moment to implement a 

public health model for community-based services through the integration of the Division 

of Public and Behavioral Health and the implementation of the Affordable Care Act.  
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Current Service System 
The behavioral health system in Nevada is comprised of federal, state and local resources 

that operate under a variety of funding sources, priorities and mandates. Services 

throughout the state differ based on target population, geographic region and funding 

source. As a result, there are often different challenges for persons seeking behavioral 

health assistance based on services available and where they are sought. The system is 

most developed in the urban areas of northern  and southern Nevada, although more 

linkages exist between urban and rural areas than in the past. 

The system relies on a variety of providers.  For the purpose of this report, they are 

divided into three categories: 1) primary service providers, 2) secondary service 

providers, and 3) linkage and coordination efforts.  The following section summarizes 

each category.  A more comprehensive description can be found in the Appendices. 

Primary Providers 
The primary providers of behavioral health services in Nevada include the public 

behavioral health system as operated by DPBH, non-profit/ community-based 

organizations, private practitioners and psychiatric hospitals, and federally qualified 

health centers. 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&docid=nR3SSBMtR8oasM&tbnid=PLV8A5_wrb5z-M:&ved=0CAUQjRw&url=http://www.chcb.org/services-programs/patient-counseling&ei=SZg8UrOoL4em2AXs4IBo&bvm=bv.52434380,d.aWM&psig=AFQjCNH4GlGSf2_yr9Db1oiBb4odNPg_pg&ust=1379789221362404
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Division of Public and Behavioral Health (DPBH) 
The most significant primary provider for public behavioral health services is DPBH.  

Within the Division, there are four service delivery systems operated to protect, promote 

and improve the physical and behavioral health of the people in Nevada.  These systems 

include Northern Nevada Adult Mental Health Services (NNAMHS), Southern Nevada 

Adult Mental Health Services (SNAMHS), Rural Counseling and Supportive Services 

(RCSS), and Lakeȭs Crossing Forensic Facility. 

¶ NNAMHS is located in Sparks, Nevada, and is a comprehensive, community-based, 

behavioral health system for adult consumers.  Inpatient services are provided 

through Dini-Townsend psychiatric hospital, located on the same campus as the 

central NNAMHS site.  Numerous outpatient services are available which include 

the Washoe Community Mental Health Center, Outpatient Pharmacy, Program of 

Assertive Community Treatment (PACT), Psychosocial Rehabilitation Program 

(PRP), Consumer Peer Counseling, and Service Coordinator Services.  

¶ SNAMHS provides both inpatient and outpatient services for adults living in Clark 

County and in surrounding counties that may be closer geographically to this 

agency rather than to a rural behavioral health center. Inpatient services are 

provided through the Rawson-Neal psychiatric hospital on the central SNAMHS 

campus.   SNAMHS has eight behavioral health clinics serving the community and 

rural southern Nevada. SNAMHS provides: Inpatient Services, Mobile Crisis, 

Outpatient Counseling, Service Coordination, Intensive Service Coordination, 

Medication Clinic, Residential Support Programs, Mental Health Court, and 

Programs for Assertive Community Treatment (PACT) Teams. 

¶ RCSS has seven full service clinics, five partial service clinics, and one limited 

service clinic that provide behavioral health services to both adults and children in 

the rural areas of the state considered to be every county with the exception of 

Washoe County, Clark County, Lincoln County and parts of Nye County.  Satellite 

Clinics provide all services offered by RCSS. Sub-satellite clinics offer many of the 

same services with itinerant Clinics providing services less frequently.  RCSS is the 

only service system within DPBH to provide services to children and adolescents. 

¶ Lakeȭs Crossing is a forensic facility that provides services aimed at determining 

the legal competency of an individual to stand trial and restoration of legal 

competency for trial purposes.   Adult forensic services include clinical assessment, 

forensic evaluation and short or long-term treatment for both pretrial detainees 

and jail/prison inmates. 
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Nevada Substance Abuse Prevention and Treatment Agency (SAPTA)  
SAPTA currently funds private, non-profit treatment organizations and government 

agencies statewide to provide the substance abuse related services and treatment levels 

of care. In state fiscal year 2012-2013, SAPTA funded 22 treatment organizations 

providing services in 68 locations throughout Nevada.  Together, these providers had 

11,907 treatment admissions. Services consist of intervention, comprehensive evaluation, 

detoxification, residential, outpatient, intensive outpatient, and transitional housing 

services for adults and adolescents, and opioid maintenance treatment for adults. 

Non-Profit Community-based Organizations 
Community-based organizations provide behavioral health, substance abuse and co-

occurring disorder counseling and supportive services. Community-based organizations 

throughout the state vary in target population, approach, location, and accessibility.  

These services are primarily grant funded and more prevalent in urban areas.  There are 

great differences in the sophistication and the capacity of these providers throughout the 

state. 

