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Executive Summary

Nevada is one of thee states in the United State@JS) that operates the public behavioral
health system for its vulnerable residents. In 2013, the Mental Health and Developmental
Services Division merged with theState Health Division to become the Division of Public
and Behavioral Health(DPBH). As a esult, behavioral health services throughout the

Sate of Nevadaare undergoing significant change.

The integration of public and behavioral health isalignedwith recent research on brain
development.New information from the fields of neuroscience andehavioral medicine
has dramatically advanced understanding of mental functioninglhe public health
approach tobehavioral health considers those advances and

1 Recognizes the interrelatedness dbehavioral health and physical health

1 Focuses on preventiorand promotesbehavioral health across the lifespan,

1 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,

1 Provides people withthe knowledge and skills to maintain optimal health and
wellbeing, and

1 Brings together individuals, communities and a variety of systems (health, human
services, schools, etc.) to work collaboratively towartetter behavioral health for
all.?

The purpose d this report is to forward the efforts of the state agt 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
circumstancessurrounding the operationsof publicly supported behavioral health
services throughaut the state. These circumstancescluded allegations of improper
discharge practicesexcessivelylong wait times for clients at the state operatedorensic
facility, and infractions within state psychiatric facilities thatcould jeopardizetheir
Center for Medicare & Medicaid ServiceCMS)certification.

1 The Center forDisease Control and Prevention, www.cdc.gov
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These situations have resulted inmultiple investigations and staterequested

examinations toexplore the challenges facing the ision and its operations.

While this report was commissioned prior to the unfolding of abehavioral health crisis
across the state the circumstances surrounding the crisi®ffered 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 yein the process ofreform.

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 seekingehavioral hedth

assistance based on what services are available and where they are seeking sz9i

Themost significant primary provider for public behavioral health services is DPBH
Within the Division, there are four service delivery systems operated tprotect, promote
and improve the physical and behavioral health of the people in Nevadahese systems
include Northern Nevada Adult Mental Health Services (NNAMHS), Southern Nevada
Adult Mental Health Services (SNAMHS), Rural Counseling and Supportive Services
(RCSS), and Lak® Crossing Forensic Facility.

1 NNAMHSs located in SparksNevadg andis acomprehensive, communitybased,
behavioral health systemfor adult consumers. Inpatient services are provided
through Dini-Townsend psychiatric hospital, locatedn the same campus as the
central NNAMHS site.Numerous outpatient services are availablevhich 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.

1 SNAMHSorovides both inpatient and outpatient services foradults living in Clark
County and in surrounding counties that may be closer geographically to this
agency rather than to a rurabehavioral health center.Inpatient services are
provided through the RawsonrNeal psychiatric hospital on the central SNAMHS
campus. SNAMHS has eight behavioral health clinics serving the community and
rural southern Nevada. SNAMHS provides: Inpatient 8&ces, 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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1 RCS®as seven full serwee clinics, five partial service clinics, and one limited
service clinic that provide behavioral health services tdwoth adults and childrenin
the rural areas of the state considered to be every county with the exception of
Washoe County, Clark County, htoln County and parts of Nye County. Satellite
Clinics provide all services offered by RCSS. Ssatellite clinics offer many of the
same services with itinerant Clinics providing services less frequentlyRCSS is the
only service system within DPBH tgrovide services to children and adolescents.

1 Lake® Crossings a forensic facility that provides servicesimed atdetermining
the legal competency of an individual to stand trial and restoration of legal
competency for trial purposes. Adult forensic srvices include clinical assessment,
forensic evaluation and short or longterm treatment for both pretrial detainees
and jail/prison inmates.

Financing behavioral health services through DPBH religgimarily upon state general
fund revenuewith contribut ion from grants, and Medicaid insurance covexge. 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 suffient resources allocated to meet behaviordhealth needs
and continues to be significantly lower than the national averagé~oundation, 2013).
This issue could be further impacted in the event that SNAMHS and/or NNAMHS loses
CMS certification, placing Medicaid reimbursements at riskThe ongoing crisis leaves the
Division in a difficult position as itimplements integration of behavioral health into a
public health model of care, angbrepares for the implementation of the Affordable Care
Act (ACA) in 2014.

Nevada has missed a number of opportunities over the ¢~ N
years to strengthen its behavioral health system in @fficials have known about
response to previous refoms. These opportunities go back solutions for decades,

to the adoption of the Community Mental Health Acbf economic recessions and
1963 (CMHA), some 50 years agoSince adoption of the budgetary constrains have

CMHA, other states shifted funding to local communities kept_them fr_om fully ar?d
consistently implementing

and divested their control in providing behavioral health i A1 OAT EAAlI OF

services. Nevada continued to be the primary source for

behavioral health care for lowincome adultsthroughout The Las Vegas Sun,
. . . August 2013

the stateand low-income children in rural areas of the

state. . S
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To better understandhow this difference in approach may have affected the devgiment

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

O, AAOT ET ¢ &0 i (EOOI OUg $AET OOEOOOEI T Al EUAOQEI
toLong4 AOI #AOA 2 A AirCuindtadhcestndt Advé&naEalndgativémpact on

the success of denstitutionalizing mentally ill persons. Thosecircumstancesinclude:

1 Housing: Reople with serious mental illness were movedo settings that wereill -
equipped and poorly supported to meet their needs.

