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Introduction

The Nevada Division of Public and Behavioral
Health is responsible for providing public and
mental health services to people living in or
visiting the State. The Division is organized into
four branches: Community Services Branch,
Regulatory and Planning Services Branch,
Clinical Services Branch and Administrative
Services Branch. The Clinical Services Branch
provides statewide inpatient, outpatient, and
community-based public and mental health
services. State employees provide mental health
services, and contract providers deliver
substance use services. Mental health services
are additionally organized by age and
geography. Adults with mental disorders are
treated statewide through the Division of Public
and Behavioral Health. Children with mental
disorders are served through the Division of
Child and Family Services within the populous
urban counties (Washoe, Clark and Carson City)
and the Division of Public and Behavioral
Health across the 14 rural and frontier counties.
Services are supported through Medicaid, the
Nevada General Fund, and Federal grants.
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The Division of Public and Behavioral Health is located within the Nevada Department of
Health and Human Services, under the Executive Branch of the State, and serves as its
Public Health Authority and Mental Health Commissioner. By statute, the Commission on
Behavioral Health is responsible for the following: establishing policies to ensure
development and administration of services for persons with mental illness, persons with
intellectual disabilities and related conditions, and persons with substance use conditions;
reviewing programs and finances of the Division; and providing reports to the Governor
and Legislature regarding the quality of care and treatment provided to individuals with
mental illness, intellectual disabilities, and substance use disorders [Nevada Revised
Statutes (NRS) 433.314].

Historically, the governance structure of Nevada’s behavioral and mental health system
has been centralized at the state level with limited involvement at regional and local levels.
A policy study conducted during 2014 identified Nevada as one of only four states in the
country that directly operates community-based mental health services (Kenny C. Guinn
Center for Policy Priorities, Mental Health Governance: A Review of State Models & Guide
for Nevada Decisions Makers, December, 2014). During that same year, the State began to
consider ways to move from its centralized governance structure to a more localized model
involving regional, county and city entities. A key consideration was a growing recognition
that increasing the State’s responsiveness to the unique needs of individual communities is
crucial.

Nevada’s plan to restructure the governance of its state mental health system is not without
challenges. For example, the numbers of Nevada residents covered by Medicaid benefits
almost doubled when Medicaid coverage was expanded by Governor Brian Sandoval under
the Affordable Care Act (ACA) during 2014, increasing from 351,315 persons in 2013 to
654,442 individuals in 2015 (Woodard and Nevada Division of Health Care Financing and
Policy, 2016). On its face, the increase in numbers of residents covered by Medicaid
benefits is a positive outcome. However, the existing mental health provider network was
not adequate to serve the increase in numbers of individuals covered. As detailed in later
sections in this chapter, the increase in health care coverage appears to have impacted the
frequency with which Nevada residents used health care services, most notably hospital
emergency departments and inpatient facilities. Thus, the dual influences of increased
health care coverage, and limited access to appropriate and optimal mental health services
are reflected in the dramatic increase in residents’ utilization of emergency department
services for a wide range of mental health-related conditions during 2015, after the
expansion of Medicaid during 2014. Also discussed in later sections is the fact that almost
all of the State qualifies as a mental health professional shortage area (Health Resources
and Services Administration, HRSA). Therefore, moving from a primarily centralized or
state control model to a local control model will require accommodation for the shortages
in mental health professionals within communities that lie outside the State’s urban
centers.
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Nevada Residents with Serious Mental Illness and Emotional

Disturbance

Serious mental illness in adults (SMI) and serious emotional disturbance in children (SED)
are accompanied by significant functional impairment and represent debilitating
conditions that are costly in terms of human suffering and societal economic burden. In
the United States, the societal economic burden for schizophrenia alone was estimated at
$155.7 billion for the year 2013, and it included additional excess costs that were associated
with unemployment, productivity loss due to caregiving, and direct health care costs
(Cloutier et al., 2016). It is important to emphasize that this estimate of economic burden
pertains to just one of the disorders included within the serious mental illness diagnosis.
Early intervention services may provide one avenue to mitigate the magnitude of human
suffering, and the extent of economic burden of schizophrenia (Mihalopoulos et al., 2009),
as well as for other serious mental disorders. Providing intervention services to individuals
during the early stages of SMI and SED, and extending those early interventions
throughout the State, including to Nevada’s rural and remote frontier regions, were
adopted as strategic priorities for the next biennium.

Nevada Public Health and the Treatment of Mental Illness in Populations
The following discussion is based on a recent needs assessment conducted by the Bureau of
Behavioral Health Wellness and Prevention within the Nevada Division of Public and
Behavioral Health. A wide range of information sources was examined for the purpose of
identifying service needs and gaps in Nevada’s current behavioral and mental health
system, with a focus on the following vulnerable populations:

e Children with Serious Emotional Disturbance (SED)

e Adults with Serious Mental Illness (SMI)

e Older Adults with Serious Mental Illness (SMI)

e Individuals with SMI or SED in Nevada Rural Population

e Individuals with Early Serious Mental Illness (ESMI)

Inclusion of mental health within public health science and practice is increasingly
recognized as having potential to advance both disciplines (Galea, 2015; Sallis, Owen and
Fotheringham 2000; Williams, Chapman and Lando 2005). The State of Nevada is
developing this paradigm for its population of individuals with SMI and SED through
strategic program planning and evaluation that are data-driven, population-based and
community-targeted. The recent needs assessment was conducted within that integrative
framework. Community psychiatric epidemiology and behavioral health data were
reviewed to distinguish the prevalence of mental disorders in Nevada and nationwide.
When available, county-level prevalence rates were considered to reveal subsets of the
State’s population with particular needs. Rates of persons served by the State’s current
behavioral and mental health system were then evaluated within the context of the
prevalence rates reported for the United States as a whole and for Nevada and its
individual counties. Billing data for hospital emergency room visits related to mental
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health conditions were additionally considered as indicators of SMI and SED that were
either untreated or ineffectively managed. The combined findings indicate the presence of
unmet service needs and gaps within Nevada’s current behavioral and mental health
system, and this information shaped the strategic priorities that were adopted for the next
biennium. A summary of these findings is provided for each of the targeted populations, as
well as a discussion of their significance for Nevada’s current and future public and mental
health system.

Chapter Organization
The discussion provided in this chapter is organized according to the following topics:

Individuals with Serious Mental Illness and Serious Emotional Disturbance
by Age and Region
Individuals with Early Serious Mental Illness
Clinical Staging and Early Interventions for Early Serious Mental Illness
Statewide Planning and Development Focus Groups, April — June 2016
Public Policies Influencing Nevada’s Mental Health System
o Historical Background
o Recent Advances
» Federal Laws
» Nevada State Laws
Behavioral and Mental Health in Nevada, 2017:
Summary and Recommendations
References
Acknowledgements
Competing Interest Statement
Appendix — Community Behavioral Health Resources
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CHILDREN WITH SERIOUS EMOTIONAL DISTURBANCE (SED)

Table 1 shows the population estimates and projections for Nevada’s children aged 17 and
younger by urban, rural and frontier counties for 2010 to 2022 (Griswold, T., et al., 2015;
Griswold, T., et al.,, 2017; Nevada State Demographer’s Office, 2014; Nevada State
Demographer’s Office, 2016). These estimates and projections show steady increases for
this age group in the urban regions and across Nevada as a whole, although diminutions

were observed and anticipated for the combined rural and frontier counties.
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Table 1: Population Estimates and Projections for Nevada’s Residents

Region/ Aged 0 - 17 by County, 2010 to 2022
County

2010 2014 2017 2019 2022
Rural and Frontier
Churchill County 6,128 6,197 5,787 6,819 6,285
Douglas County 9,128 8,730 8,474 8,170 8,575
Elko County 14,306 11,831 12,593 11,212 12,090
Esmeralda County 144 114 105 104 89
Eureka County 475 415 387 417 355
Humboldt County 4,522 4,349 4,379 4,403 4,212
Lander County 1,573 1,433 1,427 1,500 1,380
Lincoln County 1,336 1,015 860 967 803
Lyon County 12,524 12,107 12,037 12,597 10,581
Mineral County 842 920 988 853 899
Nye County 8,622 8,418 8,090 8,129 7,636
Pershing County 1,247 1,200 1,108 1,000 1,149
Storey County 631 544 541 490 668
White Pine County 2,170 2,095 1,889 1,968 1,721
R St 63,648 59,368 58,663 58,629 56,443
Urban
Carson City 11,741 12,639 11,832 12,021 10,867
Clark County 489,207 500,906 517,059 512,497 539,215
Washoe County 99,179 103,464 105,467 109,354 105,197
gi{:?;gegwn 600,127 617,009 634,358 633,872 655,279
Nevada — Total 663,775 676,377 693,021 692,501 711,722

Source: From Griswold, T. et al. (2015; 2017), and based on estimates provided by

Nevada State Demographer’s Office (2014; 2016). Reprinted by permission.
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Rates of Serious Emotional Disturbance (SED) in Nevada’s Children:

An estimated 37,266 children in Nevada suffered from serious emotional disturbance
(SED) during 2015-2016, which represents 11% of the state’s youth population (2016
SAMHSA Uniform Reporting System (URS) Output Tables-Nevada). This estimate is
similar to the 12-month prevalence rate of 8% for SED observed among adolescents aged
13 to 17 who participated in the United States community survey involving parallel
household and school samples (Kessler et al., 2012, National Comorbidity Survey
Replication Adolescent Supplement). It is also comparable to the range of estimates for
major depressive episode (MDE) among adolescents in Nevada and the United States,
obtained by the National Survey on Drug Use and Health (NSDUH), which are shown in
Table 2.

Table 2: Past Year Major Depressive Episode (MDE) Among Adolescents Aged 12-17
in Nevada and the United States: 2010-2011 to 2013-2014

Years 2010-2011 2011-2012 2012-2013 2013-2014
Nevada 8.6% 8.5% 9.6% 11.6%
United States 8.1% 8.7% 9.9% 11.0%

Source: Substance Abuse and Mental Health Services Administration. Behavioral Health
Barometer: Nevada, 2015. HHS Publication No. SMA-16-Baro-2015-NV. Rockville, MD:
Substance Abuse and Mental Health Services Administration, 2015. Reprinted by permission.

Findings from this national study indicate that approximately 26,000 adolescents in
Nevada (11.6% of all adolescents) per year in 2013-2014 experienced at least one major
depressive episode during the year before being surveyed. The rate for adolescents in
Nevada was similar to the national percentage observed for that same survey period.
Importantly, the percentage experiencing at least one major depressive episode during
each survey period increased from 2010-2011 to 2013-2014.

Rates of Health Risk Behaviors in Nevada’s Children

The Youth Risk Behavior Surveillance System (YRBSS) monitors health behaviors among
youth and young adults to evaluate the success of public health efforts directed to protect
and enhance the wellbeing of these individuals nationwide. YRBSS includes a school-
based survey, the Youth Risk Behavior Survey (YRBS), which is conducted by the Centers
for Disease Control and Prevention (CDC) and state and local education and health
agencies to collect population-based data on health behaviors of interest. This section
summarizes findings concerning the emotional health of Nevada’s youth who were
surveyed for the 2015 YRBS from February 2015 through May 2015.

Emotional Health Profile of Nevada’s High School Students

(Grades 9-12), 2015

Tables 3 - 4 summarize responses among Nevada’s High School students (Grades 9 —12) to
questions about their emotional health and suicide-related thoughts and behaviors that
occurred during the 12 months before they participated in the 2015 Nevada High School
Youth Risk Behavior Survey. Overall rates for United States High School students are

provided as a comparison. Results indicate that Nevada’s youth experienced disturbances
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to their emotional health during the 12 months before their participation in the survey, and
these disturbances included symptoms of depression and suicide attempts.

Psychological Distress and Suicide Attempts among Nevada’s Adolescents,
2015

Two patterns emerged from the results of the 2015 Nevada High School Youth Risk
Behavior Survey (Table 3 and Table 4) that are informative about the emotional health of
Nevada’s High School Students and that indicate the presence of service gaps within the
state’s current behavioral health system. The first pattern concerns the proportion of
Nevada’s high school students (33%) who reported experiencing the hallmark symptoms
of a major depressive episode during the 12 months before the survey—*“feeling sad or
hopeless almost every day for two or more weeks so that they stopped doing some usual
activities.” The proportion of Nevada’s youth who experienced this mood disturbance was
elevated compared to the proportion of high school students in the United States as a
whole (30%), although this group difference did not reach statistical significance.
Moreover, 22% of Nevada’s adolescents reported having intentionally cut or burned
themselves without wanting to die during the 12 months before the survey.

Thus, converging evidence suggests the presence of emotional disturbance and disability
for adolescents in Nevada, as well as nationwide, with 12-month prevalence estimates
ranging from 8% (national samples) and 9-13% (2016 SAMHSA Uniform Reporting
System (URS) Output Tables-Nevada) for serious emotional disturbance (SED), and 8-11%
for major depressive episode (MDE) (SAMHSA, NSDUH samples). Moreover, the
hallmark symptoms of a major depressive episode were reported by one third of Nevada’s
adolescents, which was similar to the national rate. This latter finding is suggestive of
levels of psychological distress that are more pervasive in this age cohort than would be
expected based on the established 12-month prevalence estimates for serious emotional
disturbance (SED) and major depressive episode (MDE).

The second pattern evident from the 2015 Nevada High School Youth Risk Behavior
Survey involves a heightened risk of injury and death through suicide attempts made
during the year before they participated in the survey. As reflected in Table 3,
approximately 11% of Nevada’s high school students reported having engaged in one or
more suicide attempts during the 12 months before the survey, compared to 9% of US high
school students. Importantly, that difference between the proportions for Nevada and US
adolescents was statistically significant (p=0.03). Table 4a and Table 4b provide a
detailed profile of this subgroup of Nevada’s adolescents by sex, age, grade and
race/ethnicity (Table 3a), and by region (Table 3b). Results show the greatest numbers of
suicide attempts during the prior 12 months occurred for females, students in the gth and
10th grades, American Indians/Alaskan Natives, and for students living in rural and
frontier counties.
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Table 3: Summary of Emotional Health during the past 12 months, Nevada High School Students, 2015
(Adapted from: Youth Risk Behavior Surveillance System, 2015 High School Youth Risk Behavior Survey 8)

Question Nevada 2015 United States 2015 p- Nevada United No
value 2015 States difference
more likely 2015 (NV =US)
than more likely
United than
States Nevada
2015 2015

Felt sad or hopeless?
(almost every day for 2 or
more weeks in a row so that
they stopped doing some usual 32.7 (30.0-35.6) 29.9 (28.0-31.8) 0.09 o
activities during the 12 mos
before the survey) §

Intentionally cut or burned
themselves without wanting
to die? (one or more times 215 (19.9-23.0) ~
during the 12 mos before the
survey) t

Seriously considered
attempting suicide?

