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SUMMARY OF RECOMMENDATIONS

THE NEVADA MENTAL HEALTH PLAN IMPLEMENTATION COMMISSION

Senate Bill 301
(Chapter 445, Statutes of Nevada 2003)

This summary presents the recommendations approved by the Nevada Mental Health Plan
Implementation Commission and its Subcommittee to Continue the Work of the Commission,
established by the Commission at its work session on January 26, 2004. All bill draft requests
were adopted by the full Commission. All other recommendations for actions were adopted by
the full Commission, unless noted as an action by the Subcommittee.

RECOMMENDATIONS FOR LEGISLATION

The members of the Nevada Mental Health Plan Implementation Commission adopted the
following recommendations for legislative measures:

Goal 2: Mental health care is consumer- and family-driven.

1.

Request the drafting of legislation to establish a subcommittee of the Interim Finance
Committee (IFC) to address housing in Nevada that is funded in whole or in part by
public funds, including, but not limited to, housing for those persons who are mentally
ill, elderly, disabled, low-income, or who otherwise need housing assistance, with
special focus on persons reentering the community, including those from correctional
institutions.  Further, the creation of such a housing subcommittee of IFC would
(1) establish a coordinated approach to all housing dollars entering Nevada; and
(2) ensure there is a connection between housing and services. (BDR 17-277)

Request the drafting of legislation that would require consumers to be active
participants in the development of their mental health treatment and care plans.
(BDR 39-280)

Goal 3: Disparities in mental health services are eliminated.

3.

Request the drafting of legislation requiring a consumer, past or present, of mental
health services in the state system be included as a member of Nevada’s Commission on
Mental Health and Developmental Services. (BDR 17-279)



RECOMMENDATIONS FOR COMMISSION ACTION

The following recommendations for action were adopted by the full Commission, except where
action by the members of the Subcommittee is noted.

Goal 1: Americans understand that mental health is essential to overall health.

Establish a subcommittee of the Nevada Mental Health Plan Implementation
Commission to meet with designees appointed by the Governor, including
representatives from the broadcast industry, radio, television, and newspaper
publications to develop a plan for public service announcements in English and Spanish.
Direct school districts to report on implementation of programs that focus on
de-stigmatizing mentally ill persons. (Action by the Subcommittee)

Urge, in its report, the Governor to include in the Executive Budget funding for
comprehensive, statewide suicide prevention and intervention programs that include
survivors of suicide. Support and maintain a statewide suicide prevention plan that will
include evaluation, prevention, and post-intervention services; education and training
for gatekeepers, professionals, the media, and the public; youth suicide prevention in
schools; and careful attention to the relationship between suicide and co-occurring
disorders. (Action by the Subcommittee)

Goal 2: Mental health care is consumer- and family-driven.

3.

Recommend, in its report, that the Governor provide for the development of a
Comprehensive State Mental Health Plan. The plan will be designed to overcome the
problems of fragmentation in the mental health delivery system and will provide
important opportunities to leverage resources across multiple agencies that administer
both state and federal funds. The Commission envisions a single entity coordinating the
plan. The planning process should support a dialogue among all stakeholders and reach
beyond the traditional state mental health agency to address the full range of treatment
and support service programs that consumers and families need. The final result should
be an extensive and coordinated state system of services that work to foster consumer
independence and support consumers’ ability to live, work, learn, and participate fully
in their communities and provide for specific items such as standardized formularies to
address co-occurring disorders.

Express, in its report, support for the concept of the Behavioral Health Plan System
Redesign of the Division of Health Care Financing and Policy (DHCFP), Department
of Human Resources (DHR), and urge the Executive Branch and DHR to go forward
with the funding and implementation of the proposed redesign plan. The Behavioral
Health Plan recommendations include, but are not limited to, standardizing the
infrastructure of the system, developing specialty clinics, eliminating state-devised
reimbursable codes for Nevada Medicaid, delivering targeted case management services
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through state agencies, and defining mechanisms for utilization management. The
recommendation includes incremental costs that may come through DHCFP and the
Division of Mental Health and Developmental Services (DMHDS). (Action by the
Subcommittee)

Recommend, in its report, that Nevada should take steps to promote, encourage, and
facilitate greater access to safe and affordable community-based housing and support
services by using an array of resources within the United States Departments of
Housing and Urban Development (HUD), and Health and Human Services (HHS), and
the Veterans Administration (VA) as leverage. To accomplish this, the Commission
approved the following actions:

e Send a letter to Nevada’s Congressional delegation urging the members to support
restoration of Residential Substance Abuse Treatment funds in the federal budget.

e Include this recommendation in the Commission’s report along with a statement
regarding the need for housing funds specifically for mentally ill persons.

e Request the DMHDS, DHR to update the inventory of available housing that was
completed two years ago.