1 Essential services: Tie supports needed to successfullylive independently in the
community were not available orprovided.

1 Outcomes: Mental health systems continued to measure success by effort, such as
bed days, instead of measuring the effect of services such as quality o lif
indicators.

1 Resouces:

o State fundspreviously used forstate institutions were not reinvested in
community programs.

o Federal funds forthe community mental health centers program did not
adequately address need

o0 Third-party health insurance policies anl public programs, such as
Medicare, limited coverage for the tretment of mental illness.

Many of these circumstances have and continue to exist within Nevada. As specified i
19790A0EAXx | £ OEA EEOOI OU 1T £ . AOAAAiSGoff AT OAT EA
. AOAAAS Qre@y Batkdd fluctuations in service capacity; (2) a lack of public

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

absence of longterm planning. (Pillard, 1979) These issues remainA proactive strategic

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

care is criticalto preventing behavioral health care needs from escalating and placing

additional burdens upon the state ofNevada.

In examining the current service delivery system thisreport relied upon guantitative
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 ofBehavioraHealth Consumers
In Nevada, the largest category of consumers accessing care is between the ages @45
representing 38% of the service population. This is followed by consumers between the
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ages of 4565, representing 35% of he service population. While persons age 264 make

OPb OIECEOI U i1 OA OEAT EAI £ 1 £ OEA -tt@sHODA5O DI D
OEA PAOOI T O OAOOGAA AU . AOAAAGIEsB©OWsened AAEAOEIT
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,will ultimately

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

intervention services are not adequate.

Penetration rates, as defined bythe Substance Abuse and Mental Health Services

Administration (SAMHSA IO OEA OPAOAAT OA AhavioAl héathi AAOO OOET «
O A O O ETAidvar&ldle is commonly used to assess access to servideenetration rates

particular to demographic profileswere compared against 2012 US averages indicate if
Nevadawasreaching subsets of people in a manner better, worse, oogsistent 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:

1 Nevada served one child age-Q2, for every four served nationally
1 Nevada served one adolescent age 413, for every four served nationally
1 Nevada served one older adult age 75 and over, fevery twelve served nationally

é 45 - 412 h
40
35
30 26.0 26.3
214 24.5 22.7
25 1 ' i
20 1 145 147
15 - 13
9.2 101 : 7.0
51 : 0.6
0-12 13-17 18-20 21-24 25-44 45-64 65-74 75+
mmm NV Penetration rates per 1,000 population =l=US (FY 2012)
\ )

Figure 1: Penetration Rates by Age Comparison

Whereas other states appear to béocused 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 ofconsumersserved reflect theracial demographics of the state,

there are variances particlar to the Asian and AfricarAmerican populations. In Nevada,
Asiansrepresent 7.2% of theoverall population in Nevada,but only 1.9% of the service
population. In contrast, African-Americansrepresent 8.1% of the populationbut account
for 12.6% of the service population While 26.5% ofthe population of Nevadais Hispanic,
they represent12.5% of those servedNational penetration rates for services to the
Hispanic population are 18.3 per 1,000 people in the populatiomut Nevadareaches only
4.9 pe 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 Weas within each region of
the state.

1 #EEI AOAT 8 The Behadtddnt®oROBifren and Family Services (DCFS) is
responsible for providing behavioral health services to children and adolescents in
Washoe and Clark County, while DPBH is responsible foroviding services in the
rural areas of the state. In Fiscal Year (FY) 2012012, there were a total of 12,399
children in the state thatwere Medicaid eligible and estimated to have a serious
emotional disturbance (SED. Of that total, the state provied services to 3,989 in
FY2011-12, represerting 32% of the estimated neec:
o0 $#&3860 OAOOEAA Pl BOI AGETT O OAT AA pmnhow
representing approximately 27% of the estimated need.
0 $0" (80 OAOOEAA DPi DOl AOEivere€iv&Al AA phtmy
representing approximately 66% of the estimated needA total of 477
(34%) children were estimated to be in need of but not receiving services in
FY 201%12.
1 Adult Services:There were a total of 88,956 adults in the state of Nevada thatese
Medicaid eligible and considered to have angnental illnessor a severe mental
illness (AMI/SMI). Of that total, DPBH provided services to 25,522 in R011-12,
representing 29% of the total of those estimated to be in need.
o Urban North: When consigring 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 adultsin FY 20112012, representing41% of
those estimated to be in need.

o Urban South: When considering the urban @art 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% ofthose estimated to be in need.

o Rural: For rural Nevala, 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 healthsystem, nformation gathered through key informant
interviews and consumer surveysvasusedto explain why gaps in services exist.
Representatives from DBPH indicatedhat data collection has not been uniform
throughout or between complimentary systems, making data analysis challenging.