(during the 12 mos before the 17.2 (14.8-20.0) 17.7 (16.7-18.8) | 0.71 o
survey) §
Made a plan about how they
PN
would attempt suicide 158 (138-18.1) | 14.6(134-158) | 0.31 o

(during the 12 mos before the
survey) 8

Attempted suicide? (one or
more times during the 12 mos 10.7 (9.1-12.6) 8.6 (7.6-9.6) 0.03 (o)
before the survey) §

Attempted suicide that
resulted in an injury,
poisoning, or overdose that

had to be treated by a doctor 28(20-3.7) 28(22-35) 0.98 °
or nurse (during the 12 mos
before the survey) §

Footnotes: I Percentage, 95% confidence interval, — Data not available; ~ = P-value not available

8 Accessed from Application URL on June 5, 2017:
https://nccd.cdc.gov/youthonline/App/Results.aspx?TT=G&OUT=0&SID=HS&QID=QQ&LID=NV&YID=2015&LID
2=XX&Y1D2=2015&COL=T&ROW1=N&ROW?2=N&HT=QQ&LCT=LL&FS=S1&FR=R1&FG=G1&FI=I1&FP=P1
&FSL=S1&FRL=R1&FGL=G1&FIL=I11&FPL=P1&PV=&TST=True&C1=NV2015&C2=XX2015&QP=G&DP=1&V
A=CI&CS=N&SYID=&EYID=&SC=DEFAULT&SO=ASC

+ Source: Lensch T, Baxa A, Zhang F, Gay C, Larson S, Clements-Nolle K, Yang W. State of Nevada,
Division of Public and Behavioral Health and the University of Nevada Reno. 2015 Nevada High School
Youth Risk Behavior Survey (YRBS), Table 32, p. 36.
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Table 4a: Percentage of high school students who attempted suicide 2 by sex, age, grade and race/ethnicity
Nevada, Youth Risk Behavior Survey, 2015 §

Yes No
NP %° [Cl(95%) ¢ N % Cl (95%)

Overall Total |Total 488 9.8% | (8.7-10.9) 3928 90.2% |(89.1-91.3)
Sex Female 308 11.7% (10.0-13.4)

Male 176 7.8%| (6.4-9.3)
Age 14 years old or 61 9.6% | (6.7-12.6)

younger

15 years old 148 11.6%| (9.4-13.8)

16 years old 134 10.0%| (7.7-12.4)

17 years old 110 9.9%| (7.8-12.0)

if‘ dﬁars old or 34 57| (3.2-8.3)
Grade 9" grade 159 11.4% ]| (9.1-13.7)

10™ grade 136 11.3% | (8.9-13.7)

11 grade 115 8.8% | (6.7-11.0)

12" grade 70 7.5%| (5.6-9.3)
Race/Ethnicity |[American

Indian/Alaska 10 16.5% | (5.2-27.9)

Native

Asian 19 8.0% | (3.8-12.2)

Black 21 8.0% | (4.1-11.9)

Native

Hawaiian/Pacific 9 9.5%| (2.4-16.6)

Islander

White 173 8.4%| (6.6-10.1)

Hispanic/Latino 210 11.4%| (9.6-13.2)

Footnotes:

2 Attempted suicide one or more times during the 12 months before the survey.
b Sample size in the total and subgroups may differ due to missing data.
¢ Weighted row percent

d Percentage, 95% confidence interval

8 Adapted from: Lensch T, Baxa A, Zhang F, Gay C, Larson S, Clements-Nolle K, Yang W. State of
Nevada, Division of Public and Behavioral Health and the University of Nevada Reno. 2015 Nevada High

School Youth Risk Behavior Survey (YRBS), Table 30, p. 34.
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Table 4b: Percentage of high school students who attempted suicide ? by region
Nevada, Youth Risk Behavior Survey, 2015 §

Yes No
N b %° | CI(95%)¢ N % | C.I (95%)
OTVg{;‘I" Total 488 9.8%| (8.7-10.9) 3928  90.2% | (89.1-91.3)

Region |Carson City and
Douglas

Elko, White Pine
and Eureka

Churchill,
Humboldt, Pershing 26 8.3%| (3.0-13.5)
and Lander

35| 11.7%] (3.1-20.4)

37|  11.4%| (7.0-15.9)

Lyon, Mineral and 25| 12.8%| (7.9-17.6)

Storey

Nye and Lincoln 52 14.9%| (11.4-18.4)

Washoe 119 11.7%| (9.0-14.4)

Clark 194 9.2%| (7.8-10.5)
Footnotes:

2 Attempted suicide one or more times during the 12 months before the survey.

b Sample size in the total and subgroups may differ due to missing data.

¢ Weighted row percent

d Percentage, 95% confidence interval

§ Adapted from: Lensch T, Baxa A, Zhang F, Gay C, Larson S, Clements-Nolle K, Yang W. State of
Nevada, Division of Public and Behavioral Health and the University of Nevada Reno. 2015 Nevada High
School Youth Risk Behavior Survey (YRBS), Table 30, p. 34.
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Suicide Attempts with Injuries and Medical Intervention among Nevada’s
Youth, 2015

The 2015 Nevada High School Youth Risk Behavior Survey results determined that 3% of
Nevada’s high school students reported having made suicide attempts that resulted in
injury, poisoning or overdose, and that required treatment from a doctor or nurse. The
national rate for suicide attempts that resulted in medical intervention did not differ from
Nevada’s rate. Thus, Nevada’s adolescents were more likely to report a suicide attempt
during the 12 months before participating in the survey, compared to US adolescents as a
whole, but this group effect did not hold for attempts that required treatment from a
medical professional.

Tables 5a — 5g show the frequencies of suicide related injuries among Nevada’s residents
who were treated during emergency department visits from February 1, 2014 to May 31,
2015. Frequencies represent numbers of injuries that are reported by external cause of
injury (methods of self-injury), age and region. Age is distinguished among children
younger than 14, adolescents aged 14 to 19, and adults aged 20 and older. The most
frequently used methods for these attempts statewide were self-inflicted poisoning by solid
or liquid substances and self-inflicted injury by cutting and piercing instrument. These
most common methods were observed across all urban and rural regions of the state.

Tables 5a — 5e: Rural and Frontier Counties

Table 5a: Carson City & Douglas County
Suicide Attempts: External Cause of Injury, Emergency Room Visits by Age, 02/01/2014-5/31/2015

Age during

Emergency Room Visit

<14 14-19 20+

f f f
Solid or Liquid Substance 3 33 38
Gases in Domestic Use 0 0 0
Other Gases and Vapors 0 1 0
Hanging, Strangulation or Suffocation | 0 1 4
Submersion [Drowning] 0 0 0
Firearms, Air Guns or Explosives 0 0 1
Cutting and Piercing Instrument 1 18 44
Jumping from High Place 0 0 0
Other and Unspecified Means 0 5 9

Source: Hospital Emergency Room Discharge, Nevada Division of Public and Behavioral Health,
Office of Public Informatics and Epidemiology, June 2017

*Categories are not mutually exclusive.
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Table 5b: Elko County, White Pine County, Eureka County

Suicide Attempts: External Cause of Injury, Emergency Room Visits by Age, 02/01/2014-5/31/2015

Age during

Emergency Room Visit

<14 14-19 20+

f f f
Solid or Liquid Substance 1 19 45
Gases in Domestic Use 0 0 0
Other Gases and Vapors 0 0 1
Hanging, Strangulation or Suffocation | 0 1 1
Submersion [Drowning] 0 0 0
Firearms, Air Guns or Explosives 0 1 1
Cutting and Piercing Instrument 0 7 16
Jumping from High Place 0 0 0
Other and Unspecified Means 1 1 4

Source: Hospital Emergency Room Discharge, Nevada Division of Public and Behavioral Health,
Office of Public Informatics and Epidemiology, June 2017

*Categories are not mutually exclusive.

Table 5¢: Churchill County, Humboldt County, Pershing County, Lander County

Suicide Attempts: External Cause of Injury, Emergency Room Visits by Age, 02/01/2014-5/31/2015

Age during

Emergency Room Visit

<14 14-19 20+

f f f
Solid or Liquid Substance 5 17 52
Gases in Domestic Use 0 0 0
Other Gases and Vapors 0 1 0
Hanging, Strangulation or Suffocation | 0 3 5
Submersion [Drowning] 0 0 0
Firearms, Air Guns or Explosives 0 0 3
Cutting and Piercing Instrument 1 10 21
Jumping from High Place 0 0 0
Other and Unspecified Means 0 2 6

Source: Hospital Emergency Room Discharge, Nevada Division of Public and Behavioral Health,
Office of Public Informatics and Epidemiology, June 2017

*Categories are not mutually exclusive.
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Table 5d: Lyon County, Mineral County, Storey County
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Suicide Attempts: External Cause of Injury, Emergency Room Visits by Age, 02/01/2014-5/31/2015

Age during

Emergency Room Visit

<14 14-19 20+

f f f
Solid or Liquid Substance 5 10 23
Gases in Domestic Use 0 0 0
Other Gases and Vapors 0 0 0
Hanging, Strangulation or Suffocation | 0 0 2
Submersion [Drowning] 0 0 0
Firearms, Air Guns or Explosives 0 0 0
Cutting and Piercing Instrument 0 13 15
Jumping from High Place 0 0 0
Other and Unspecified Means 2 0 6

Source: Hospital Emergency Room Discharge, Nevada Division of Public and Behavioral Health,
Office of Public Informatics and Epidemiology, June 2017

*Categories are not mutually exclusive.

Table 5e: Nye County & Lincoln County

Suicide Attempts: External Cause of Injury, Emergency Room Visits by Age, 02/01/2014-5/31/2015

Age during

Emergency Room Visit

<14 14-19 20+

f f f
Solid or Liquid Substance 2 21 68
Gases in Domestic Use 0 0 0
Other Gases and Vapors 0 0 1
Hanging, Strangulation or Suffocation | 0 0 3
Submersion [Drowning] 0 0 0
Firearms, Air Guns or Explosives 0 0 1
Cutting and Piercing Instrument 5 19 27
Jumping from High Place 0 0 0
Other and Unspecified Means 0 5 14

Source: Hospital Emergency Room Discharge, Nevada Division of Public and Behavioral Health,
Office of Public Informatics and Epidemiology, June 2017

*Categories are not mutually exclusive.
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Tables 5f — 5g: Urban Counties

Table 5f: Washoe County
Suicide Attempts: External Cause of Injury, Emergency Room Visits by Age, 02/01/2014-5/31/2015

Age during

Emergency Room Visit

<14 14-19 20+

f f f
Solid or Liquid Substance 10 130 352
Gases in Domestic Use 0 0 0
Other Gases and Vapors 0 0 1
Hanging, Strangulation or Suffocation | 0 7 8
Submersion [Drowning] 0 0 0
Firearms, Air Guns or Explosives 0 0 6
Cutting and Piercing Instrument 5 39 231
Jumping from High Place 0 0 3
Other and Unspecified Means 2 17 44

Source: Hospital Emergency Room Discharge, Nevada Division of Public and Behavioral Health,
Office of Public Informatics and Epidemiology, June 2017

*Categories are not mutually exclusive.

Table 5g: Clark County
Suicide Attempts: External Cause of Injury, Emergency Room Visits by Age, 02/01/2014-5/31/2015

Age during

Emergency Room Visit

<14 14-19 20+

f f f
Solid or Liquid Substance 49 381 1437
Gases in Domestic Use 0 0 2
Other Gases and Vapors 0 3 15
Hanging, Strangulation or Suffocation | 6 21 66
Submersion [Drowning] 0 0 1
Firearms, Air Guns or Explosives 0 1 30
Cutting and Piercing Instrument 41 229 631
Jumping from High Place 0 2 17
Other and Unspecified Means 11 64 236

Source: Hospital Emergency Room Discharge, Nevada Division of Public and Behavioral Health,
Office of Public Informatics and Epidemiology, June 2017
*Categories are not mutually exclusive.
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Emotional Health Profile of Nevada’s Middle School Students (Grades 6-8)
Table 6 summarizes the results from the 2015 Nevada Middle School Youth Risk Behavior
Survey (Grades 6-8). Because not all states conduct the Middle School Youth Risk
Behavior Survey (YRBS), a representative national sample is not available for comparison.
Results show that more than 30% of Nevada’s Middle School students reported
experiencing depressed mood every day for two or more weeks in a row and reduced
involvement in their typical activities. This rate is numerically comparable to the
proportion of Nevada’s High School students who reported this mood disturbance.
Suicidal thoughts and behaviors reported by Nevada Middle School students ranged from
suicidal ideation and suicide planning to attempted suicide, and the proportions of Middle
School students in each of these categories paralleled the proportions observed for the
older state and national High School samples. Importantly, 20% of Nevada’s Middle
School students reported having engaged in intentionally injuring themselves without
wanting to die, which is similar to the proportion of Nevada’s High School students
reporting those behaviors.

Table 6: Summary of Emotional Health, Nevada Middle School Students, 2015

(Adapted from: Youth Risk Behavior Surveillance System, 2015 High School Youth Risk Behavior
Survey 8)

Nevada Middle School Students

Question (Grades 6-8)

Felt sad or hopeless.
(almost every day for 2 or more weeks in a row so that they stopped 31.4(29.0-33.7) £
doing some usual activities)

Ever seriously considered Killing themselves. 22.9 (21.2-24.6)
Ever made a plan about how they would kill themselves. 13.4 (12.1-14.8)
Ever tried Killing themselves. 8.7 (7.5-9.8)

Ever done something to purposely hurt themselves without wanting

to die, such as cutting or burning themselves on purpose. 20.2 (18.5-21.9)

Footnote: f Weighted percentage, 95% confidence interval

8 Adapted from: Lensch T, Baxa A, Zhang F, Gay C, Larson S, Clements-Nolle K, Yang W. State of
Nevada, Division of Public and Behavioral Health and the University of Nevada Reno. 2015 Nevada Middle
School Youth Risk Behavior Survey (YRBS), Tables 21-25, pp. 24-28.
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Summary

Results from the recent 2015 National Survey on Drug Use and Health and the 2015
Nevada High School Youth Risk Behavior Survey indicate that the health and wellbeing
are compromised for a significant proportion of Nevada’s children and adolescents. In
combination, these findings raise important questions about the services that were
available to these young persons. There are also questions about the causal factors
underlying those suicide attempts and deliberate acts of self-harm that did not necessarily
result in medical intervention. What was the severity of their distress, and the degree of
their suicide risk and self-injury? It is possible that the acuity of psychological distress and
the lethality of suicidal behaviors were low to moderate, and that each resolved without
attracting much attention. However, it is also possible that in the absence of effective
mental health intervention such psychological distress and ‘silent’ suicide attempts may
escalate in syndromal distinctiveness and severity and in risk for injury and death.
Providing appropriate and optimal interventions to such individuals will require a range of
service capacities, including the accurate identification of diagnostic sub-populations.