Urge, in its report, the Executive Branch to research and provide to the Interim Finance
Committee recommendations for a person or firm to provide contract services for the
purpose of securing grants that lead to funding mental health, housing, and other
health-related services. (Action by the Subcommittee)

Goal 3: Disparities in mental health services are eliminated.

7.

Urge, in its report, DMHDS to develop a rural recruitment and retention program that
acknowledges difficulties in hiring and retaining qualified professionals in rural
Nevada. Include rural recruitment and retention in the state’s cultural competency
plan.

Urge, in its report, all state agencies and local governments to develop a cultural
competency plan for the state and urge DHR to provide effective assistance for
minorities, particularly those who face cultural barriers and lack English proficiency, to
receive in-patient and out-patient mental health services.

Goal 4: Early mental health screening, assessment, and referral to services are common
practices.

9.

Express, in its report, support for the concept of increasing medical staff at the state’s
mental hospital to accommodate mentally ill patients with physical health issues, and
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10.

11.

12.

13.

14.

allow DMHDS the flexibility to address the fiscal concerns in the agency’s budget
through contract services. (Action by the Subcommittee)

Express, in its report, support for the crisis triage center concept throughout the state,
including the development and implementation of formalized training for staff that
interacts with offenders with mental health disorders, including correctional officers
and staff of the Division of Parole and Probation, Nevada’s Department of Public
Safety.

Express, in its report, support for funding of psychiatry fellows from the
University of Nevada School of Medicine (UNSOM) and Adolescent Psychiatry
Fellowship Training Program for the purpose of reducing the shortage of child and
adolescent psychiatrists. (Action by the Subcommittee)

Express, in its report, support for the concept of maintenance of UNSOM’s psychiatry
residency training program in northern Nevada and support for the establishment of a
new psychiatry residency training program in southern Nevada. (Action by the
Subcommittee)

Express, in its report, support for the establishment of residency training, fellows, and
paid internships that include alcohol and drug training to increase qualified mental
health staff. To accomplish this, the Commission approved the following
recommendations:

e Broaden the pool of qualified geriatric clinicians through the licensing of
professional counselors in Nevada;

e Expand the scope of practice for licensed alcohol and drug counselors to assess for
and oversee the treatment of Axis 2 mental health disorders;

e Require certification of professional staff working with older adults, such as
completion of a Providers Certificate of Specialization in Aging offered by the

Geriatric Education Center at UNSOM; and

e Enhance the state’s ability to provide integrated substance abuse and mental health
services to persons with co-occurring disorders.

Express, in its report, support for the enhancement of senior mental health services.

Goal 5: Excellent mental health care is delivered and research is accelerated.

15.

Urge, in its report, the University and Community College System of Nevada
(UCCSN) to assist governmental agencies with behavioral health data collection issues.
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16.

17.

18.

Urge, in its report, DMHDS to establish mechanisms to monitor the effectiveness of
mental health services efforts.

Urge, in its report, DHR to establish funding mechanisms or incentives to implement
an evidence-based practices agenda.

Urge, in its report, DHR to seek funding to purchase materials and train clinicians in
evidence-based psychological practices.

Goal 6: Technology is used to access mental health care and information.

19.

20.

21.

Urge, in its report, DMHDS to implement electronic medical records for all DMHDS
clients and urge DMHDS and the Division of Child and Family Services (DCFS) to
establish a computerized medical information system to increase coordination,
communication, and continuity between and within state and private agencies.

Urge, in its report, DMHDS to develop telemental health capacity for rural Nevada for
all disciplines, including psychiatry, psychology, social work, juvenile justice, marriage
and family therapy, dually licensed (substance abuse and mental health) providers,
service coordination, and nursing. Additionally, include in the final report a statement
regarding the need to establish telehealth guidelines to protect the public health.

Urge, in its report, DCFS to establish telehealth-based psychiatric services at each of
the three state-operated youth (correctional) training facilities: the Northern Nevada
Youth Training Center in Elko, the Caliente Youth Center in Caliente, and the
Summit View Youth Correctional Center in Las Vegas.

X






REPORT TO THE 73*° SESSION OF THE NEVADA LEGISLATURE BY THE
NEVADA MENTAL HEALTH PLAN IMPLEMENTATION COMMISSION

I. INTRODUCTION

Senate Bill 301 (Chapter 445, Statutes of Nevada 2003), established the Nevada Mental Health
Plan Implementation Commission (NMHPIC), charging it to determine a plan for Nevada’s
implementation of the recommendations of President George W. Bush’s New Freedom
Commission on Mental Health. The Nevada Commission must report an action plan to the
Interim Finance Committee (IFC), the Legislative Committee on Health Care, and the
Governor by January 1, 2005. (See Appendix A for S.B. 301 and Appendix B for the
Executive Summary of the final report of the New Freedom Commission on Mental Health.)