Insufficient service options identifiedinclude inpatient and outpatient treatment

statewide, caoccurring disorder services for subsance abusing mentally ill consumers,
substance abuse services for all populations, lack of youth services, lack of housing, care
management and wraparound services to help those getting betteto maintain stability,
and workforce concerns related to mora¢, compensation, recruitment and retention.

Quantitative and qualitative dataindicates:

1 Services are currently reaching people in their middle stages of life, with
insufficient resources for prevention or early intervention. Investing early and
often isa proven technique in service delivery both in terms of costs and
outcomes.Ontervening at the first sign of symptoms offers the best opportunity to
make a significant, positive difference in both immediate and lorterm outcomes
for people affected by nental healthE O O @ A©OsRidh, the federal Substance
Abuse and Mental Health Services Administration (SAMHSA) has designated
prevention as their first strategic priority (Steve Vetzner, 2013)

1 Services are not sufficient taneet the needs of people latemn 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, homebased treatment options, and specialized outreach
efforts (Services W. S., 2013)

T ! AOI OOOCAIT U Al i PAOGAT O AZOAI Axi OE O bDOI OEA
minority population is needed. Particular interest should be paid to the over
representation of AfricanAmerican males in the service systepexploring the link
between this dynamic and tleir over-representation in the criminal justice g/stem.
As identified in the report: Prevalenceof Mental lliness inthe Criminal Justice
Systenh medtally ill individuals of African American origin were over-represented
among the CCDC detainees with mental illness while all other ratliethnic
minorities were underrepresented. The rate of detained African Americans with
mental illness was 20.8% at COC in 2011, which significantly exceeded their
overall rate of less than 11% among the residents of Clark Couyd

1 Insufficient service reach is most pronounced in the southern region of the state,
as indicated by statistics that reveal only 24% of peopleligible and needing
assistanceare being served. Identifying the differences between the regions in
service populations,resources, and service deployment is critical for
understanding and addressing this reality.

1 Treatment is a critical component of thecontinuum of care. To encourage the use
of services and minimize stigma, treatment should be availabia the community
in the least restrictive environment possible. In addition to psychiatric
management, behavioral health treatment should include: coun$ieg, medication
management, and linking individuals to other wraparound services necessary for
them to remain stable While DPBH has worked tonake community-based
treatment more widely available, they lack sufficient funds to meet existing
demand.

1 Thesystem of care should be strengthened to promote communitpased
organizations and include: inpatient, partial hospitalization, intensive outpatient,
outpatient, residential, adult daytreatment, and mobile therapy options.
Specialized treatment facilities for youth with substance abuse disorders are
needed, and should include peesupportive counseling to prevent relapse and
develop strategies for drugfree living.

1 Discharge planning should consider housing, medicatigand basic needs at a
minimum. No peasons 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:

0 long term transitional housing
o0 services for persons who are mentallyll and developmentally delayed
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0 resources for persons who are under the age of 60 but experiencing mental
illness and dementia

o0 violent individuals with a mental illness

sex offenders

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

o

Both quantitative and qualitative data support the conclusionthat AOAAASG Gs OUOOAI
crisis responsedriven. While efforts are currently underway to build a continuum of cae

with an emphasis on communitybased services, without sufficient resourceshiese

efforts will not be fully realized.

Recommendations

Nevada has an opportunity to implement a behavioral health

system that is communitybased, comprehensive and G¢KSNB Aa |

our whole community when

efficient. The gaps analysis is intended to assist the state in peple need services and

understanding gaps and t&ing steps to address them. To do OFyQd 3Si K.
opportunity to intervene
early in the process and

so, three focus areas are recommended.

1. Ensureaccountability, credibility and high quality provide services or we can
. leave it unaddressed and
services. . _ ) that portion of the
2. Developcommunity and state capacity toimplement populations is less happy,
no wrong door less productive and possibl

. .. dangerous. We do no
3. Establisha vision and plan for the system of care and kindnessby letting folks

secure the resources necessary to implement the plan suffer with their mental

. . . AfftySaao
Strategies from research, key informants and best practices
are provided for each focus area. Each is designed to addres
one or more of the gaps, unmet needs and/or weaknesses or

threats from the situational analysis.