Access to Services for Nevada’s Children with Serious Emotional

Disturbance (SED)

Services Provided by the Nevada State Mental Health Authority (SMHA)

An estimated 37,266 children in Nevada suffered from serious emotional disturbance
(SED) during 2015-2016, which represents 11% of the state’s youth population (2016
Substance Abuse and Mental Health Services Administration, Uniform Reporting System
Output Tables-Nevada). Based on the National Outcomes Measures for this period, 3,035
children with serious emotional disturbance (SED) were served by Nevada’s State Mental
Health Authority, which represents eight percent (8%) of the estimated services need for
this population. Service penetration rates are presented below for Nevada’s children aged
0-17, and the national rates are provided as a comparison.

Table 7: Children with SED served by the Nevada State Mental Health Authority (SMHA)
by Age, FY 2016

Total Served Penetration Rates
(per 1,000 population)
Age Nevada us
(yrs)
n % n % Nevada us
Total Served
(all ages 13,435 100.0% 4,979,257 100.0% 4.6 15.3
combined)
0-12 yrs 1,404 10.5% 769,252 15.4% 2.9 14.6
13-17 yrs 1,631 12.1% 639,492 12.8% 8.7 30.6

Source: 2016 Substance Abuse and Mental Health Services Administration Uniform Reporting
System (URS) Output Tables — Nevada. Reprinted by permission.
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Division of Child and Family Services (DCFS), within the Nevada Department of Health
and Human Services (DHHS), reported serving 2,486 children with SED during 2015-
2016. Of the 3,035 children with SED who were served by the State Mental Health
Authority, an estimated 652 were provided care in Nevada’s rural communities through the
Division of Public and Behavioral Health (DPBH) Rural Clinics for Mental Health Services.
These services include patient assessments in the rural hospitals and direct care services at
each of 16 Rural Clinic locations.

Treatment for Depression Among Nevada’s Adolescents with Major Depressive Episode,
Aged 12-17.

As summarized in the previous section, recent data reported from the National Survey on
Drug Use and Health (NSDUH) indicate that approximately 26,000 adolescents in Nevada
(11.6% of all

Figure 1: Past Year Treatment for Depression adolescents in the
Adolescents Aged 12-17 state), per year in

with Major Depressive Episode in Nevada 2013-2014,
experienced at least
one Major

Depressive Episode
(MDE) during the
year before being
OReceived Treatment for surveyed. Nevada’s
Depression percentage of
DO Did Not Receive Treatment for adolescents

Depression experiencing MDE
was similar to the
national percentage
for that period.
Importantly, as
shown in Figure 1,

Source: Substance Abuse and Mental Health Services Administration. Behavioral Health
Barometer: Nevada, 2015. HHS Publication No. SMA-16-Baro-2015-NV. Rockville, MD:
Substance Abuse and Mental Health Services Administration, 2015. Reprinted by permission.

almost one-third of Nevada’s adolescents with MDE received treatment for depression
(Annual Average, 2010-2014: 31.4%), which was similar to the national rate (Annual
Average, 2010-2014: 38.6%).

Hospital Emergency Room Visits for Mental Health Conditions Among
Nevada’s Youth, Aged 17 and Younger

Limited access to community-based mental health services contributes to over-utilization
of hospital emergency departments. Billing data for hospital emergency room visits related
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to mental health conditions were examined as indicators of serious emotional disturbance
(SED) that was either untreated or ineffectively managed. Table 8 provides the
frequencies of emergency room visits by mental health conditions in four domains: mental
disorder categories (mood, anxiety, psychosis); suicidal behaviors (tendencies and
ideation); suicide attempts by method; and substance use disorders (alcohol and other
drugs). Condition frequencies are based on emergency room billing codes compiled by
University of Nevada, Las Vegas, Center for Health Information Analysis (CHIA). Data are
based on visits, not patients, with any single individual potentially representing multiple
visits.

Depression, drug-related conditions, suicidal ideation and anxiety were the most frequent
mental health conditions diagnosed for Nevada youth who presented to emergency rooms
in Nevada hospitals from 2009 to 2014. Suicide conditions (n=8,896 visits) accounted for
39% of all emergency room visits over that six-year period for individuals aged 17 and
younger. Suicide attempts, combined across methods (n=2,989 visits), represented 13% of
all emergency room visits. Suicidal tendencies and ideation (n=5,907 visits) accounted for
26% of all visits. One-third (34%) of the suicide condition visits involved suicide attempts.

Table 8: Select Mental Health Related Emergency Room Visits by Gender, Aged 17 and Younger,
Nevada Residents, 2009-2014
Condition Female Male Unknown Total
N Row % N Row% N Row %

Anxiety 2,668 65.1% 1,428 349% 0 0.0% 4,096
Depression 4,294 66.2% 2,197 338% 0 0.0% 6,491
Bipolar 1,243 49.8% 1,252 502% 0 0.0% 2,495
PTSD 270 57.6% 199 424% 0 0.0% 469
Schizophrenia 202 493% 208 50.7% 0 0.0% 410
Suicidal Tendencies 877 66.7% 437 33.3% 0 0.0% 1,314
Suicidal Ideation 2,767 60.2% 1,826 39.8% 0 0.0% 4,593
Alcohol Related 1,501 47.1% 1,687 529% 0 0.0% 3,188
Other Drug Related 3,394 529% 3,018 47.1% 1 0.0% 6,413
Suicide Attempt- Solid or Liquid 1,334 77.7% 382 223% 0 0.0% 1,716
Suicide Attempt- Gases in Domestic Use 0 0.0% 1 100.0% 0 0.0% 1
Suicide Attempt- Other Gases and Vapors 5 357% 9 643% 0 0.0% 14
Suicide Attempt- Hanging, Strangulation, Suffocation 43 46.7% 49 533% 0 0.0% 92
Suicide Attempt- Cutting & Piercing Instrument 642 73.2% 235 26.8% 0 0.0% 877
Suicide Attempt- Firearms, Air Guns, Explosives 2 20.0% 8 80.0% 0 0.0% 10
Suicide Attempt- Jumping from High Place 8 66.7% 4 333% 0 0.0% 12
Suicide Attempt- Drowning 2 100.0% O 0.0% 0 0.0% 2
Suicide Attempt- Other Unspecified Means 104 39.2% 161 60.8% 0 0.0% 265
Total Behavioral Health Visits* 13,012 56.9% 9,851 43.1% 1 0.0% 22,864

Source: Hospital Emergency Room Discharge, Nevada Division of Public and Behavioral Health,
Office of Public Informatics and Epidemiology, June 2017

* Categories are not mutually exclusive.
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MEDICAID Expansion under the Affordable Care Act (ACA) and Health

Services Utilization

Health care financing plays a significant role in the frequency and type of health services
that people use. Equally important is the availability and quality of health care services.
Both factors are clearly reflected in the patterns of health services utilization observed
among Nevada residents. Firstly, the numbers of Nevada residents covered by Medicaid
benefits almost doubled when the state expanded Medicaid coverage in 2014 by Governor
Brian Sandoval under the Affordable Care Act (ACA), increasing from 351,315 persons in
2013 to 654,442 individuals in 2015. Secondly, as reflected in Table 9, this increase in
health care coverage appears to have impacted the frequency with which Nevada residents
used health care services, most notably inpatient facilities and hospital emergency
departments. Thus, the dual influences of increased health care coverage and limited
access to appropriate and optimal services are demonstrated in the utilization of
Emergency Department Services for a wide range of mental health-related conditions from
2009 to 2014, shown in Table 8, and the dramatic increase in emergency room visits in
2015 after Medicaid expansion in 2014, shown in Table 9.

Table 9: Medicaid Managed Care Organizations (MCO) and Fee-for-Service (FFS)
Utilization, 2015

MCO and FFS Utilization: Percent Change from Calendar Years 2013 — 2015

Provider/Service 2013 2015 % Change
Type

MCO

Inpatient 441 6,626 93%
Outpatient 588,868 1,482,972 60%
Emergency Room 9,014 48,784 82%
Visits

FFS

Inpatient 4,656 8,645 46%
Outpatient 2,197,658 2,474,380 11%
Emergency Room 6,298 12,019 48%
Visits

Source: S. Woodard and Nevada Division of Health Care Financing and Policy (2016a)

MEDICAID Reimbursements for Behavioral Health Services, 2015: Youth
Aged 0-17 years

Table 10 provides the demographic characteristics for individuals aged 17 and younger
with one or more behavioral health procedure codes or diagnosis codes during calendar
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year (CY) 2015, which were reimbursed through Medicaid Fee-for-Service (FFS) or
Managed Care Organization (MCO) (adapted from S. Woodard and Nevada Division of
Health Care Financing and Policy, 2016). Medicaid Fee-for-Service (FFS) subsidized
services provided by the state mental health system, as well as services delivered by the
private provider community. Services delivered by private providers were additionally

reimbursed through Medicaid Managed Care (MCO) organizations.

Table 10: Medicaid Fee-For-Service and Managed Care, 2015

Calendar Year 2015

Age Group

Individuals Aged 17 years and younger with one or more behavioral health procedure or diagnosis code

Fee-For-Service Demographics, 2015

Aged 0-17 years (n=61,457 unique individuals)

Age Group

Sex Male 34,383 56%
Female 27,164 44%

Region Clark 36,024 59%
Washoe 7,743 13%
All Other Counties 17,780 29%

Race/Ethnicity White, non-Hispanic 23,838 39%
Black, non-Hispanic 10,158 17%
Hispanic 20,409 33%
American Indian/Native 1,463 2%
American
Asian, non-Hispanic 1,315 2%
Other/Unknown 4,364 7%

Managed Care Demographics, 2015

Aged 0-17 years (n=229,175 unique individuals)

Sex Male 116,030 51%
Female 113,145 49%

Region Clark 196,336 86%
Washoe 32,827 14%
All Other Counties 12 <1%

Race/Ethnicity White, non-Hispanic 51,013 22%
Black, non-Hispanic 42,868 19%
Hispanic 106,501 46%
American Indian/Native 1,923 1%
American
Asian, non-Hispanic 8,378 4%
Other/Unknown 18,492 8%

|
Source: Adapted from S. Woodard and Nevada Division of Health Care Financing and Policy,

2016a.
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Access to Licensed Mental Health Care Specialists in Nevada
Table 11 presents the numbers of specialty mental health professionals by county who held
current licenses in 2016 that were recognized by the State of Nevada Boards of Examiners
for their respective disciplines, including psychiatry, psychology, and social work.

Table 11: Distribution of Licensed Mental Health Care Specialists in Nevada by County, 2016

Region/County

Licensed Psychiatrists *

Licensed Psychologists 2

Licensed Clinical Social
Workers (LCSW) 3

Number

Number

Number
Number per 100_,000 Number per 100_,000 Number per 100,000
population population population

Rural and Frontier
Churchill County 0 0.0 1 3.9 4 15.4
Douglas County 1 2.1 5 10.4 8 16.7
Elko County 0 0.0 0 0.0 6 10.8
Esmeralda County 0 0.0 0 0.0 0 0.0
Eureka County 0 0.0 0 0.0 0 0.0
Humboldt County 0 0.0 0 0.0 4 21.6
Lander County 0 0.0 0 0.0 2 29.5
Lincoln County 0 0.0 0 0.0 3 58.3
Lyon County 0 0.0 4 7.4 6 111
Mineral County 0 0.0 0 0.0 0 0.0
Nye County 0 0.0 2 4.4 5 11.0
Pershing County 0 0.0 0 0.0 0 0.0
Storey County 0 0.0 0 0.0 0 0.0
White Pine County 0 0.0 0 0.0 3 28.9
Rural and Frontier
Subtotal 1 0.1 12 4.2 41 14.3
Urban
Carson City 4 7.3 17 30.8 30 54.4
Clark County 120 5.6 215 10.3 459 22.0
Washoe County 65 11.8 146 324 168 37.3
Urban Subtotal 189 7.1 378 145 657 25.1
Nevada — Total 190 6.8 390 134 698 24.0

Source:

(January 2017). Reprinted by permission.

! Nevada State Board of Medical Examiners, 2016; 2 Nevada State Board of Psychological
Examiners, 2016; 2 State of Nevada Board of Examiners for Social Workers, 2016

From Griswold et al., Nevada Rural and Frontier Health Data Book — Eighth Edition
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Map 1: Licensed Psychiatrists in Nevada per 100,000 Population by County, 2016

Licensed Psychiatrists in Nevada
per 100,000 Population
by County, 2016
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Map 2: Licensed Psychologists in Nevada per 100,000 Population by County, 2016

Licensed Psychologists in Nevada
per 100,000 Population
by County, 2016
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Map 3: Licensed Clinical Social Workers per 100,000 Population by County, 2016

Licensed Clinical Social Workers (LCSW)
in Nevada per 100,000 Population
by County, 2016
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Summary

Access to Services for Nevada’s Children (aged 0-17). Access to services is a complex
issue. A critical factor for Nevada is that almost all the state qualifies as a mental health
professional shortage area (Health Resources and Services Administration, HRSA), with
the only exception being Las Vegas in Clark County (Griswold et al., 2017, Map 5.3, p. 148).
This circumstance is reflected in Table 11, which indicates overall rates of 6.8 psychiatrists,
13.4 psychologists and 24 clinical social workers per 100,000 population. However, access
to services becomes even more challenging for Nevada’s children living in the remote and
less densely populated regions of the state, with less than 1 psychiatrist, 4.2 psychologists,
and 14.3 clinical social workers per 100,000 population for all rural and frontier counties
combined. Equally important for those children is the reduced availability of managed
care providers outside the urban counties of Washoe and Clark. As reflected in the
behavioral health services data presented in Table 10, the proportion of rural and frontier
residents aged 0-17 that received Medicaid Fee-For-Service (FFS) was intermediate
between the rates of children receiving Medicaid FFS and living in the urban counties of
Washoe and Clark. Medicaid FFS subsidizes services that are provided by the State mental
health system, as well as services delivered by the private provider community. Table 10
also shows that 229,175 unique individuals aged 0—17 were served by Medicaid managed
care organizations (MCOs) during calendar year 2015. However, less than one percent of
the individuals receiving Medicaid MCO services was residing in the rural and frontier
counties. Medicaid MCO reimbursement supports services that are delivered by the
private provider community.
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ADULTS WITH SERIOUS MENTAL ILLNESS (SMI)

Table 12 shows the population estimates and projections for Nevada’s residents aged 18 to
64 by urban and rural counties and regions for 2010 to 2022 (Griswold, T., et al., 2015;
Griswold, T., et al.,, 2017; Nevada State Demographer’s Office, 2014; Nevada State
Demographer’s Office, 2016). Population estimates and projections reflect steady growth
for this age group and the State as a whole, but with some variability in the combined rural
and frontier counties.