As provided in S.B. 301, members include legislators and specific executive agency
administrators and bureau chiefs. The Senate Majority Leader and the Speaker of the
Assembly each appointed three members of their respective chambers. Directors or chiefs of
divisions or bureaus within Nevada’s Department of Human Resources (DHR) were named to
the Commission ex officio, including the Administrator of the Division of Mental Health and
Developmental Services (DMHDS), the Chief of the Bureau of Alcohol and Drug Abuse
(BADA), the Administrator of the Division of Health Care Financing and Policy (DHCFP),
and the Administrator of the Division of Child and Family Services (DCFS).

The following legislators served on the Nevada Mental Health Plan Implementation
Commission in 2003-2004:

Senator Randolph J. Townsend, Chairman
Assemblywoman Sheila Leslie, Vice Chairman
Senator Bob Coffin

Senator Raymond D. Rawson

Assemblyman Joseph P. Hardy

Assemblyman William C. Horne

The following state administrators served on the Commission:

Jone Bosworth, Administrator, DCFS

Carlos Brandenburg, Ph.D., Administrator, DMHDS
Maria Canfield, Chief, BADA

Charles Duarte, Administrator, DHCFP

Legislative Counsel Bureau (LCB) staff services were provided by Courtney Wise, Senior
Research Analyst, Carol M. Stonefield, Senior Research Analyst, Susan Furlong Reil,
Principal Research Secretary, and Ricka Benum, Senior Research Secretary, of the Research
Division; Leslie =K. Hamner, Principal Deputy Legislative Counsel, and



Mary Alice McGreevy, Senior Deputy Legislative Counsel, of the Legal Division; and
Michael J. Chapman, Program Analyst, of the Fiscal Analysis Division.

To accomplish its task, the Commission held seven meetings during the 2003-2004 Legislative
Interim: five meetings at the Legislative Building in Carson City, and two meetings at the
Grant Sawyer State Office Building in Las Vegas. Videoconferencing was available at the
secondary site.

During its study, the Commission received expert testimony from national experts, many of
whom had served on the New Freedom Commission on Mental Health, as well as from local
representatives. The meetings of the Commission were organized around the six goals
contained in the final report of the New Freedom Commission on Mental Health, titled
Achieving the Promise: Transforming Mental Health Care in America.

Following the final substantive meeting on New Freedom goals, all participating constituencies
were invited to recommend actions. Experts’ suggestions were extracted from the minutes.
The Commission publicized the list of recommendations; interested persons were invited to
identify priorities under each goal. At its work session in January 2004 in Las Vegas, the
Commission considered the three top recommendations in each goal.

The full Commission adopted several recommendations, deferring others projected to have a
fiscal impact. (See Appendix C for the Commission’s suggested legislation.) To avoid a
conflict for members who were division and bureau administrators, a subcommittee consisting
of the legislative members was formed to deliberate those recommendations with a fiscal
impact. The NMHPIC Subcommittee to Continue the Work of the Commission acted on the
deferred recommendations at its only meeting, held in Carson City in June 2004. (See Section
IIT of this report for the Commission’s recommendations for action.)

This report presents a review of national and Nevada mental health delivery systems. It also
contains a summary of the Commission’s efforts to fulfill its legislative responsibilities. All
supporting documents and minutes of the meetings are available on the Commission’s Web site
at http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth. They are also on file with
the Research Library of the LCB.
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II. MENTAL HEALTH IN THE UNITED STATES AND IN NEVADA
A. The President’s New Freedom Commission on Mental Health

President George W. Bush established the President’s New Freedom Commission on Mental
Health in April 2002. Directed to identify ways in which federal, state, and local governments
could maximize existing resources for mental health programs, the Commission was charged to
improve the overall coordination and delivery of services. Twenty-two Commissioners were
appointed to analyze public and private mental health systems, conduct site visits, and review
existing programs. Stakeholders from across the country were invited to participate.

After a year of study, the Commission released its final report in July 2003, concluding that
the promise of a life in the community for everyone is possible. To make this promise real,
the New Freedom Commission recommended addressing the current fragmented mental health
system.

The Commission’s recommendations are organized around the following six goals contained in
its final report, titled Achieving the Promise: Transforming Mental Health Care in America:

e Goal 1: Americans understand that mental health is essential to overall health.
e Goal 2: Mental health care is consumer- and family-driven.
e Goal 3: Disparities in mental health services are eliminated.

e Goal 4: Early mental health screening, assessment, and referral to services are common
practices.

e Goal 5: Excellent mental health care is delivered and research is accelerated.
e Goal 6: Technology is used to access mental health care and information.