Key Informant Gmment

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 intgration of the Division

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

Behavioral health services throughout thetate of Nevadaare undergoing significant

change. What uséto be the Nevada Division oMental 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 Substanceusb Prevention and Teatment

Agency (SAPTA) into a behavioraldualth system. Part of this trangion to a more

AT | POAE AktentoitAOA® OOOAOACU ET Al GapslabalyssEme AT | DI A
Substance Abuse and Mental Health Services AdministratigSAMHSA)»uggests

EAAT OEEAZEAAOQEIT 1T &£ OTT A0 TAAAO AT A OAOOEAA CAD
AOAIT A xiTHe Braimwork relies upon a fivestep planning processhat consists of:

1. Completion of aComprehensive Needs Assessment

2. lIdentification of Unmet Needs and Service Gaps

3. Development of a Strategic Plan

4. Implementation of Effective Community Prevention Programs, Policies and
Practices and

5. Evaluationof Outcomes

4 Retrieved from: http://captus.samhsa.gov/accessresources/about-strategic-prevention-framework -spf.
Pagell
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In recent years, new information from the fields of neuroscience and behavioral medi@n
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.
The integration of public and behavioral health aligns with research on brain
development.The public health approach to mental health:

1 Recognizes the interrelatedness of mental health and physical health

1 Focuses on prevention and promotes mental health acss the lifespan,

1 Identifies risks that may contribute to illness or disability, as well as protective
factors that protect against the development of iliness or disability and/or limit its
severity,

1 Provides people with the knowledge and skills to maintai optimal health and
well-being, and

1 Brings together individuals, communities and a variety of systems (health, human
services, schools, etc.) to work collaborativelyoward better mental health for all$

The purpose of this gaps analysis is to forward #hefforts of the stateto implement a
system ofcare as Nevada integrates Public and Behavioral Heallly |dent|fy|ng gaps in
the service delivery system To accomplish that, ;
the gaps analysis includes.comprehensive
mapping and analysis obehavioral health services
in Nevadausing thestrategic prevention
framework. The report summarizes

1 The currentbehavioral healthservice
delivery system at the state and local level,

1 Unmet needs related tdoehavioral health,
and

1 Opportunities andrecommendations for
systems improvement.

Planning

Figure 2: Strategic Prevention Framework Components

5The World Health Organization, The World Health Repo2001, Mental Health: New Understanding, New Hope, 2001.
6 The Center for Disease Control and Prevention, www.cdc.gov
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Methodsof the Study

Conducting a gaps analysis isimplified within a defined systemof stable servicedelivery
componentswhere consistent and reliablelongitudinal data are available for analysis.In
those circumstances the g/stem at the point in time of the analysis is compared to the
defined systemasplanned or intendedand the variance between the two systems and the
outcomes sought versus achieved are used to identify gapsnfortunately, these
circumstances did not existduring the development of this report

Because of this, the reportrelie® Dl T A OAOEAOU 1T £ OAOT OOAAOD
behavioral health system. Resources used to complete the gaps analysis included
gualitative data such asgathering the perspectives of system stakeholderand

consumers, a review of public documentsgnd a literature review of papers and studies
OPAAEAEA Ol . Qdaftifatvddad suchth®©<siafeidemographics, prevalence and
utilization statistics, as well as comparisas of national behavioral health statisticsaand
Nevada statistics was analyzedThe combination of qualitative and quantitative data was
used to complete thegaps analysis.

Qualitative Data Collection Efforts

Key informant interviews, group meeting partcipation, 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 resource in use and the gaps related tbehavioral
health in their area of concern

1 KeylInformant Interviews: Social Entrepreneurs, Inc(SEl)worked with the staff of
the DPBHIto identify key informants to interview. From May through September
2013, 19 key informant interviews were conducted by phoneor in person. The
results of these interviewswere woven throughout the report with direct quotes
found in quotations. A summary of the key informant questions can bund in
the Appendices.

1 MediaScan A numbe of interviews and reports relevant to the gaps analysisvere
published in print and media during the period in which the gaps analysis was
completed. SEI reviewed media reports, includingnterviews, and used the results
to validate themes identified bykey informant interviews. A summarized table of
this media scan can be found in the Appendix of this report.

f Group Meeting Participation: SEI attended two meetings withth@ EOE OET 1 8 O
behavioral health quality assurance eam, comprised of content expertsn a
variety of areas including criminal justice, veterans, youth, homeless servicesc.
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Information was collected during these meetings tdrack issues and sytem-
change strategies as they were planned statewide.

1 Consumer Survey:To inquire about program services availability, useof, barriers,
and gaps SEIl worked with 19 provider agenciesthroughout the stateto distribute
consumer surveys to their clients. There were a total &39 surveys collected in
both English and Spanish representing cliestin the north, south andrural areas of
Nevada. The survey questions areincluded in the Appendices.

Quantitative Data Collection Efforts
Quantitative data such as estimated need, service provider capacity, and utilization rates
were collected and analyed. Research fromUSsources was utilized to calculate unmet

needs.

1 Demographic Profile of Behavioral Health Consumeiand Penetration Rates This
information was derived from the 2012 Uniform Reporting System (URS) by
SAMHSACenter for Mental Health Serices (CMHS) CMHS operates the only
program in the nation that focuses on the development of data standards that
provide the basis for uniform, comparable, highguality statistics on mental health
services, making it a model in the health care statistidseld.