Table 12: Population Estimates and Projections for Nevada Residents

Region/County Aged 18 - 64 by County, 2010 to 2022

2010 2014 2017 2019 2022
Rural and Frontier
Churchill County 14,652 15,289 15,563 15,771 16,062
Douglas County 27,877 27,639 27,362 26,481 26,851
Elko County 30,886 35,855 32,827 37,759 30,815
Esmeralda County 428 529 626 698 566
Eureka County 1,239 1,312 1,239 1,327 1,169
Humboldt County 10,489 11,491 10,119 11,814 8,543
Lander County 3,570 4,355 4,069 4,199 3,289
Lincoln County 2,982 2,679 2,643 2,834 2,981
Lyon County 30,477 31,119 32,529 33,778 30,834
Mineral County 2,708 2,616 2,764 2,386 2,549
Nye County 24,045 24,332 23,997 24,474 23,114
Pershing County 4,528 3,290 3,091 3,331 3,346
Storey County 2,494 2,431 2,454 2,264 2,574
White Pine County 6,398 5,095 4,960 5,024 4,432
Rural & Frontier 162,773 168,032 164,242 172,140 157,125
Region Subtotal
Urban
Carson City 34,261 29,898 30,535 30,944 30,407
Clark County 1,250,003 1,277,188 1,326,583 1,309,201 1,395,647
Washoe County 273,032 272,309 278,197 292,181 281,563
Urban Region 1,557,296 1,579,395 1,635,315 1,632,326 1,707,617
Subtotal
Nevada — Total 1,720,069 1,747,427 1,799,557 1,804,466 1,864,742

Source: From Griswold, T. et al. (2015; 2017), and based on estimates provided by Nevada State
Demographer’s Office (2014; 2016). Reprinted by permission.
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Rates of Serious Mental Illness (SMI) Among Nevada Adults Aged 18 and
Older

An estimated 119,373 adults in Nevada suffered from serious mental illness (SMI) during
2015-2016, which represents 5.4% of the state’s adult population (2016 SAMHSA Uniform
Reporting System (URS) Output Tables-Nevada). This estimate is generally consistent
with the 12-month prevalence rates for adults aged 18 and older who participated in
national and international community epidemiology surveys. Based on the U.S. National
Comorbidity Survey Replication (Kessler et al., 2005b), the 12-month prevalence estimate
for the presence of a serious mental disorder was 5.7%. Based on the World Health
Organization-World Mental Health Surveys (Kessler et al., 2012), involving 28 countries,
the 12-month prevalence estimates for serious mental illness (SMI) were: 4.0-6.8% for
one-half of the surveys; 2.3-3.6% for another quarter; and 0.8-1.9% for the final quarter.
Finally, those prevalence estimates are also similar to the range of estimates for serious
mental illness (SMI) among adults in Nevada and the United States based on the National
Survey on Drug Use and Health (NSDUH), which are presented in Table 13.

Table 13: Past Year Serious Mental IlIness (SMI) Among Adults Aged 18 or Older
in Nevada and the United States: 2010-2011 to 2013-2014

Years 2010-2011 2011-2012 2012-2013 2013-2014
Nevada 4.0% 3.9% 4.1% 4.3%
United States 3.9% 4.0% 4.1% 4.2%

Source: Substance Abuse and Mental Health Services Administration. Behavioral Health
Barometer: Nevada, 2015. HHS Publication No. SMA-16-Baro-2015-NV. Rockville, MD:
Substance Abuse and Mental Health Services Administration, 2015. Reprinted by permission.

Recent NSDUH data indicate that approximately 91,000 adults in Nevada (4.3% of all
adults), per year in 2013-2014, experienced serious mental illness during the year before
being surveyed. Nevada’s rate was similar to the national percentage for that same survey
period. The percentage of adults with SMI did not change significantly from 2010-2011 to
2013-2014.

It is worthwhile to note the quality of the assessment methodology used to obtain the
estimates of serious mental illness in the 2015 National Survey on Drug Use and Health
(NSDUH). Estimates for this diagnostic category were based on follow-up telephone
interviews of a sub-sample from the Mental Health Surveillance Study (MHSS). These
follow-up contacts included the administration of structured -clinical interviews
(Structured Clinical Interview for DSM-IV, SCID-1V: First et al., 2002) by trained mental
health clinicians. Adults with serious mental illness (SMI) were identified from among
individuals who met the criteria for any mental illness (AMI) based on these interviews.
An adult with AMI was any person having the presence of any mental, behavioral or
emotional disorder during the past year that met DSM-IV criteria, excluding
developmental disorders and substance use disorders. Adults with AMI were defined as
having SMI if they had any mental, behavioral, or emotional disorder that substantially
interfered with or limited one or more major life activities (Center for Behavioral Health
Statistics and Quality, 2016).
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Rates of Specific Mental Disorders Among Nevada’s Adults Who Received
Treatment

Division of Public and Behavioral Health (DPBH or the Division) is the largest provider of
mental health services in Nevada. During the period from 2010-2014, the Division
provided mental health services to 57,920 Nevada adults aged 18 and older. Females
comprised 54% of this patient population and males represented 46%. White non-
Hispanic individuals represented 62% of patients. The largest age group was 31-50 years
old, and this group accounted for 45% of patients. Twenty-five percent (25%) of patients
were high school graduates, 20% had “some college”, and 20% reported “less than 12th
grade, no diploma”. Figure 2 shows the most common mental disorder diagnoses that
were assigned to those Nevada residents during the 5-year period from 2010-2014.
Schizophrenia (psychosis) and mood disorders were the disorders most frequently
diagnosed, and adjustment and anxiety disorders, including post-traumatic stress disorder,
were the least frequently diagnosed.

Figure 2: Most Common Mental Health Diagnoses, 2010-2014
Nevada Division of Public and Behavioral Health

Disorder
3%

Mood Disorder
14%

Source: AVATAR, Division of Public and Behavioral Health,
Office of Public Informatics and Epidemiology, June 2017

Rates of Suicide-Related Behaviors and Suicide Deaths Among Nevada

Residents

Rates of Suicide Ideation Among Nevada’s Adults Aged 18 and Older
Recent data from the National Surveys on Drug Use and Health (2015 NSDUH) indicate
that approximately 92,000 adults in Nevada (4.4% of all adults), per year during 2013-

2014, had serious thoughts of suicide during the year before participating in the survey.
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Nevada’s rate was similar to the national percentage observed for that same period. Table
14 presents the range of estimates for serious thoughts of suicide among adults in Nevada
and the United States. The percentages did not change significantly across the five-year
period.

Table 14: Past Year Serious Thoughts of Suicide Among Adults Aged 18 or Older
in Nevada and the United States: 2010-2011 to 2013-2014

Years 2010-2011 2011-2012 2012-2013 2013-2014
Nevada 3.6% 3.8% 3.8% 4.4%
United States 3.8% 3.8% 3.9% 3.9%

Source: Substance Abuse and Mental Health Services Administration. Behavioral Health
Barometer: Nevada, 2015. HHS Publication No. SMA-16-Baro-2015-NV. Rockville, MD:
Substance Abuse and Mental Health Services Administration, 2015. Reprinted by permission.

Rates of Suicide Attempts Among Nevada’s Adults, Aged 18 and Older,

2009 - 2014

Table 17 presents the frequencies of visits to Nevada hospital emergency departments
among adults aged 18 and older by behavioral health conditions, including suicide-related
behaviors (tendencies and ideation) and suicide attempts by methods of self-injury.
Suicide conditions (n=74,106 visits) accounted for 15% of the total behavioral health-
related visits among the State’s residents aged 18 and older who presented to emergency
rooms in Nevada hospitals from 2009 to 2014. Suicidal tendencies and ideation
(n=57,072 visits) accounted for 77% of all suicide-related visits. Suicide attempts,
combined across methods of self-injury (n=17,034 visits), represented 23% of all suicide-
related visits. Tables 5a — 5g present the frequencies of suicide related injuries among
Nevada’s residents who were treated during emergency room visits between February 1,
2014 and May 31, 2015. Age categories were 13 years and younger, 14 to 19 years, and 20
years and older. The most frequently used methods for these suicide attempts were self-
inflicted poisoning by solid or liquid substances and self-inflicted injury by cutting and
piercing instrument. These patterns of most common external cause of self-injury were
observed across all ages and all areas of the State, including urban, rural and frontier
counties.

Rates of Suicide Deaths Among Nevada’s Residents, 2014

Nevada continues to rank among the states with the highest rates of suicide deaths
nationwide, although the most recent available data indicate movement from the state
rank of 8t for calendar year 2014 to the state rank of 11th for 2015 (https://www.cdc.gov,
Retrieved August 24, 2017). Regional rates indicate the highest numbers of suicide deaths
per population occur in Nevada’s rural and frontier counties. Table 15 presents the most
recent available suicide rates for Nevada residents by region for 2014. The rates for
homicide and all cause mortality by region in 2014 are included as points of reference.

Page 29 of 70



https://www.cdc.gov/

Mental Health NV Rev 08-01-18

Table 15: Mortality Rates by Cause of Death in Nevada and Region of Residence, 2014
Number of Deaths per 100,000 Population

Cause Ruraland | Carson City, Clark Washoe

f . County, County,
0 Frontier Northwestern Nevada
Death . Southern | Northwestern

Counties Nevada
Nevada Nevada

Suicide,
Intentional 28.9 15.1 17.3 19.6 18.2
Self Harm
Homicide,
Assault 36 1.1 7.1 5.8 6.2
Total
Mortality — 693.4 779.4 753.3 818.9 725.7
All Causes

Source: From Griswold et al., 2017. Reprinted by permission.
Note: All rates are age-adjusted.

Access to Mental Health Services for Nevada’s Adults with Serious

Mental lliness (SMI)

Services Provided by the Nevada State Mental Health Authority (SMHA)

An estimated 119,373 adults in Nevada suffered from serious mental illness (SMI) during
2015-2016, which represents 5.4% of the state’s civilian adult population (2016 Substance
Abuse and Mental Health Services Administration, Uniform Reporting System (URS)
Output Tables-Nevada). Based on the National Outcomes Measures (NOMS) for this
period, 10,400 adults with serious mental illness (SMI) were served by Nevada’s State
Mental Health Authority, which represents 9% of the estimated services need. Table 16
presents service penetration rates for Nevada’s adults with SMI and national rates provide
comparisons.

Thirty-four percent (n=3,549) of the 10,400 adults with SMI who were served by Nevada’s
mental health system received their care from the Rural Clinics for Mental Health Services,
which include patient assessments in rural hospitals and direct care at each of the 16 rural
clinic locations.
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Table 16: Adults with SMI served by the Nevada State Mental Health Authority (SMHA)
by Age, FY 2016

Total Served Penetration Rates
Age Nevada US (per 1,000 population)
(yrs)
n % n % Nevada us
Total Served
(all ages 13,435 100.0% | 4,979,257 100.0% 4.6 15.3
combined )
18-20 yrs 288 2.1% 205,480 4.1% 3.0 16.0
21-64 yrs 9,512 70.8% | 3,143,936 63.1% 5.6 16.8

Source: 2016 Substance Abuse and Mental Health Services Administration Uniform Reporting
System (URS) Output Tables — Nevada. Reprinted by permission.

Mental Health Treatment/Counseling for Any Mental Illness Among
Nevada’s Adults, Aged 18 or Older

As summarized in the previous section, recent data reported by the National Surveys on
Drug Use and Health (NSDUH) indicate that approximately 91,000 adults in Nevada
(4.3% of all adults in the state), per year in 2013-2014, experienced serious mental illness
(SMI) during the year before being surveyed. Nevada’s percentage of SMI was similar to
the national percentage for that same period. Moreover, the percentage of adults with SMI
did not change significantly from 2010-2011 to 2013-2014. As shown in Figure 3,
approximately 113,000 adults

Figure 3: Past Year Treatment with any mental illness (AMI).in
Among Adults Aged 18 or Older Nevada (32% of all adults with
with Any Mental Illness (AMI), Nevada AMI), per year from 2010 to

2014, received mental health
treatment or counseling within
the year before being surveyed.

O Received

Treafinent @ iae Importantly, Nevada’s annual

eling average (32%) for receiving

0O Did Not Receive treatment of AMI was lower
68% Tl_reatment/Couns than the national annual average

eling

2.7%) for that time period.
(42.7 p

Source: Substance Abuse and Mental Health Services Administration. Behavioral Health
Barometer: Nevada, 2015. HHS Publication No. SMA-16-Baro-2015-NV. Rockville, MD:
Substance Abuse and Mental Health Services Administration, 2015. Reprinted by permission.
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Hospital Emergency Room Visits for Mental Health Conditions Among
Nevada’s Adults, Aged 18 or Older

Limited access to effective community-based mental health services, including crisis
interventions, contributes to over-utilization of hospital emergency department services.
Billing data for hospital emergency room visits related to mental health were considered as
indicators of serious mental illness (SMI) that was either untreated or ineffectively
managed. Table 17 provides the frequencies of visits to Nevada hospital emergency rooms
among adults aged 18 or older by mental health conditions in four domains: mental
disorder categories (mood, anxiety, psychosis); suicidal behaviors (tendencies, ideation);
suicide attempts by method; and substance use disorders. Frequencies are based on
emergency room billing codes compiled by University of Nevada, Las Vegas, Center for
Health Information Analysis (CHIA). Data are based on visits, not patients, with any
single individual potentially representing multiple visits.