Private Psychiatric Providers 
Private practitioners and psychiatric hospitals are concentrated primarily in Washoe and 

Clark Counties.  Access to these services often depends upon medical insurance.  

Throughout rural Nevada, there is a significant shortage of mental health professionals.   

Federally Qualified Health Centers (FQHC) 
FQHCs provide services in the most medically underserved areas and/or to the most 

medically underserved populations.  Nevada is host to a total of 31 FQHC clinics of which 

only two offer behavioral health services. 

Secondary Providers 
Beyond the primary providers , there are also 

demands placed on a number of other systems 

throughout Nevada that respond to persons with 

behavioral health issues. Secondary providers such as 

specialty courts, emergency transport, hospital 

emergency rooms, county law enforcement, primary 

care practitioners and rural community health and 

social service centers often provide services when 

needed. While many do not see themselves as 

provider s of behavioral health services and are not 

equipped to fully address the behavioral health 

Ȱ/ÖÅÒ υχ ÐÅÒÃÅÎÔ ÏÆ ÔÈÏÓÅ ×ÉÔÈ 

behavioral health disorders 

receive treatment outside the 

health care system entirely, 

such as through human 

services programs or the 

voluntary support network of 

self-help groups and 

ÏÒÇÁÎÉÚÁÔÉÏÎÓȰȢ 

(Garfield, 2011) 
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problems they encounter, they are part of a continuum of services providing access to 

care.  

A secondary provider that has been impacted most significantly by the behavioral health 

needs of its service population is the criminal justice system, including juvenile, state and 

federal correctional facilities.  As stated in the report, ȰMental Illness and the Criminal 

Justice System: Clark County, Nevada:ȱ 

ȰIt has become increasingly commonplace for mentally ill individuals exhibiting 

troublesome behaviors to be sentenced to criminal custody rather than receive 

placement in psychiatric institutions. Unfortunately, the public and media 

frequently regard jails and prisons, rather than psychiatric facilities, as the de facto 

institutions responsible for the carÅ ÏÆ ÐÅÏÐÌÅ ×ÉÔÈ ÍÅÎÔÁÌ ÉÌÌÎÅÓÓȱ ɉÐÇȢσɊȢ  /ÎÅ 

explanation routinely offered for this dynamic involves the confluence of 

deinstitutionalization efforts with the lack of supportive community-based 

resources. 

Linkages and Coordination Efforts 
Nevada has numerous boards, commissions, collaboratives, and workgroups across the 

state that seek to address systems improvement for consumers accessing behavioral 

health services.  These entities establish linkages and promote coordination critical to an 

effective continuum of care. Because of the integration within the Division, some of these 

entities are also in a state of transition. 

Formal state-driven efforts have included the Commission on Mental Health and 

$ÅÖÅÌÏÐÍÅÎÔÁÌ 3ÅÒÖÉÃÅÓȟ ÔÈÅ .ÅÖÁÄÁ #ÈÉÌÄÒÅÎȭÓ "ÅÈÁÖÉÏÒÁÌ (ÅÁÌÔÈ #ÏÎÓÏÒÔÉÕÍȟ ÔÈÅ .ÅÖÁÄÁ 

Mental Health Planning Advisory Council, the Multidisciplinary Prevention Advisory 

Committee (MPAC), the Substance Abuse Prevention and Treatment Agency (SAPTA) 

Advisory Board, and SAPTA Community-based Coalitions.   

Another example of a state-driven effort to create linkages within the Division includes 

the 2012 establishment of a statewide Quality Improvement Team (QIT). The team 

identified special populations such as veterans, youth, and persons involved in the 

criminal justice system, and met regularly to identify special needs and resources 

requiring  coordination. In 2013, the QIT established workgroups for each special 

population area and published white papers to capture and transfer knowledge 

throughout the system.  
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Local efforts to coordinate services exist regionally and 

throughout the state in the form of coalitions, work groups, 

task forces and alliances. For the most part, they are 

population specific and designed to identify ways to serve 

consumers in a more comprehensive, coordinated manner.  

Some seek to implement evidence-based solutions to 

address community problems. The results of these efforts 

can be seen in the development of new community-based 

resources including community response teams, diversion 

programs, and multidisciplinary transition teams .  These 

efforts exist on a continuum of formality, ranging from 

partnerships generated from formal operational 

agreements to ad hoc working groups collaborating on 

short-term issues.   

The effectiveness of these collaborations varies.  Several 

key informants describe that linkages throughout the system on behalf of behavioral 

health consumers are largely dependent upon the personal relationship created between 

people working within the system.   

This complex system of primary and secondary service providers, supported by state and 

local coordination efforts, serve a growing population of people needing behavioral health 

services.  While the service population has grown, the availability of qualified staff, 

sufficient facilities, and resources to support community-based services is insufficient to 

meet the demand, resulting in overcrowded emergency rooms, jails filled with mentally ill 

persons, and long waiting lists for all types of services.    