1 Census Data: Population estimates from th2010 US Census were used to describe
. AOGAAA8O AOOOAT O Pi BOI AOCET T 8

1 Prevalence Statistics:The prevalence rates were based onational studies of the
prevalence of adults with serious mental illness (SMI)rad children with serious
emotional disturbance (SED). The prevalence rates, separated by age, were applied
to the population statistics for eachcounty in Nevada.Becausethe public mental
health system is intended to serve those persons who have low resames, the
prevalence rates were applied to the estimated Medicaid eligible population for
the Sate of Nevada.

1 Utilization Statistics: Utilization statistics for services provided by what was
known formerly as MHD Sfrom the state AVATAR databasevere provided by staff
of DPBH Ultilization statistics for services provided to children through the
Department of Children and Family Services (DCF&me from an internally
developedstateOADT OO OEOI AAq O$AOAOCEDPOEOA 3011 AO
Servicesz Fiscal Year2012.6

Public Document Review i
Public documents such ashe (Consultation Report on RawsofNeal Psychiatric Hospitajo

(levadaDivision of Mental Health and Developmental Services Needs Assessment 2012
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and theQoint Federal Mental Heal and Substance Abuse Block Grant Application 2043

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

A bibliography of all reports reviewed is provided in the AppendicesAdditionally, a

broad based internet scan foresearch, state reports, andJSpublications was conducted

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

approaches and best practices in providing mental health servicesT A 01 HOO . AOAAA
system in contextwith 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 Nevadarelated to behavioral health. The state was preparing for integration efforts
across multiple state departmentsand hosting thebiennial legislative session tasked with
budget passage. Additionally, the state became the targetmfblic scrutiny as a result of
a number of issues related to the care and treatment of behavioral health clients.

IntegrationEfforts

Integration of Mental Health and velopmental ServicesqtMHDS)and the Health Division
into the Division of Public and Behavioral HealtfDPBH)became official on July 1, 2013
However, the development of a cohesive and integrated system is currently aork 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 neeate not reliably
captured.

20132015 Legislative Session

While efforts to integrate had been initiated, the resources necessary to fully launch
integration required passageof the 2013-2015 budget by alegislature that was in session
from February to June 2013. The required presence of Division leadership during the
legislative session furtherimpactedthe ability to move forward with implementation. In
addition, regulationsthat require separatebudgets for SNAMHS, NNAMHS and RCSS
createdinflexibilit y to meet thechangingneeds of the system as a whole.

Public Scrutiny

Beginning in March 2013, and current through the publication of this reportthe State of
Nevadahas faceda 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 exjore the challenges 0/ OGAO OEA UA,
facing the Dvision and its service operations.Included in mental health system has
the Appendix of this reportis a sample of news articles reflected the same cycle
endured by mental healt
that were published during this timeframe. patients themselves,
oscillating between making
Each one of these situations influencethe other, progress and receding into
culminating in a behavioral health crisis that continues to crisis.
unfold. While this report was commissioned prior to the Las Vegas Sun,
unfolding of this crisis, the circumstancedid offered a August 2013
unique and unprecedented opportunity to examine . S

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 significart scrutiny, and yet ready for reform.

Thefollowing section of this report provides a hstorical context with detail of missed
opportunities and strategies other states have employed, as well as lessons learned over
the past 50 years. This current kallenges facing the systemcoupled with the integration

of the Division of Public and Behavioral Health and the implementation of the Affordable
Care Act provides aropportunity for systems reform for Nevada.

pyycd . AOAAABO &EOOOD
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Historical Context

Nevada is one obnly three statesin the nation that serves as the sole source provider for
public behavioral health servicesThe other two states are Alaska and South Carolina.
Historically, this hada tremendous impact on themethod of service deliveryand
influenced how sysems change effortsare 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 spanninthe lastfive decades beginning with the adoption of
the Community Mental Health Act of 1963CMHA), which de-institutionalized mental

health care
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50 Year Retrospective of Behavioral Health in Nevada ¢ 2633

For comparison purposes, a similar tineline for the state of California can be found in Appendix 1.4.

2004: Thom Reilly, County Manager and CEO for Clark County. declared a state of
emergency. While the news might have been startling to the public, the problem had
become chronic and all too familiar to those working in the Nevada public mental
health system. In fact, it had been growing for more than a decade.”

>

1991-92: State mental health budget plummeted
again when the budget was cut by a crippling 12%.°
<

1992: Congress established Substance Abuse and -
Mental Health Services Administration (SAMHSA). ;013:dib;wsog-Neal in Southern
- ts certification
< 2006: A NAMI report identified some of Nevada's g e
‘ . from the Commiss .
1995: Asticle published in the Nevada urgent needs: overflowing emergency rooms, Accreditation. a nonprofit
Public m:mp;:wew traced y T Las V_egas; implementation of oversight agency for hospitals.
deterioration in Nevada mental health evidence besed BN Hees on Act programs, . and is in jeopardy of losing
s i hanadecade @W‘Lﬂmmsovmmﬂﬂymmﬂﬂm federal funding if it fails its next
<>- inspection by the U.S. Centers
of Medicare and Medicaid.