Anxiety, substance use conditions, depression and suicide-related behaviors were the
conditions most frequently diagnosed for the State’s residents aged 18 and older who
presented to emergency rooms in Nevada hospitals from 2009 to 2014. Suicide conditions
(n=74,106 visits) accounted for 15% of the total number of behavioral health related visits
during that six-year period. Suicide attempts, combined across methods (n=17,034 visits),
represented 23% of all suicide-related visits. Suicidal tendencies and ideation (n=57,072
visits) comprised 77% of all suicide-related visits.
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Table 17: Select Behavioral Health Related Emergency Room Visits by Gender, Ages 18 and Older,

Nevada Residents, 2009-2014

Condition Female Male Unknown Total

N Row % N Row% N Row %
Anxiety 97,406 66.6% 48,761 33.4% 3 0.0% 146,170
Depression 72,565 61.2% 45,987 38.8% 2 0.0% 118,554
Bipolar 30,814 59.6% 20,890 40.4% 1 0.0% 51,705
PTSD 5,385 55.9% 4,244 44.1% 0 0.0% 9,629
Schizophrenia 11,407 37.5% 19,035 62.5% 1 0.0% 30,443
Suicidal Tendencies 4,937 46.1% 5,769 53.9% 0 0.0% 10,706
Suicidal Ideation 19,635 42.3% 26,731 57.7% 0 0.0% 46,366
Alcohol Related 43,725 30.3% 100,378 69.7% 6 0.0% 144,109
Other Drug Related 48,645 44.9% 59,627 55.1% 3 0.0% 108,275
Suicide Attempt- Solid or Liquid 6,528 64.0% 3,670 36.0% 0 0.0% 10,198
Suicide Attempt- Gases in Domestic Use 2 333% 4 66.7% 0 0.0% 6
Suicide Attempt- Other Gases and Vapors 33 32.0% 70 68.0% 0 0.0% 103
Suicide Attempt- Hanging, Strangulation, & Suffocation 104 29.9% 244 70.1% 0 0.0% 348
Suicide Attempt- Cutting & Piercing Instrument 2,614 56.3% 2,031 43.7% 1 0.0% 4,646
Suicide Attempt- Firearms, Air Guns, & Explosives 31 18.8% 134 81.2% 0 0.0% 165
Suicide Attempt- Jumping from High Place 21 28.0% 54 720% 0 0.0% 75
Suicide Attempt- Drowning 5 50.0% 5 50.0% 0 0.0% 10
Suicide Attempt- Other Unspecified Means 622 41.9% 861 58.1% 0 0.0% 1,483
Total Behavioral Health Visits* 253,312 50.6% 247,454 49.4% 14 0.0% 500,780

Source: Hospital Emergency Room Discharge, Nevada Division of Public and Behavioral Health, Office of

Public Informatics and Epidemiology, June 2017.

NOTE: * Categories are not mutually exclusive.

Page 33 of 70




Mental Health NV Rev 08-01-18

MEDICAID Reimbursements for Behavioral Health Services, 2015:
Adults Aged 18 - 64

Table 18 provides the demographic characteristics for individuals aged 18 and older with
one or more behavioral health procedure codes or diagnosis codes during calendar year
(CY) 2015, which were reimbursed through Medicaid Fee-for-Service (FFS) or Managed
Care Organization (MCO) (adapted from S. Woodard and Nevada Division of Health Care
Financing and Policy, 2016). Medicaid Fee-for-Service (FFS) subsidized services provided
by the state mental health system, as well as from the private provider community.
Medicaid Managed Care (MCO) reimbursement supported services from private providers.

Table 18: Medicaid Fee-For-Service and Managed Care, 2015
Individuals Aged 18 - 64 with one or more behavioral health procedure or diagnosis code
Calendar Year 2015
Age Group
Fee-For-Service Demographics, 2015 18_25 26— 64
(n=18,602) (n=82,024)
Sex Male 6,651 36% 34,520 42%
Female 11,951 64% 47,504 58%
Region Clark 11,188 60% 49,645 61%
Washoe 2,123 11% 10,012 12%
All Other Counties 5,291 28% 22,367 27%
Race/Ethnicity White, non-Hispanic 8,602 46% 47,216 58%
Black, non-Hispanic 3,897 21% 15,373 19%
Hispanic 4,081 22% 10,963 13%
American Indian/Native 515 3% 2,296 3%
American
Asian, non-Hispanic 404 2% 2,396 3%
Other/Unknown 1,103 6% 3,780 5%
Age Group
Managed Care Demographics, 2015 18_25 %664
(n=56,862) (n=182,849)
Sex Male 20,798 37% 77,239 42%
Female 36,064 63% 105,610 58%
Region Clark 48,217 85% 155,548 85%
Washoe 8,632 15% 27,256 15%
All Other Counties 13 <1% 45 <1%
Race/Ethnicity White, non-Hispanic 18,415 32% 82,184 45%
Black, non-Hispanic 14,959 26% 39,074 21%
Hispanic 16,806 30% 36,574 20%
American Indian/Native 595 1% 2,080 1%
American
Asian, non-Hispanic 2,055 4% 10,678 6%
Other/Unknown 4,032 7% 12,259 7%

| |
Source: Adapted from S. Woodard and Nevada Division of Health Care Financing and Policy,
2016a.
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Summary

Access to Mental Health Services for Nevada’s Adults Aged 18 to 64. The pattern of
limited access of services for Nevada’s adult residents aged 18-25 and 26-64 is similar to
the pattern observed for children and adolescents. The ongoing challenge for the State as a
whole involves shortages of mental health care professionals, which may be a factor
influencing the differences in rates of services provided by region and type of care. In
particular, managed care services were provided to fewer adults residing outside the urban
counties of Washoe and Clark. The behavioral health services data in Table 18 show that
239,711 unique individuals aged 18-64 were served by Medicaid Managed Care
Organizations (MCOs) during calendar year 2015. However, less than one percent
receiving managed care services was residing in the rural and frontier counties.
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OLDER ADULTS WITH SERIOUS MENTAL ILLNESS (SMI)

Table 19 shows the population estimates for Nevada’s residents aged 65 and older by
counties and regions for 2017 (Griswold, T., et al., 2017; Nevada State Demographer’s
Office, 2016).

Table 19: Population Estimates for Nevada’s Residents
Aged 65 and Older by County, 2017
Region/County
e

Rural and Frontier
Churchill County 4,126 16.2
Douglas County 12,967 26.6
Elko County 6,596 12.7
Esmeralda County 274 27.3
Eureka County 357 18.0
Humboldt County 2,117 12.7
Lander County 893 14.0
Lincoln County 1,078 235
Lyon County 10,875 19.6
Mineral County 941 20.1
Nye County 12,691 28.3
Pershing County 953 18.5
Storey County 1,213 28.8
White Pine County 1,804 20.8
Rural & Frontier Region
Subtotal ’ 56,885 20.3
Urban
Carson City 10,401 19.7
Clark County 288,882 13.5
Washoe County 67,922 155
Urban Region Subtotal 367,204 13.9
Nevada — Total 424,089 14.5

Source: From Griswold, T. et al. (2017), and based on estimates provided by
Nevada State Demographer’s Office (2016). Reprinted by permission.
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Rates of Serious Mental Illness (SMI) Among Nevada’s Adults,

Aged 65 and Older

An estimated 23,822 adults aged 65 and older in Nevada suffered from serious mental
illness (SMI) during 2015-2016, which represents 5.4% of the State’s adult population aged
65 and older (n=441,142: U.S. Census Bureau, Population Division, Nevada Population
Estimate 2016, Release Date: June 2017).

Access to Mental Health Services for Nevada’s Residents Aged 65 and

Older with SMI

Services Provided by the Nevada State Mental Health Authority (SMHA)
Based on the Nevada 2016 Mental Health National Outcomes Measures (NOMS), 600
adults aged 65 and older with serious mental illness (SMI) were served by Nevada’s State
Mental Health Authority (2016 SAMHSA Uniform Reporting System (URS) Output Tables-
Nevada), which represents 2.5% of the estimated services need. Table 20 presents the
service penetration rates for Nevada’s adults aged 65 and older with SMI, and the national
rates provide comparisons.

Table 20: Adults with SMI served by the Nevada State Mental Health Authority (SMHA)
by Age, FY 2016

Total Served Penetration Rates
Age Nevada us (per 1,000 population)
(yrs)
n % n % Nevada us
Total Served
(all ages 13,435 100.0% 4,979,257 100.0% 4.6 15.3
combined)
65-74 yrs 533 4.0% 162,995 3.3% 2.0 5.9
75 yrs and over 67 0.5% 56,810 1.1% 0.4 3.1

Source: 2016 Substance Abuse and Mental Health Services Administration Uniform Reporting
System (URS) Output Tables — Nevada. Reprinted by permission.

MEDICAID Reimbursements for Behavioral Health Services, 2015:
Adults Aged 65 and Older

Table 21 provides the demographic characteristics for individuals aged 65 and older with
one or more behavioral health procedure codes or diagnosis codes during calendar year
(CY) 2015 whose care was either reimbursed through Medicaid Fee-for-Service (FFS),
which supports services provided by the State mental health system and the private
provider community, or through Managed Care Organizations (MCOs), which support
services provided by private providers (adapted from S. Woodard and Nevada Division of
Health Care Financing and Policy, 2016).
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Table 21: Medicaid Fee-For-Service and Managed Care, 2015
Individuals Aged 65 and older with one or more behavioral health procedure or diagnosis code
Calendar Year 2015

Age Group
Fee-For-Service Demographics, 2015 =
+
(n=22,919)
Sex Male 7,751 34%
Female 15,168 66%
Region Clark 16,894 74%
Washoe 3,187 14%
All Other Counties 2,838 12%
Race/Ethnicity White, non-Hispanic 10,580 46%
Black, non-Hispanic 2,091 9%
Hispanic 5,501 24%
American Indian/Native 329 1%
American
Asian, non-Hispanic 3,552 15%
Other/Unknown 866 4%
|
Age Group
Managed Care Demographics, 2015 =
+
(n=464)
Sex Male 216 47%
Female 248 53%
Region Clark 375 81%
Washoe 89 19%
All Other Counties 0 0%
Race/Ethnicity White, non-Hispanic 213 46%
Black, non-Hispanic 43 9%
Hispanic 100 22%
American Indian/Native 2 <1%
American
Asian, non-Hispanic 57 12%
Other/Unknown 49 11%
|
Source: Adapted from S. Woodard and Nevada Division of Health Care Financing and
Policy, 2016
Summary

The pattern observed for Nevada’s residents in the groups aged 0-17, 18-25 and 26-64
years is also observed for the State’s residents aged 65 and older; namely, limited access to
services becomes even more difficult for Nevada’s residents who live in the State’s remote
and less densely populated counties. As reflected in the behavioral services data presented
in Table 21, the proportion of rural and frontier residents aged 65 and older that received
Medicaid Fee-For-Service (FFS) was less than their age counterparts in urban Clark

Page 38 of 70



Mental Health NV Rev 08-01-18

County, although similar to their age peers in urban Washoe County. Table 21 also shows
that 464 unique individuals aged 65 and older were served by Medicaid Managed Care
Organizations (MCOs) during calendar year 2015. However, none of the individuals in this
age group received Medicaid MCO services in the rural and frontier counties.
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INDIVIDUALS WITH SED OR SMI IN NEVADA RURAL POPULATION
Distribution of Nevada’s Population Across Urban and Rural Counties, 2017
The current population of Nevada is estimated to be 2,040,058
(https://www.census.gov/topics/population/data.html), and the State’s land mass
encompasses 109,286 square miles. Ninety percent (90.3%) of the State’s population lives
in its three urban counties—Clark County in southern Nevada; Carson City; and Washoe
County in northwestern Nevada. The remaining 10% of Nevada’s residents, an estimated
281,019 individuals, lives in the fourteen rural and frontier counties, which span 87% of
the State’s land area and cover 95,431 square miles (Griswold et al., 2017). The average
population density is 26.5 people per square mile, although the variation is considerable
with 0.3 persons per square mile in Esmeralda County to 382.6 persons per square mile in
the State Capital in Carson City (Griswold et al., 2017). [NOTE: Population estimates and
projections for Nevada’s children by county are provided in Table 1, and for Nevada’s
adults by county are shown in Table 12 and Table 19.]

Rates of SED and SMI Among Nevada’s Rural Population, 2017

The State’s geography and its low population density in the rural and frontier counties
amplify the challenges associated with Nevada’s critical mental health professional
shortage. For the approximately 280,000 individuals who reside in the rural and frontier
counties, access to health care services is limited, and this is especially so for mental health
services, with less than 1 psychiatrist and only 4.2 psychologists per 100,000 population
for the entire region. Although the numbers of licensed clinical social workers (LCSWs)
are comparatively higher, with 24 LCSW professionals per 100,000 population, five rural
and frontier counties lack any members of this mental health care specialty. Using the
prevalence rates adopted by the Substance Abuse and Mental Health Services
Administration of 5.4% for Serious Mental Illness (SMI) among adults, and 11% for Serious
Emotional Disturbance (SED) among children, the expected rates of SMI and SED for rural
and frontier Nevada are summarized in Table 22 and are highlighted for ease of reference.
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Table 22: Rates of Serious Mental Illness and Serious Emotional Disturbance,

Rural Nevada, 2017

Number of
Nevada
residents with
SED, aged 17
and younger

2017 Rural Nevada Population,
aged 17 and younger *

Estimate of

2017 Rural Nevada Population,
aged 17 and younger,

with SED (11%) 2

58,663

6,453

Number of

2017 Rural Nevada Population,

Estimate of

Nevada aged 18 and older* 2017 Rural Nevada Population,
residents with aged 18 and older,
SMI, aged 18 with SMI (5.4%) 3
and older
221,127 11,941

1 Population Data Source, 2017: Griswold, T. et al. (2017), and based on estimates provided by
Nevada State Demographer’s Office (2016)

2 11% is mid-point of 9 - 13% range of prevalence rates for children adopted by Substance Abuse and
Mental Health Services Administration, National Association of State Mental Health Program
Directors Research Institute (NRI).

3 5.4% prevalence rate for Serious Mental Illness (SMI) adopted by Substance Abuse and Mental
Health Services Administration, National Association of State Mental Health Program Directors
Research Institute (NRI).

Access to Services for SED and SMI Among Nevada’s Rural Population,
2017

Of the 3,035 children with serious emotional disturbance (SED) who were served by the
State Mental Health Authority, an estimated 652 children were provided care in Nevada’s
rural and frontier communities during 2015-2016, which represents approximately 10% of
the estimated services need for this regional population. These services are supported
through the Division of Public and Behavioral Health (DPBH), Rural Clinics for Mental
Health Services and include patient assessments at the rural hospitals and direct care
services at each of 14 Rural Clinic locations. Of the 10,400 adults with serious mental
illness (SMI) who were served by the State Mental Health Authority, an estimated 3,549
adults received their care from the DPBH Rural Clinics for Mental Health Services during
2015-2016, which represents approximately 30% of the estimated services need for this
regional population.
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INDIVIDUALS WHO HAVE EARLY SERIOUS MENTAL ILLNESS (ESMI)

The Substance Abuse and Mental Health Services Administration (SAMHSA) is the agency
within the United States Department of Health and Human Services that leads public
health efforts to protect and improve the nation’s behavioral and mental health. In recent
years, SAMHSA has prioritized implementation of evidence-based early interventions to
address the early stages of serious mental illness (ESMI), including the first episode of
psychosis (FEP). Setting this priority has followed the recognition that, historically,
mental health services have focused on later stages of mental illness. Concentrating
societal resources on chronic mental illness has meant that interventions often occur only
after a person’s condition has become urgent. Acute care and long term support services
for chronic mental illness remain a national priority. However, it is increasingly
understood that delaying treatment until a critical point has been reached is costly in terms
of the financial burden to society and the untold damage to the health and quality of life for
patients and their families. The direction from SAMHSA has also been informed by
mounting concerns voiced by patients and their families that mental health systems need
to do more when people first experience serious mental illness.