Financing Behavioral Health Services 
Financing behavioral health services through DPBH relies upon three funding streams 

which include:  

1. General Fund Revenues currently makes up the largest portion of funding to 

support public behavioral health services.  

2. Grants both large and small make up another source of funding to support public 

behavioral health services throughout the state.  The largest of these grants is the 

Mental Health Block Grant. 

3. Public Insurance Products such as Medicare and Medicaid are the smallest 

contributor to funding services in their current formation. 

Ȱ4here are models of 

partnerships between law 

enforcement, courts, the state 

and social services all across 

the state that have worked to 

the benefit of the client. These 

are not always formalized, are 

often person or relationship 

dependent and can quickly 

evaporate when a person 

change position, a crisis 

occurs, or one agency stops 

ÐÁÒÔÉÃÉÐÁÔÉÎÇȢȱ 

Key Informant 
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All financial investments made to support DPBH behavioral health services are reporting 

annually to the NASMHPD Research Institute, Inc. (NRI).  NRI collects this information 

from State Mental Health Agencies (SMHA) in an effort to meet state and national needs 

for comparable information portraying public mental health systems.   

The table below demonstrates that .ÅÖÁÄÁȭÓ ÐÅÒ ÃÁÐÉÔÁ ÂÅÈÁÖÉÏÒÁÌ ÈÅalth spending has 

and continues to be significantly lower than the national average (Foundation, 2013). 

PER CAPITA BEHAVIORAL HEALTH 
EXPENDITURES 

FFY04 FFY05 FFY06 FFY07 FFY08 FFY09 FFY10 

Nevada 
$ per capita $54 $63 $61 $79 $81 $64 $68 

Rank 40 39 42 33 36 41 43 

United States $ per capita $93 $100 $104 $113 $121 $123 $121 

Figure 4: Per Capita Behavioral Health Expenditure 04-10 

The following map illustrates how Nevada compares to the rest of the nation in per-

person behavioral health spending for FY2010 (Foundation, 2013).  

 

Exacerbating the issue of low spending levels related to behavioral health services, was 

ÔÈÅ ÉÓÓÕÅ ÏÆ ÔÈÅ ȰÇÒÅÁÔ ÒÅÃÅÓÓÉÏÎȱȟ ×ÈÉÃÈ ÈÉÔ .ÅÖÁÄÁ ÐÁÒÔÉÃularly hard. This resulted in 

further funding cuts to behavioral health.  As noted in Nevada's MHDS 2012 Needs 

Figure 5:  Behavioral Health Spending Across the Nation FY 2010  
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Assessment, Nevada ranked fifth of all states with the greatest proportion of cuts to 

behavioral health from FY 2009 to 2012 (McKnight, 2012).  These cuts were also 

referenced ÉÎ .ÅÖÁÄÁȭÓ 2013 Joint Block Grant Application: 

Ȱ-($3 ÓÕÆÆÅÒÅÄ Á ÔÏÔÁÌ ÂÕÄÇÅÔ ÄÅÃÒÅÁÓÅ ÏÆ ρςȢυϷ ÆÏÒ ÔÈÅ ςπρρ ÔÈÒÏÕÇÈ ςπρσ 

biennium and a 13.9% overall decrease in the General Fund appropriations. This 

has resulted in a loss of approximately 150 positions Division-wide. The 

eliminations occurred in agency programs in the north and south and in the 

inpatient and outpatient treatment centers. The elimination of these positions 

impacted services providÅÄ ÔÏ .ÅÖÁÄÁȭÓ ÃÏÎÓÕÍÅÒÓ ÓÔÁÔÅ×ÉÄÅ ÁÎÄ ÉÎ ÁÌÌ ÒÅÇÉÏÎÓ ÆÏÒ 

MHDS, Division of Child and Family Services (DCFS) and the Substance Abuse 

Prevention and Treatment Agency (SAPTA).  The cuts have raised concerns 

ÒÅÇÁÒÄÉÎÇ ÍÅÅÔÉÎÇ ÃÌÉÅÎÔ ÎÅÅÄÓȱ (Block Grant Division of Mental Health and 

Developmental Services Substance Abuse Prevention and Treatment Agency, 

2013).  

During the most current legislative session, Governor Sandoval requested and the 

legislature approved a series of new funds to support additional staff within DPBH as well 

as additional services for consumers such as comfort rooms, additional civil and forensic 

beds, housing for Nevadans leaving jails and prisons, and the requirement of treatment 

for co-occurring disorders.  While these additional investments are welcome 

enhancements, they are not tied to a comprehensive strategic plan to confront and 

address some of the structural flaws within the existing service delivery model such as 

insufficient resources to fill position, 

professional staff, lack of community-based 

programming, lack of housing, and 

transportation barriers.  

A proactive, strategic plan to implement an 

integrated system of care approach to 

behavioral health is not in place.  Without 

this type of vision, investments will continue 

to be targeted to confront crises, and will 

likely achieve only short-term gains. 

  














































































































































