<

1996: National average of state %

; g 2006-07: Assembly Bill (AB) 175 7
e Bidod $12 6 wmillion Tor sweutal health oot sl
a1 ,lCl g ter-bedd 'l crisis services and mental health courts. mmopngfm]:tlx
| with 4.5 beds per 100,000. Affordable Care Act.

1970 2010

2003: The patient to

1983: Facing financial psychiatrist ratio in Nevada 2 Z
exigency. funding cut for was approximately 700:1.° 2013: San Francisco files a class-
mental health services. { action lawsuit against the State of
<> e 3 Nevada alleging that its primary
1979: In one of the very few historic reviews of Late 90s: State mental health services have psychiatric hospital bussed mentally
mental health services in Nevada, a report identified never fully recovered from the precipitous il patients to its city limits.

dechncofﬂremordecade Including a rather
ide delivery structure in which
ﬁxeshtehasbwnthesolepmvxdﬂ'md

three characteristics of Nevada’s system: (1) marked
fluctuations in service capacity: (2) a lack of public

‘Lmd:eth,K B C.. & Gottschalk, S. (2004). Mental Health Problems and Needs in Nevada.

*Pillard, E. (1979). “Nevada’s Treatment of the Mentally I1l, ” Nevada Historical Soaety Quaﬂerly Vol. XXTIL

3Lahren B. (1995). Nevada’s Mental Health System. 1960 to 1994, With R

<}

1999: Olmstead, established a constitutional
mandate to provide mental health treatment to
individuals in the least restrictive environment.*

4State Profile Hi ghhghs (2005). National Association of State Mental Health Program Duectoxs Research
Institute. Inc. (NR) No. 05-08. November 2005.

*Office of Suicide Prevention (2012) Nevada Suicide Prevention Plan 2007-2012. Department of Health and
Human Services.
$"Grading the States: A Report on America’s Health Care System for Serious Mental Illness, ” NAMI (2006)

<>
1998: Division’s name changed to “Mental
Health and Developmental Services.”

"Doughman A. (2013). Decay in Nevada's Mental Health System Goes Beyond Rawson-Neal. Las Vegas Sua.

Figure 3: 50 Year Retrospective of Behavioral Health in Nevada 196 3-2013
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supervision or independent professional review of ! <> -
mmmlhealﬂnptogams and (3) absence of long- primary source of funding for public agencies 2013: Clark County sues Lake’s
term planning 2 delivering mental health services. Population Crossing. Nevada's only facility
P plosion led to a dramatic increase in 3 for criminals who are diagnosed
'1975:Fixstpublicpsychiakichospiﬂ1 consumers needing mental health services. - mmhlly:ll,ﬁrﬁuhngto
in Southern Nevada opened its doors. 2007-11: Staff positions in the state’s AR R

mental health division decreased by 364.”

2007-11: Clark County’s inpatient bed

capacity reduced from 234 beds to 190.
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Over the past 50 yars, many stateseased to serve as thprimary provider of behavioral
health services for persons without insuranceRather, they responded to the CMHA by
shifting funding to local jurisdictions, supporing community-basedservices and over
time, closing institutions due to a lack of demand. Seeppendix 1.4 for an info graphic
that illustrates how a state neighboring Nevaddook a different path following the
adoption of the CMHA of 1963 with different results.

While many states now have aommunity-basedservice delivery systemit took time to
develop with lessons learned along the way. As notdaly the Kaiser Family Foundation

('he history of deinstitutionalizatiorfalls 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. Onlater 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

OEA v00t1d60 xEI T A ET OotHicadt Oumbers@ndAdrEwas a OT Al 1
greater emphasis on rights that secured community integratigrsuch as access to

housing and jobgpg.1).0

As noted in the Kaiser report@earning From History: Deinstitutionalization of People

with Mental lliness As Preursor to LongTerm Care Reforrd | AT U OQUOOAI O | AAA
number of mistakes that impacted their success ide-institutionalizing mentally ill

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

challenged bymany of the sameissues:

1 Housing: Reople with serious mental illness were movedo settings that wereill -
equipped and poorly supported to meet their needs.

1 Essential services: Tie array of supports neecdd to successfullylive independently
in the community wasnot available or provided.

1 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.

1 Resouces:

o State fundspreviously used forstate institutions were not reinvested in
community programs.

o Federal funds forthe community mental health centers program did not
adequately address need
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0 Third-party health insurance policies and public programs, such as
Medicare, limited coverage for the tretment of mental ilness.