What represents effective “doing more” for individuals in the early stage of
serious mental illness? The length of time that a person does not receive treatment for
serious mental illness is an established predictor of his or her clinical outcome (Addington
et al., 2015). Defined as the length of time between the onset of a psychiatric disorder and
the point at which an individual enters treatment, duration of untreated mental illness is
associated with the severity of a person’s clinical outcome. Thus, early interventions for
early stage serious mental illness are increasingly viewed as potentially decisive in
preventing and/or delaying medical and psychological impairments, suicides, and
undesirable social circumstances such as unemployment, homelessness, and poverty. It is
also possible that early interventions for early-stage mental illness may reduce the
numbers of periods that are marked by severe symptoms and may improve functional
outcomes as well as clinical outcomes.

Expected Rates and Ages of Onset for Early Serious Mental Illness (ESMI)
and First Episode of Psychosis (FEP)

Effective strategic planning for early intervention programs to treat early serious mental
illness requires building from empirically-derived benchmarks for the incidence and
prevalence rates at which specific mental disorders occur in the population, as well as the
anticipated ages of onset for these illnesses. Information regarding these critical factors is
available in the findings from the representative national and international community
surveys—United States National Comorbidity Survey Replication and World Health
Organization-World Mental Health Survey—that were accomplished over the last several
decades.

Evidence reviewed in earlier sections showed 12-month prevalence estimates for serious
emotional disturbance (SED) ranging from 8% in representative national community
surveys (Kessler et al, 2012), and 9 — 13% for the states and nation as a whole (2016
Substance Abuse and Mental Health Services Administration, Uniform Reporting System
(URS) Output Tables). Those rates are comparable to prevalence estimates of 8.1 — 11.6%
for major depressive episode (MDE) among adolescents aged 12 to 17 in Nevada and the
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United States determined through the National Survey on Drug Use and Health (NSDUH)
for the periods of 2010-2011 to 2013-2014. In parallel, the 12-month prevalence estimate
of 5.7% for serious mental illness among adults aged 18 and older, which was determined
by national representative community surveys in the United States (Kessler et al., 2005b),
is comparable to the range of 12-month prevalence estimates for serious mental illness
(SMI) determined by the World Health Organization (WHO)-World Health Surveys
conducted in 28 countries (Kessler et al., 2009): 4.0 — 6.8% for one-half of the countries;
2.3 — 3.6% for one-fourth; and 0.8 — 1.9% for the final quarter.

The median rate of new cases (or incidence) of schizophrenia each year is estimated to be
15.2 per 100,000 population (McGrath et al., 2008), and the first episode of psychosis
exhibits a peak onset between 15 and 25 years of age (Heinssen et al., 2014; Kessler et al.,
2007a). However, approximately 20% of individuals diagnosed with schizophrenia have a
first episode of their illness after the age of 40 years (Harris and Jeste, 1988; Howard et al.,
2000; Maglione et al., 2014). The estimated lifetime prevalence rates for schizophrenia
and schizophreniform disorders range from 0.3 — 1.6% per 1,000 population in community
epidemiology surveys using structured lay-administered diagnostic interviews (Kessler et
al., 2005¢). The lifetime prevalence rate for the broader category of non-affective
psychosis is estimated at approximately twice the rate for schizophrenia and
schizophreniform disorders (Kessler et al., 2005¢). Lifetime prevalence rates for bipolar
disorder, estimated from a nationally representative community survey of United States
households (Merikangas et al., 2007), indicate the percent occurrence (standard error) in
the population is 1.0% (0.1) for Bipolar I and 1.1% (0.1) for Bipolar II. Twelve-month
prevalence rates estimated from the same survey were comparable: 0.6% (0.1) for Bipolar
I and 0.8% (0.1) for Bipolar II.

Community outreach and referral activities are essential to the success of early treatment
programs for early serious mental illness, and consideration of the age of onset
distributions for the disorders of interest can enhance the efficient use of program
resources for these efforts. The representative community survey research has revealed
that although a number of serious mental disorders first appear during late childhood,
adolescence and early adulthood, the interquartile ranges (IQR: 25th-75th percentiles) for
the ages of onset for many disorders extend into middle age. The peak onset between ages
15 and 25 years for a first episode of psychosis was mentioned above, as was the
observation that 20% of individuals experience their first episode of schizophrenia after
the age of 40. Age at onset estimates for bipolar disorder parallel those for schizophrenia,
ranging from averages of 18.2 years and 20.3 years for Bipolar I and Bipolar II,
respectively, and interquartile ranges of 12.3 — 21.2 years and 12.1 — 24.0 Yyears,
respectively (Merikangas et al., 2007). In contrast, the estimated median age of onset for
major depressive disorder is 32 years, with an interquartile range of 19 — 44 years (Kessler
et al., 2005a). Thus, directing outreach and referral efforts to social institutions and
community agencies which serve the age cohorts that are relevant for the early stage
mental illnesses of interest can provide an optimal strategy for identifying the populations
in the community.
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CLINICAL STAGING AND EARLY INTERVENTIONS FOR EARLY SERIOUS
MENTAL ILLNESS

The emotional health profile identified for Nevada’s youth, grades 6-12, during 2015
revealed a pattern of significant psychological distress: one third experienced depressed
mood and reduced functioning during the prior year; as a group, they were more likely to
report one or more suicide attempts without subsequent medical intervention, compared
to their age peers nationwide; and more than 20% acknowledged deliberate self-injuries,
such as cutting or burning themselves, without the intent to die (Nevada Youth Risk
Behavior Survey, 2015). It is likely that some of those adolescents experienced challenging
life circumstances that produced strong adjustment reactions (mood disturbance, suicidal
thoughts and behaviors, deliberate self-harm), which peaked and then resolved
successfully. It is also possible that other adolescents were experiencing the early stages of
a first episode of psychosis (FEP) or an emerging serious mental illness (SMI), which in the
absence of appropriate and optimal interventions may progress to chronic and debilitating
illnesses. As such, the year 2015 represented a critical period for a subset of Nevada’s
youth, and thereby afforded a window of opportunity for early interventions.

Figure 4 (from McGorry et al., 2010, reprinted by permission) illustrates the idea of
chronic serious mental illness (SMI) as a dynamic process that evolves over time.
Beginning as a diffuse constellation of features and mild symptoms, episodes of
disturbance ultimately cohere and organize within syndromal boundaries. This graphic
shows three hypothesized stages of illness progression: Stage 1a includes mild and
nonspecific clinical symptoms with mild cognitive deficits and mild functional change or
decline. Stage 1b represents ultra-high risk for illness with moderate but subthreshold
clinical symptoms, moderate cognitive changes and moderate functional decline. This
stage may signal the presence of “caseness” to community professionals, such as educators,
primary care physicians, emergency departments, welfare agencies, or law enforcement,
and prompt referrals to mental health services. Stage 2+ involves the occurrence of a first
episode of psychosis or other serious mental disorder, such as severe mood disorder, with
moderate-to-severe clinical symptoms, moderate-to-severe cognitive deficits and
moderate-to-severe functional decline. The term “clinical staging” refers to the belief that
with refined identification of the severity and point of progression of a person’s illness—
mild symptoms versus moderate symptoms versus severe symptoms—clinicians can select
interventions that are more relevant for early stages of an illness when the opportunity
may exist to alter his or her prognosis (McGorry et al. 2010).

Schizophrenia, the psychoses and other severe mental disorders are accompanied by
significant functional impairment and represent debilitating conditions that are costly in
terms of human suffering and societal economic burden. For example, the economic
burden of schizophrenia, alone, was estimated at $155.7 billion for the United States
during 2013, and included additional, excess costs associated with unemployment,
productivity loss due to caregiving, and direct health care costs (Cloutier et al., 2016).
However, early intervention services show promise as one avenue to mitigate the
magnitude of suffering and the extent of economic burden associated with psychosis
(Mihalopoulos et al., 2009).
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The objective of providing early interventions for individuals who are at risk for developing
severe and chronic mental illness has a long history in the fields of psychiatry and clinical
psychopathology. This goal recently received renewed focus and vitality from the success
achieved through the National Institute of Mental Health’s (NIMH) initiative, Recovery
After an Initial Schizophrenia Episode (RAISE) (Heinssen, Goldstein and Azrin, 2014). In
a comparison of an early treatment program involving comprehensive coordinated
specialty care (CSC) and a typical program based on usual community care, Kane et al.
(2016) demonstrated the feasibility of implementing a comprehensive recovery-oriented,
evidence-based intervention for first-episode psychosis in community health clinics within
the United States. Importantly, in comparison to the participants who received usual
community care, the participants who received the comprehensive coordinated specialty
care (CSC) showed greater improvements in clinical and functional outcomes.

Providing early treatment interventions for adolescents and young adults experiencing a
first episode of psychosis represents an evidence-based strategy for reducing the duration
of untreated illness, a factor known to be associated with treatment response and clinical
course (Addington et al., 2015; Kane et al., 2016). Therefore, extending these services
throughout the State was adopted as a strategic priority for the next biennium. However,
consideration of possible moderating factors is important. As noted in the previous
section, later ages of onset also occur for some serious mental disorders, including
schizophrenia. Because the efficacy of the early interventions strategy has been
demonstrated primarily for youth and young adults, it will be necessary to establish the
effectiveness of such interventions for individuals whose early-stage illnesses begin during
later developmental stages. Also in need of development and demonstration of efficacy are
early interventions for non-psychotic illnesses, including bipolar disorder without
psychotic features, and the depressive, anxiety and substance use disorders.
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Figure 4: The evolution of major symptom dimensions into more discrete syndromes

(From Patrick D. McGorry et al., 2010, The Canadian Journal of Psychiatry. Reprinted by
permission.)
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Access to Mental Health Services for Nevada’s Adults with Early Serious
Mental Illness (ESMI) and First Episode Psychosis (FEP)

In July 2015, Nevada introduced a newly established service of early interventions for
residents experiencing a first episode of psychosis (FEP). This service was supported with
federal grant funds and contracted to private sector entities with administrative oversight
provided by the Division of Child and Family Services within the Nevada Department of
Health and Human Services. The service offered interventions for individuals diagnosed
with FEP in the urban counties of Washoe and Clark in northern and southern Nevada,
respectively. The approach was team-based with multiple components, including intensive
case management, education and supported employment, pharmacotherapy and
medication management, and psychotherapy for patients and family members. An array of
social supports services was also provided, including housing assistance, access to food
banks, and financial, transportation and clothing assistance. Table 23 shows the number
of Nevada residents with FEP served since its inception in July 2015 and through May
2017.

Table 23: Number of Nevada Residents Served, 2015-2017
Early Treatment Program for First Episode of Psychosis (FEP)

Northern Nevada, Washoe Nevada Residents Served
County (n)

Brief Contact 25

Screening and Evaluation:

Pending 0

Referred Out 43

Excluded (Did not meet criteria) 0

Active Cases of FEP 31

Southern Nevada, Clark County Nevada Residents Served

(n)
Brief Contact 5
Screening and Evaluation:
Pending 6
Referred Out 0
Excluded (Did not meet criteria) 6
Active Cases of FEP 9

Source: Nevada Division of Child and Family Services, May 18, 2017.
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STATEWIDE PLANNING AND DEVELOPMENT FOCUS GROUPS,
APRIL-JUNE 2016

In October 2105, the Substance Abuse and Mental Health Services Administration
(SAMHSA), in collaboration with the Center for Medicare Services (CMS), awarded a total
of $22.9 million in planning grants to 24 states to establish Certified Community
Behavioral Health Clinics (CCBHCs). The CCBHC program was designed to support
improvement of behavioral health outcomes through the integration of primary health care
with behavioral health care and increased access to high quality, coordinated care for
Medicaid and Children’s Health Insurance Program (CHIP) beneficiaries. Nevada was
selected to participate in the demonstration program for these clinics. As part of the
planning and development phases for this program, a needs assessment was conducted
that involved a survey of stakeholders who participated in focus groups hosted at ten
locations across the state (Woodard et al., 2016b). Participants included consumers,
family members, advocates and providers. Strong agreement across participants was
observed regarding their perceptions about unmet service needs and critical gaps in the
State’s current behavioral and mental health system. Prominent themes and issues that
were identified by focus group participants included the following;:

Staffing — Insufficient numbers of behavioral health providers and medical personnel
were identified, especially in psychiatry, child psychology and school social work.
Professional training for providers was consistently recommended in the areas of crisis
management, care coordination and peer support.

Access — Both providers and consumers identified the need for more services, as well as
the need for more varieties of services.

Care Coordination — The need to improve collaboration, coordination and
communication was identified, with sharing of data and electronic records considered to be
crucial. The importance of establishing a formal, defined standard of care that is
implemented statewide was emphasized. Use of multidisciplinary teams for the care of
complex cases was suggested.

Services — More treatment options for different stages of illness were recommended, as

well as more resources devoted to prevention, early intervention, treatment, and crisis
management.
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PUBLIC POLICIES INFLUENCING NEVADA’S MENTAL HEALTH SYSTEM

Historical Background

Although a review of public policy related to the mental health system of Nevada is beyond
the scope of this report, several mid-twentieth century federal laws and policy initiatives
were landmark and merit discussion. Building an integrated system of mental health care
that is informed by clinical research was central to the National Mental Health Act of 1946,
which was signed into law by President Harry S. Truman in July 1946. The impetus for
this law may have emerged, in part, as a result of the knowledge gained by the
psychiatrists, psychologists and other health professionals who were responsible for
evaluating the mental health of people serving in the U.S. Armed Forces during World War
IT (Herman 1995). This law created the National Institute of Mental Health (NIMH) for
the purposes of advancing and funding research on psychiatric disorders, and this Institute
was formally established in 1949 (The NIH Almanac, retrieved April 2018).

The next presidential administration was associated with continuing the post-war
momentum to create a national program of comprehensive mental health care. In January
1955, President Dwight D. Eisenhower sent a “Special Message to Congress
Recommending a Health Program” that recognized “care for the mentally ill presents a
special set of problems,” and included recommendations for funding to support state and
community programs of mental health care and for training to increase the number of
qualified mental health personnel (Dwight D. Eisenhower, January 31, 1955). The
purposes of the subsequent Mental Health Study Act of 1955, Public Law 182, approved as
a Joint Resolution by U.S. Senate and House of Representatives in July 1955, included
provision of “an objective, thorough, and nationwide analysis and reevaluation of the
human and economic problems of mental illness” (July 28, 1955 [H. J. Res. 256]). This
law resulted in the creation of the Joint Commission on Mental Illness and Health that
involved 36 sponsor organizations. The extensive report produced by this Commission,
Action for Mental Health (Joint Commission on Mental Illness and Health, 1961), was sent
to Congress in December 1960 and provided the basis for President John F. Kennedy’s
efforts to advance a coherent program of community-based care. The ensuing Community
Mental Health Act (CMHA), Public Law 88-164, signed by President Kennedy in 1963, is
considered foundational for the community mental health movement in the United States.
It is also considered to have been pivotal in facilitating the “deinstitutionalization” or
“dehospitalization” of psychiatric care by locating the treatment for mental illness
primarily within communities and outside hospitals and residential facilities. The CMHA,
also known as the Mental Retardation Facilities and Community Mental Health Centers
Construction Act of 1963, provided federal funding to states to build community mental
health centers that would be operated locally but with oversight by the National Institute of
Mental Health. In 1966, President Lyndon B. Johnson supported amendments to the
CMHA that provided funding for the staffing of these centers.

“Service follows the dollar,” an observation made by W. E. Barton, in 1966, refers to the
role of federal funding in shaping the form, location and adequacy of public and mental
health care. During the remaining decades of the twentieth century, development of the
American community mental health system progressed in fits and starts, challenged by
what has been characterized as a profound and enduring cultural conflict over the
appropriate role of the Federal government versus state and local governments in the

support of mental health care (Sharfstein 2000). This conflict is nowhere more starkly
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evident than in the events that unfolded during the presidencies of Jimmy Carter and
Ronald Reagan. Almost immediately after entering office, President Carter created a
presidential commission on mental health (Jimmy Carter, February 17, 1977), with the
Commissioners ultimately agreeing on the importance of two themes: fulfilling the Federal
commitment to support community mental health services; and designating as a priority
the care of the chronically and severely mentally ill (Grob 2005). These themes became the
focus of the Mental Health Systems Act of 1980, Public Law 96-398, which was signed by
President Carter on October 7, 1980. President Ronald Reagan was inaugurated in
January 1981, and signed the Omnibus Budget Reconciliation Act of 1981, Public Law 97-
35 on August 13, 1981. This law repealed the Mental Health Systems Act of 1980, and
combined the existing treatment and services programs into a single block grant awarded
to each state for mental health services and substance abuse. The amount of funding to
states for mental health services was reduced from the amount allocated under the Mental
Health Systems Act, and states were allowed greater discretion on how block grant funds
were used. The Federal role was also reduced to providing technical assistance for building
the capacity of state and local providers, thereby reducing the likelihood of fully realizing
the goal of a coherent national program of community mental health care that is coupled
with ongoing advances in science and technology.

Recent Advances

Federal Laws

During the 1990’s, growing concerns about the failure of the community mental health
movement to meet the needs of the chronically and seriously mentally ill began to be
expressed by consumers and patients and their families, members of mental health
advocacy groups such as National Alliance on Mental Illness (NAMI), and mental health
professionals. At the vanguard of concerned mental health professionals, E. Fuller Torrey,
in 1995, warned about the replacement of mental hospitals by jails and prisons and
cautioned against the trend for overconfidence in jail diversion programs. Recognizing the
promise of jail diversion to mental health treatment and social services, Torrey
emphasized, nevertheless, that a fundamental flaw of this programmatic effort lies in the
assumption that effective psychiatric treatment and social services are actually available for
individuals with serious mental illness. Torrey’s further analyses of the published clinical
literature, in 1994 and 2015, led him to conclusions that bear on the dangerousness of
individuals with severe mental illness, as well as the stigma that is associated with this
illness. His first interpretation, in 1994, was that while the majority of individuals with
severe mental illness are not more dangerous than people in the general population there
does exist a sub-group of the severely mentally ill that is more dangerous. From his more
recent review of the published literature, in 2015, Torrey concluded that individuals with
untreated severe mental illness are responsible for an estimated 10% of all homicides and
approximately 50% of all mass murders. However, he also pointed to findings that
indicate effective treatment is associated with a decline in the incidence of violent behavior
in this sub-population.

The 114t Congress (2015-2016) responded to the concerns voiced on behalf of Americans
with chronic and serious mental illness. Introduced in the House of Representatives
during January 2015, and signed into law by President Barack H. Obama on December 13,
2016, H.R. 34 — the 215t Century Cures Act, Public Law 114-255 includes provisions aimed
toward reforming the national mental health system, and improving the treatment of
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individuals with serious mental illness in the United States. Several provisions are
important for this population. Firstly, this law created the Interdepartmental Serious
Mental Illness Coordinating Committee, which is responsible for reporting on advances in
research that are related to the prevention of, intervention in, and treatment and recovery
of serious mental illness in adults and serious emotional disturbance in children.
Additional responsibilities of the Committee include evaluating the effect of Federal
programs related to serious mental illness on public health, and recommending specific
actions that agencies can take to improve the coordination of administering mental health
services for serious mental illness and serious emotional disturbance. Secondly, the 215t
Century Cures Act also includes provisions for ensuring that prevention, treatment and
recovery programs for mental and substance use disorders keep pace with science and
technology by encouraging innovation and by supporting the development and evaluating
the effectiveness of evidence-based practices and interventions. Finally, the 215t Century
Cures Act extends through 2022 the Federal block grant mechanism for community mental
health services and includes the requirement that states must dedicate a minimum
specified amount of block grant funds to support evidence-based programs for
individuals with early serious mental illness, including psychotic disorders, regardless of
the age of the person at onset.

Nevada State Laws

A number of legislative studies, state laws and a governor’s council have emerged during
the past 15 years to address the most urgent circumstances for Nevadans suffering from
serious mental illness and serious emotional disturbance. It may be argued that the most
successful of these efforts resulted in new laws that established new mental health care
programs and offices and delineated new geographical regions for the delivery of mental
health care services. Some of these advances are described below.

Nevada Suicide Prevention Program and Office, 2003 - 2005: As the result of a
comprehensive legislative study, conducted during 2001 — 2002 (Study of Suicide
Prevention, Nevada Legislative Counsel Bureau, January 2003), the 2003 State
Legislature passed legislation (Senate Bill No. 49, Chapter 437, Statutes of Nevada 2003)
to create a Statewide Program for Suicide Prevention and Office, which was fully funded
after Governor Kenny Guinn included it in his budget approved by the 2005 Nevada
Legislature. By statute, this Program is located within the Nevada Department of Health
and Human Services and includes responsibility for creating public awareness for issues
relating to suicide prevention, building community networks, and carrying out training
programs for suicide prevention for law enforcement personnel, providers of health care,
school employees and other persons who have contact with persons at risk for suicide.

Governor’s Behavioral Health and Wellness Council, 2013 — 2016. Governor Brian
Sandoval established the Governor’s Behavioral Health and Wellness Council by executive
order (Executive Order 2013-26) on December 13, 2013. Council members were selected
to represent expertise in services for behavioral and mental health conditions from within
the public and private sectors. The scope of this Council included the charge to create a
strategic plan to provide a cohesive and comprehensive system for delivery of services to
individuals affected by behavioral health conditions. The Council was directed to meet no
fewer than six times annually. The Council was also directed to submit reports to the
Governor, biannually, and to include policy recommendations regarding health care and
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support services for Nevadans with behavioral health conditions. The Council fulfilled its
mission and was concluded by executive order (Executive Order 2016-07) on March 10,
2016. Among the Council’s final recommendations were specific services enhancements
for individuals with serious mental illness, and workforce development for the State’s
mental health professionals.

Regionalizing the Mental Health System of Nevada, 2017. Upon conclusion of the
Governor’s Behavioral Health and Wellness Council, during March 2016, Governor
Sandoval directed the Department of Health and Human Services to continue work with
the Interim Legislative Committee on Health Care and the Legislative Counsel Bureau to
advance efforts to improve behavioral health services and to evaluate implementing a
local/regional governance model of administration. Following an extensive legislative
study, conducted during 2016 — 2017 (Regionalizing the Mental Health System in
Nevada: Considerations and Options, Nevada Legislative Counsel Bureau, January
2017), the 2017 State Legislature passed legislation designed to move the governance of the
mental health system from a structure centralized at the State level toward a more localized
model involving regional, county and city entities. An important consideration was the
goal of responding more effectively to the unique needs of individual communities.
Assembly Bill No. 366 (Chapter 479, Statutes of Nevada 2017) created four behavioral
health regions in the State—Northern, Washoe, Rural and Southern Behavioral Health
Regions, with each Region consisting of certain cities and counties. A regional behavioral
health policy board was created for each behavioral health region to advise the Division of
Public and Behavioral Health and the Commission on Behavioral Health of the
Department of Health and Human Services regarding behavioral health issues.
Furthermore, the legislation authorized each behavioral health policy board to request the
drafting of not more than one legislative measure for each regular session of the
Legislature.
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BEHAVIORAL AND MENTAL HEALTH IN NEVADA, 2017:
SUMMARY AND RECOMMENDATIONS

The combined findings from multiple State and public databases and scientific
publications provide guideposts for building a coherent public health model that includes
treatment of serious mental illness for Nevada residents. Key findings and conclusions are
summarized below.

Nevada’s children and adolescents are at risk for developing severe mental disorders,
which in the absence of effective interventions may progress to chronic and debilitating
illnesses. One-third of Nevada’s adolescents reported experiencing depressed mood and
reduced functioning during the year before they participated in the 2015 Nevada Youth
Risk Behavior Survey conducted by the Centers for Disease Control (CDC) and Prevention
with local and state education and health agencies. The State’s youth were more likely to
report one or more suicide attempts during the prior year, compared to their age peers
nationwide. More than 20% acknowledged deliberate acts of self-harm, such as cutting
or burning themselves, without the intent to die. Critically, the clinical outcomes and
current mental health status, in 2017, for each child and adolescent who reported
psychological distress and life-threatening behaviors, in 2015, are unknown.

Recommendation: A public health system of longitudinal follow-up care is
needed for children and adolescents who are identified as at risk for serious mental
illness through population surveillance surveys, whereby they are referred for
evaluation and, if appropriate, enrolled in evidence-based clinical interventions and
relevant social services. Procedures will be required to ensure * HIPAA and Privacy
Rule compliance.

* HIPAA, Health Insurance Portability and Accountability Act of 1996 (HIPAA), Public Law 104-
191; and Privacy Rule (December 2000): Federal privacy protections for individually identifiable
health information. U.S. Department of Health & Human Services, www.hhs.gov.

Between 8% and 13% of Nevada’s children and adolescents are at risk for developing
chronic severe mental disorders. An estimated 3% to 13% are at risk for suicidal
behaviors that include suicide attempts resulting in injuries requiring medical care. Early
intervention services have been initiated for first episode of psychosis (FEP) in the
populous urban counties of northern (Washoe) and southern (Clark) Nevada.

Recommendation: Expand evidence-based early intervention services for
individuals with early serious mental illness (ESMI) and first episode of psychosis
(FEP) throughout Nevada, including within the rural and frontier counties. Quality
control activities should include routine monitoring of the degree to which early
intervention services for ESMI and FEP are implemented with fidelity to the
evidence-based practice that serves as the standard. Results of routine fidelity
evaluations should be used to support performance improvement activities.

Nevada ranked in the top 11 states with the highest rates of suicide deaths nationwide in
2017. Regional rates show that the highest numbers of suicide deaths per population
occurred in the State’s rural and frontier counties where the greatest barriers to mental
health specialty care also occurred. Suicide-related conditions represented 39% of all

behavioral health related visits to Nevada’s hospital emergency departments among
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children and adolescents from 2009 to 2014. One third (34%) of the suicide condition
visits by children and adolescents involved suicide attempts. Suicide conditions accounted
for 15% of all behavioral health related visits to the State’s hospital emergency departments
by adults aged 18 and older. Twenty-three percent (23%) of all suicide-related visits by
adults involved suicide attempts.

Recommendation: Implement “Zero Suicide” as a system of public health care in
Nevada (U.S. Department of Health and Human Services (HHS) Office of the
Surgeon General and National Action Alliance for Suicide Prevention, September
2012). An integrated systems model of suicide prevention is needed to improve the
clinical management of suicidality within outpatient and inpatient health services
throughout the State, including within the rural and frontier counties. Ideally,
suicide prevention efforts combine evidence-based clinical interventions with an
independent program of quality assurance that includes post-mortem reviews, such
as root cause analysis (a strategic process for identifying the causes of an event), to
support performance improvement activities.

Access to mental health specialty care is limited for Nevada’s children with serious
emotional disturbance (SED) and adults with serious mental illness (SMI). The numbers
of individuals covered by Medicaid benefits almost doubled when Medicaid coverage was
expanded by Governor Brian Sandoval under the Affordable Care Act (ACA) during 2014,
increasing from 351,315 persons in 2013 to 654,442 individuals in 2015. However, the
existing mental health provider network was not adequate to serve the numbers of
individuals covered, and the shortfall was manifested at multiple levels; namely: over-
utilization of hospital emergency departments for mental health conditions and dramatic
increases in inpatient admissions related to mental health conditions. Moreover, the
percentage of Nevada residents with SED and SMI who were served by the State’s mental
health system was less than 10% of each population during 2016: eight percent (8%) of the
estimated number of children with SED, and nine percent (9%) of the estimated number of
adults with SMI. Service penetration rates for each population were lower than the
penetration rates nationwide.

Access to mental health specialty care is a complex issue. Possibly the most important
factor for Nevada is that almost all of the State qualifies as a mental health professional
shortage area, with the only exception being Las Vegas and its immediate area. The overall
rates of specialty mental health professionals, who held current licenses in 2016 recognized
by Nevada licensing boards, included 6.8 psychiatrists, 13.4 psychologists and 24 clinical
social workers per 100,000 population. Moreover, this shortage is amplified by the State’s
land mass, which encompasses 109,286 square miles, and its low population density in
rural and frontier regions. While the average population density is 26.5 people per square
mile for the State as a whole, the variation is considerable with 0.3 persons per square mile
in Esmeralda County to 382.6 persons per square mile in the State Capital in Carson City.
The vast spaces over land and between people are mirrored in the State’s geographical
distribution of licensed mental health professionals, with less than 1 psychiatrist, 4.2
psychologists and 14.3 clinical social workers per 100,000 population for all of the rural
and frontier counties combined.
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Recommendations: Firstly, the Nevada Department of Health and Human
Services, under the leadership of the Governor and with the support of the
Legislature, should establish serious emotional disturbance (SED) in children and
serious mental illness (SMI) in adults as the primary funding priority for mental
health services in the State.

Secondly, strengthen and extend strategic efforts currently in place to establish
pipelines to build Nevada’s behavioral and mental health workforce through
educational and professional training programs. For example, in September 2015,
the Nevada Division of Public and Behavioral Health (DPBH) and the Western
Interstate Commission for High Education Mental Health Program (WICHE/MHP)
initiated development and funding of the operations of the Nevada Psychology
Internship Consortium. In February 2017, Nevada Medicaid adopted new rules that
will contribute to the sustainability of this program by allowing appropriately
supervised doctoral psychology interns to enroll as Medicaid providers after their
registration with the Nevada Board of Psychological Examiners (Medicaid Services
Manual, Transmittal Letter, February 22, 2017). Retention of graduates and young
professionals in the State following completion of their training may require
incentive packages.