With leadership, vision, resources and a strategic approacNevada has an opportunity to
leveragethe lessons learned by other states and to seize tlloment to implement a
public health model forcommunity-basedservices through the integrationof the Division
of Public and Behavioral Health and the implementation of the Affordable Care Act.
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Current Service System

The behavioral healthsystem in Nevada is comprised of federadtate and local resources
that operate under avariety 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 seekinghavioral
health assistance based on services ailable andwhere they are ®ught. The system is
most developed in theurban areasof northern and southern Nevada although more
linkages exist between urban ad rural areas thanin the past

The systemrelies ona variety of providers. For the purpose dthis report, they are
divided into three categories:1) primary service providers, 2) secondary service
providers, and 3) linkage and coordinationefforts. The following section summarizes
each category.A more comprehensive description can be found ithe Appendices.

PrimaryProviders

The primary providers of behavioral health services in Nevada include the public
behavioral health system as operated by DPBIHpn-profit/ community-based
organizations, private practitioners and psychiatric hospitals,and federally qualified
health centers.
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Divisionof Public and Behavioral Health (DPBH)

The most significant primary provider for public behavioral healthservices is DPBH.
Within the Division, there are four service delivery systems operated tprotect, 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
(RCS$ and Lakes Crossing Forensic Facility.

1 NNAMHSs located in Sparks, Nevada, and is a comprehensive, commuriigsed,
behavioral health system for adult consumers. Inpatient services are provided
through Dini-Townsend psychiatric hospital, located on th 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.

1 SNAMHSrovides 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 behawral health center. Inpatient services are
provided through the RawsonrNeal psychiatric hospital on the central SNAMHS
campus. SNAMHS has eight behavioral health clinics serving the community and
rural southern Nevada. SNAMHS provides: Inpatient Servicdglobile Crisis,
Outpatient Counseling, Service Coordination, Intensive Service Coordination,
Medication Clinic, Residential Support Programs, Mental Health Court, and
Programs for Assertive Community Treatment (PACT) Teams.

1 RCS%3as seven full service chics, 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, Lincol@ounty and parts of Nye County. Satellite
Clinics provide all services offered by RCSS. Ssétellite clinics offer many of the
same services with itinerant Clinics providing services less frequently. RCSS is the
only service system within DPBH to provié services to children and adolescents.

1 Lake® Crossings 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 servicginclude clinical assessment,
forensic evaluation and short or longterm 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, norprofit treatment org anizations and government
agencies statewide to provide the substance abuse related services and treatment levels
of care. In state fiscal year 2012013, SAPTA funded 22 treatment organizations
providing services in 68 locations throughout Nevada. Toge#r, 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 maintemce treatment for adults.

Non-Profit CommunitybasedOrganizations
Community -based organizationsprovide behavioral health, substance abuse and eo

occurring disorder counseling and supportive services. @nmunity-based organizations
throughout the state vay in target population, approach, location, and accessibility.
These services are primarily grant fundd and more prevalent inurban areas There are
great differences in the sophistication and the capacity of these providers throughout the
state.

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

Clark Counties.Access to hese serviceoften depends upon medicalinsurance.
Throughout rural Nevada,there is a significant shortage of nental healthprofessionals

Federally Qualified Health Centers (FQHC)

FQHCgrovide services in the most medically underserved areas and/or to the most
medically underserved populations. Nevada is host to a total of 31 FQIdiiics of which
only two offer behavioral health services.

SecondarProviders
Beyond theprimary providers, there are also 4 D
demands placed on a number of other systems 0/ 6AO vx DBAOA.
throughout Nevada that respond to persons with behavioral health disorders

. . . receive treatment outside the
behavioral health issuesSecondary poviders such as :
health care system entirely,

specialty courts, emergency transport, hospital such as through human
emergencyrooms, county law enforcement, primary services programs or the
care practitioners and rural community health and voluntary support network of

selthelp groups and

social service centers often provide services when
needed. While many do not see themselves as
provider s of behavioral heath services and are not  \ _ (Garfield, 2011) J
equipped tofully address the behavioral health
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problems they encounter, they are part of a continuum of services proviiglg access to
care.

A scondary provider that hasbeen impacted most significantly by the behavioral health
needs of its service population is thecriminal justice system,including juvenile, state and
federal correctional facilities. As stated in thereport, Mental lliness and the Criminal
Justice System: Clark County, Nevada

t has become increasingly commoplace 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 psychiatc facilities, as thede facto

institutions responsible fortheca’A 1T £ PAT DI A xEOE 1 AT OAl EI 1T
explanation routinely offered for this dynamic involves the confluence of

deinstitutionalization efforts with the lack of supportive community-based

resources.

Linkages and Coordination Efforts

Nevadahasnumerous boards, commissions, collaborative andworkgroups across the
state that seek toaddress systems improvement foconsumersaccessing behavioral
health services. These entities estaish linkages andpromote 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 haveincluded the Commission on Mental idalth and

$AOGAT T Pi AT OA1 3AOOEAAOh OEA . AOAAA #EEI AOAT 6O
Mental Health Planning Advisory Council, the Multidisciplinary Prevention Advisory

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

Advisory Board, and SAPT&A£ommunity-basedCoalitions.