Finally, enhancing telehealth outreach to remote areas is an attractive option,
although successful implementation will be linked to technology capacity, such as
bandwidth in rural and frontier counties, as well as successful expansion of the
numbers of qualified mental health professionals and related support personnel.

Data collection methodologies and database development are needed to enable strategic
monitoring and evaluation of the effectiveness of clinical programs. Historically, the
State behavioral and mental health system has lacked methodologies and database
capacities to enable strategic monitoring and evaluation of programmatic services that are
clinical outcomes driven and linked to specific treatments provided by specific services and
programs. In January 2018, the Office of Information Technology, within Nevada Division
of Public and Behavioral Health, began the implementation of a new platform, Web
Infrastructure for Treatment Services (WITS), to improve and enhance the collection and
reporting of behavioral health data statewide. The scope of the WITS platform includes
capacity for data collection that will satisfy mandatory federal reporting requirements for
planning, administering, and monitoring of inpatient and outpatient behavioral health
treatment programs, prevention programs, and federal grant management programs,
including tracking and reporting of opioid use. The WITS platform additionally includes a
mechanism to manage fiscal and contract/grant funding to community providers, as well
as Medicaid billing. Capacity exists for linkage between community providers with
independent electronic health records and the WITS platform.

Recommendation: Enhancement of existing data collection and database
methodologies to build a public health system of longitudinal follow-up care for the
children and adolescents who are identified as high risk and ultra-high risk for
serious mental illness. The principle aim would be to ensure that vulnerable
children and adolescents are referred and enrolled in appropriate and evidence-
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based clinical interventions and relevant social services. An important requirement
for the methodology would be the assurance of privacy protections for individually
identifiable health information by assuring compliance with the Health Insurance
Portability and Accountability Act (HIPAA) and Privacy Rule.
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Appendix:

COMMUNITY BEHAVIORAL HEALTH RESOURCES NATIONAL

Active Minds — A nonprofit organization dedicated to utilizing the student voice to raise
mental health awareness among college students, http://www.activeminds.org.

American Academy of Child & Adolescent Psychiatry — The American Academy of
Child & Adolescent Psychiatry’s (AACAP) mission is to promote the healthy development
of children, adolescents, and families through research, training, prevention,
comprehensive diagnosis and treatment and to meet the professional needs of child and
adolescent psychiatrists, https://www.aacap.org/.

Child Mind Institute — An independent, national nonprofit dedicated to transforming
the lives of children struggling with mental health and learning disorders,
https://childmind.org/.

Centers for Medicare & Medicaid Services (CMS) — Federal agency that
administers the Medicare program and works in partnership with state governments to
administer Medicaid, https://www.cms.gov/.

Indian Health Service, Division of Behavioral Health — The Division of Behavioral
Health within the Indian Health Service serves as the primary source of national advocacy,
policy development, management, and administration of behavioral health, alcohol and
substance abuse, and family violence prevention programs for American Indian and Alaska
Native people, https://www.ihs.gov/dbh/.

Jed Foundation — The Jed Foundation empowers teens and young adults with the skills
and support to grow into healthy, https://www.jedfoundation.org/

Mental Health America — Mental Health America (MHA) is a nonprofit organization
dedicated to helping all people live mentally healthier lives,
http://www.mentalhealthamerica.net/

National Alliance on Mental Illness (NAMI) — The nation’s largest grassroots
mental health organization dedicated to building better lives for the millions of Americans
affected by mental illness, https://www.nami.org.

National Federation of Families for Children’s Mental Health — Provides
advocacy at the national level for the rights of children and youth with emotional,
behavioral and mental health challenges and their families. Provides leadership and
technical assistance to a nationwide network of family run organizations and collaborates
with family run and other child serving organizations to transform mental health care in
America, https://www.ffcmh.org.
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National Suicide Prevention Lifeline — 1-800-273-8255

The National Suicide Prevention Lifeline is a national network of local crisis centers that
provides free and confidential support for anyone in suicidal crisis or emotional distress,
prevention and crisis resources for individuals or their loved ones, and best practices for
professionals. Toll-free and available 24 hours a day, and 7 days a week,
https://suicidepreventionlifeline.org.

Substance Abuse and Mental Health Services Administration (SAMHSA) - The
Substance Abuse and Mental Health Services Administration (SAMHSA) is the agency
within the U.S. Department of Health and Human Services that leads public health efforts
to advance the behavioral health of the nation. SAMHSA's mission is to reduce the impact
of substance abuse and mental illness on America's communities,
https://www.samhsa.gov.

SAMHSA'’s Center for Mental Health Services (CMHS) National Advisory
Council advises, consults with, and makes recommendations to the Secretary of the
Department of Health and Human Services (HHS); the Administrator, SAMHSA;
and the Director, CMHS, concerning matters relating to the activities carried out by
and through the Center and the policies respecting such activities.

Interdepartmental Serious Mental Illness Coordinating Committee
(ISMICC), reports to Congress and federal agencies on issues related to serious
mental illness (SMI) and serious emotional disturbance (SED).

SAMHSA Publications Ordering — https://store.samhsa.gov/

Behavioral Health Treatment Services Locator —
https://findtreatment.samhsa.gov or Call SAMHSA’s National Helpline 1-800-662-
HELP (4357), 1-800-487-4889 (TTY)

The Trevor Project — The Trevor Project provides crisis intervention and suicide
prevention services to lesbian, gay, bisexual, transgender, and questioning youth,
https://www.thetrevorproject.org/.

U.S. Department of Veterans Affairs — Veterans Health Administration - Serves
9 million enrolled Veterans each year, https://www.va.gov/health/.

Youth MOVE National — A youth driven, chapter-based organization dedicated to
improving services and systems that support positive growth and development by uniting
the voices of individuals who have lived experience in various systems including mental
health, juvenile justice, education, and child welfare,
https://www.youthmovenational.org.
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STATE OF NEVADA
Federally Qualified Health Centers — Behavioral Health Services

Community Health Alliance (Washoe County)
https://www.chanevada.org or 775.329.6300

FirstMed Health and Wellness Center (Clark County)
https://fmhwec.org or 702.731.0909

Nevada Health Centers

Cambridge Family Health Center — 3900 Cambridge Street, Suite 102, Las
Vegas, NV 89119 — 800.787.2568 or 702.307.5415,
https://www.nevadahealthcenters.org

Martin Luther King Family Health Center — 1799 Mount Mariah Drive, Las
Vegas, NV 89106 — 800.787.2568 or 702.383.1961,
https://www.nevadahealthcenters.org

Sierra Nevada Health Center — 3325 Research Way, Carson City, NV 89706 —
800.787.2568 or 775.887.5140, https://www.nevadahealthcenters.org

Northern Nevada HOPES
580 W 5th Street, Reno, NV 89503. Tel. 775.786.4673, https://nnhopes.org

Silver State Health Services
1909 S. Jones Blvd., Las Vegas, NV 89146. Tel. 702.957.1721,
http://www.lasvegashealthcenter.com

Governor’s Behavioral Health and Wellness Council (BHWC)

Executive Order Establishing Governor Sandoval’s Behavioral Health and
Wellness Council

May 2014 Proposed BHWC Council Recommendations to Governor
Sandoval

May 2015 Final BHWC Report to Governor Sandoval,
http://dpbh.nv.gov/Boards/BHWC/BHWC_-_home/

Guinn Center for Policy Priorities - Mental Health Governance: A Review of State
Models and Guide for Nevada Decision Makers, December 2014,
https://guinncenter.org/wp-content/uploads/2014/12/Guinn-Center-Mental-Health-
Governance-Report-Dec_2014.pdf
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Las Vegas Paiute Tribe Health and Human Services — Behavioral Health
Support Services
1257 Paiute Circle, Las Vegas, NV 89106. Tel. 702.382.0784, www.lvpaiutetribe.com.

National Alliance on Mental Illness (NAMI) Nevada — Dedicated to the
improvement of the quality of life for persons who are affected by mental illnesses, by
providing education, support, and advocacy. Call: 775-470-5600 or 800-950-6264,
https://www.naminevada.org.

Nevada 211 — A resource directory to help Nevadans connect with the services they need.
http://www.nevada21i1.org. Call 211 or 1.866.535.5654

Nevada Department of Health and Human Services, Division of Child and
Family Services — Children’s Mental Health Services,
http://dcfs.nv.gov

Desert Willow Treatment Center
6171 W. Charleston Blvd., Building 17, Las Vegas, NV 89146 — 702.486.8900

East Neighborhood Family Service Center
4180 South Pecos Road, Ls Vegas, NV 89121 — 702.486.7500

North Neighborhood Family Service Center
4538 W. Craig Road, Suite 290, North Las Vegas, NV 89032 — 702.486.5610

Northern Nevada Child and Adolescent Services (NNCAS)
Main Campus - 2655 Enterprise Road, Reno, NV 89512 — 775.688.1600

South Neighborhood Family Service Center
522 E. Lake Mead Parkway, Suite 5, Henderson, NV 89015 — 702.455.7900

Southern Nevada Child and Adolescent Services (SNCAS)
6171 W. Charleston Blvd., Bldg. 7, Las Vegas, NV 89146 — 702.486.0000

West Neighborhood Family Services Center
6171 W. Charleston Blvd., Bldgs 7, 9, 10 and 16, Las Vegas, NV 89146 —
702.486.0000

Nevada Department of Health and Human Services, Division of Public and
Behavioral Health http://dpbh.nv.gov

— Program Guide, 2018,
http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/About/ DPBH-Program-Guide.pdf

Lake’s Crossing Center — Lake’s Crossing Center is a maximum security,

forensic psychiatric facility. The program provides inpatient and outpatient services
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statewide to individuals involved with the criminal justice system and who have
concurrent mental health issues. 500 Galletti Way, Sparks, NV 89431 -
775.688.2001

Northern Nevada Adult Mental Health Services (NNAMHS) - A
comprehensive, community-based behavioral health system for adults. Inpatient
services are provided through Dini-Townsend psychiatric hospital. 480 Galletti
Way, Sparks, NV 89431 - 775.688.2001

Rural Clinics — Provide a full array of outpatient behavioral health services for
adults and children in 16 clinics in 12 counties across rural Nevada. List of Rural
Counseling & Supportive Services Locations, Division of Public and Behavioral
website,

http://dpbh.nv.gov/Programs/ClinicalBehavioralServ/locations/Rural_ Community
_Health_ Services/

Carson City
Carson Rural Counseling & Supportive Services
16655 Old Hot Springs Rd., Ste 150, Carson City, NV 89706 - 775.687.0870

Churchill County
Fallon Rural Counseling & Supportive Services
151 N. Maine Street, Fallon, NV 89406 — 775.423.7141

Douglas County
Douglas Rural Counseling & Supportive Services
1528 Highway 395, Ste. 100, Gardnerville, NV 89410 — 775.782.3671

Elko County
Elko Rural Counseling & Supportive Services
1825 Pinion Road., Ste A, Elko, NV 89801 — 775.738.8021

Humboldt County
Winnemucca Rural Counseling & Supportive Services
475 W. Haskell Street, Winnemucca, NV 89445 — 775.623.6580

Lander County
Battle Mountain Rural Counseling & Supportive Services
10 East 6th Street, Battle Mountain, NV 89820 — 775.635.5753

Lincoln County
Panaca Rural Counseling & Supportive Services
1005 Main Street, Panaca, NV 89402 — 775.635.5753
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Lyon County
Dayton Rural Counseling & Supportive Services
5 Pinecone Drive, Dayton, NV 89403 — 775.461.3769

Fernley Rural Counseling & Supportive Services
415 Highway 95A, Building I, Fernley, NV 89408 — 775.575.7744

Silver Spring Rural Counseling & Supportive Services
3595 Highway 50 West, Suite 3, Silver Springs, NV 89429 — 775.577.0319

Yerington Rural Counseling & Supportive Services
215 W. Bridge St., Suite 5, Yerington, NV 89447 — 775.463.3191

Mineral County
Hawthorne Rural Counseling & Supportive Services
1000 C Street, Hawthorne, NV 89415 — 775.945.3387

Nye County
Pahrump Rural Counseling & Supportive Services
240 South Humahuaca, Pahrump, NV 89048 — 775.751.7406

Tonopah Rural Counseling & Supportive Services
1 Frankie Street, Tonopah, NV 89049 — 775.482.6742

Pershing County
Lovelock Rural Counseling & Supportive Services
775 Cornell Ave., Suite A-1, Lovelock, NV 89419 - 775.273.1036

White Pine County
Ely Rural Counseling & Supportive Services
1675 Avenue F, Ely, NV 89301 — 775.289.1671

Southern Nevada Adult Mental Health Services (SNAMHS) - SNAMHS
provides inpatient and outpatient services for adults living in Clark County and
adults, children and adolescents in four southern Nevada rural communities —
Mesquite and Laughlin.

East Las Vegas Med Clinic — 1785 East Sahara Ave., Suite 145, Las Vegas,
NV 89104

Henderson Med Clinic — 1590 West Sunset Rd., Henderson, NV 89014

Laughlin Behavioral Health Center — 3650 South Pointe Circle, Suite
208, Laughlin, NV 89029
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Mesquite Behavioral Health Center — 61 N. Willow St., Suite 4,
Mesquite, NV 89027

Rawson-Neal Psychiatric Hospital — 1650 Community College Dr., Las
Vegas, NV 89146

West Charleston Med Clinic — 6161 West Charleston Blvd., Las Vegas,
NV 89146

Nevada Health Link - Connects consumers to health insurance. Tel. 855-768-5465,
https://www.nevadahealthlink.com/.

Nevada Office on Veterans’ Services — Services for and advocacy on behalf of
veterans, their dependents, and survivors; and provides community and partners the
opportunity to contribute in these endeavors, http://www.veterans.nv.gov/.

UNLV Medicine Mojave Counseling

4000 East Charleston Boulevard, Suite 230
Las Vegas, NV 89104

702-968-5000

Provides outpatient mental health services for adults.

University of Nevada, Reno School of Medicine

Department of Psychiatry and Behavioral Sciences

Patient Care Services, Behavioral Health Patient Care Center
Location:

US Bank Building

Suite 215

5190 Neil Road

Reno, NV 89502

775-784-6388

Provides a full spectrum of comprehensive mental health and counseling services for
children and adults. All physicians are board-certified, university-based professionals with
access to the latest research and technology to help them develop the best possible
individualized patient care plans. Accepts major commercial and government health
plans.
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