Another example ofa state-driven effort to create linkages within the Divisionincludes
the 2012 establishment of a statewideQuality Improvement Team (QIT) Theteam
identified special populationssuch as veterans, youth, and persons involved the
criminal justice system,and met regularly to identify special needs and resources
requiring coordination. In 2013, the QT established workgroups for each special
population area and published white pgers to capture and transfer knowledge
throughout the system.
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Local efforts to coordinate services existegionally and
throughout the statein the form of coalitions, work groups, ( )
task forces and alliances. For the most part, they are O Here are models of
population specific anddesignedto identify ways to serve partnerships between law

. h . di d enforcement, courts, the state
consumersin a more comprenensive coor Inated mannet and social services all across

Some seek to implement evidencéased solutions to the state that have worked to
address community problems. The results of these efforts | the benefit of the client. Thes:
can be seen ithe development of newcommunity-based are not always formalized, are

often person or relationkip
dependent and can quickly
evaporate when a person

resources includingcommunity response teams, diversion
programs, andmultidisciplinary transition teams. These

efforts exist on a continuum of formality, ranging from change position, a crisis
partnerships generated from formal operational occurs, or one agency stops
agreements to ad hoc working groupsailaborating on DAOOEAEDAC
short-term issues. Key Informant

The effectiveness of these collaboratins varies. Several

key informants describethat linkagesthroughout the systemon behalf of behavioral
health consumersare largely dependent upon the personal relationship create between
people working within the system.

This complex system of primary and secondary service proders, supported by state and
local coordination efforts, serve a growing population of people needing behavioral health
services. While the service poglation hasgrown, the availability of qualified staff,
sufficient facilities, and resources to supportommunity-basedservicesis insufficient to
meet the demand, resulting in overcrowded emergency rooms, jails filled with mentally ill
persons, and longwaiting lists for all types of services.

Financing Behavioral Health Services
Financing behavioral health serviceshrough DPBHrelies uponthree funding streams
which include:

1. General Fund Revenuesurrently makes up the largest portion of funding to
support public behavioral health services.

2. Grantsboth 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 Pralucts such as Medicare and Medicaidre the smallest
contributor to funding services in their current formation.
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All financial investments made to support DPBH behavioral health services are reporting

annually to the NASMHPD Research Institute, Inc. (NRINRI 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 belowdemonstrates that. AOAAAS O DA O A AabnEsgieAdindba&E AOET OAI
and continues to be significantly lower than the national averagé~oundation, 2013).

PER CAPITA BEHAVIQREALTH

EXPENDITURE FFY04 FFYO05 FFY06 FFYO7 FFYO08 FFY09| FFY10

$ per capita $54 $63 $61 $79 $81 $64 $68
Nevada
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 040

Thefollowing map illustrates how Nevadacompares to the rest of the nabn in per-
person behavioral health spending for FY201@Foundation, 2013).

$36-388

§91-5174

$189-5256

5281-3361

Figure 5: Behavioral Health Spending Across the Nation FY 2010

Exacerbatingthe issue of low spending levels related to behavioral health services, was
OEA EOOOA 1T &£ OEA OCOAAO Ouadyh&dEhis fesulied in E E A
further funding cutsto behavioral health. As noted ilNevada's MHDS 2012 Needs

mf
[T
T
O
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AssessmentNevadaranked fifth of all states with the greatest proportion of cutsto
behavioral health from FY 2009 to 2012(McKnight, 2012). These cuts were also
referencedE T . A Q013 JAidt Block Grant fplication:

O-($3 OO0O&FEZAOAA A O1F OAI AOACAO AAAOAAOA 1T E
biennium and a 13.9% overall decrease in the General Fund appropriationghis

has resulted in a loss of approximately 150 positions Divisiowide. 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 providd A O1 . AOAAAGO AT 1 001 AOO OOAOQA x|
MHDS, Division of Child and Family Services (DCFS) and the Substance Abuse

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

OACAOAET ¢ | AAO@loog Grant BvisiorOof NleAtdl Health and

Developmental Services Substance Abuse Prevention and Treatment Agency,

2013).

During the most current legislative session, Governor Sandoval requested and the
legislature approveda series of new fund to support additional staff within DPBH as well
as additional servicedor consumerssuch as comfort rooms, additional civil and forensic
beds, housing for Nevadans leaving jails and prisorand the requirement of treatment
for co-occurring disorders. While theseadditional investments are welcome
enhancements, they are not tied to a comprehensive strategic plan to confront and
address some of the structural flaws within theexisting service delivery modelsuch as
insufficient resources to fill position,

professional staff, lack of communitybased

programming, lack of housing, and

transportation barriers.

A proactive, strategic plan tamplement 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 cries, and will
likely achieve only shortterm gains.
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