The New Freedom Commission found that mental illnesses rank first among disabling illnesses
in the United States, Canada, and Western Europe. In 1997, the last year for which
comparable data are available, the United States spent $71 billion on treating mental illnesses.
Further, in the United States the annual economic, indirect cost of mental illnesses is estimated
to be $79 billion, including resulting loss of productivity due to illnesses, premature deaths,
incarceration, and care-giving.

The New Freedom Commission reported that the country’s mental health delivery system is
not geared toward recovery. The fragmented delivery system creates gaps in care. High
unemployment and disability for people with serious mental illnesses, lack of care for older



adults with mental illnesses, and lack of national priority for mental health and suicide
prevention also create recovery barriers. '

The New Freedom Commission found that many people with mental illness go untreated;
stigma impedes people from getting care; suicide presents serious challenges; better
coordination is needed between mental health care and primary health care; mental health
financing poses challenges; services and funding are fragmented across several programs; and
financing sources can be restrictive. To better understand the importance of mental health to
overall health, the New Freedom Commission recommended:

1. Implementing a national campaign to reduce the stigma of seeking care and a national
strategy for suicide prevention; and

2. Addressing mental health with the same urgency as physical health.>

The New Freedom Commission said the complex mental health system overwhelms many
consumers. Many existing social welfare programs were never intended to serve the seriously
mentally ill. Individuals and families have little influence over their care program. Consumers
of mental health services need employment opportunities, income supports, and affordable
housing. Corrections inmates find limited mental health services. To achieve its second goal
that mental health care should be consumer- and family-driven, the Commission recommends:

3. Developing an individualized plan of care for every adult with a serious mental illness
and in cooperation with the family an individualized plan for every child with serious
emotional disturbance;

4. Involving consumers and families fully in orienting the mental health system toward
recovery;
5. Aligning relevant federal programs to improve access and accountability for mental

health services;
6. Creating a comprehensive state mental health plan; and
7. Protecting and enhancing the rights of people with mental illnesses.?
The New Freedom Commission reported minority populations are currently under-served.

Racial and ethnic minorities are under-represented in the mental health professions. Residents
of rural areas enter care later, with more serious and disabling symptoms, and require more

! The President’s New Freedom Commission on Mental Health, Achieving the Promise: Transforming Mental
Health Care in America, page 3.

2 Ibid., pages 19 to 26.

3 Ibid., pages 27 to 45.



expensive and intensive treatments. To achieve its third goal, eliminating disparities in mental
health services, the New Freedom Commission recommends:

8. Improving access to quality care that is culturally competent; and
9. Improving access to quality care in rural and geographically remote areas.*

The New Freedom Commission’s fourth goal is to ensure that early mental health screening,
assessment, and referral are common practices. The Commission concluded childhood
disorders, left untreated, can lead to even more serious adolescent and adult mental illnesses.
People with co-occurring mental and substance abuse disorders are not adequately served.
Further, primary care providers often fail to diagnose or treat their patients’ mental disorders.
To address these findings, the Commission recommends:

10.  Promoting the mental health of young children;
11.  Improving and expanding school mental health programs;

12.  Screening for co-occurring mental and substance use disorders and linking with
integrated treatment strategies; and

13.  Screening for mental disorders in primary health care, across the life span, and
connecting to treatment and supports.’

Expert witnesses testified that long delays exist between advances in treatment research and
effective consumer treatment strategies, due in part to unsupportive reimbursement polices.
Other delays are caused by the shortage of mental health workers and the lack of provider
training in evidence-based practices. The Commission recommends:

14.  Accelerating research to promote recovery and resilience, and ultimately to cure and
prevent mental illnesses;

15.  Advancing evidence-based practices using dissemination and demonstration projects and
creating a public-private partnership to guide their implementation;

16. Improving and expanding the workforce providing evidence-based mental health
services and supports; and

17.  Developing the knowledge base in four understudied areas: mental health disparities,
long-term effects of medications, trauma, and acute care.®

* Ibid., pages 49 to 54.
> Ibid., pages 57 to 65.
% Ibid., pages 67 to 76.



Finally, the New Freedom Commission recognized the importance of information technology
to health care. A national health information infrastructure, encouraging investment in
information technology, is timely. Technology may support access to care in rural areas,
enhance health records transfer, and provide consumers with reliable health care information.
To accomplish its last goal, the Commission recommends:

18.  Using health technology and telehealth to improve access and coordination of mental
health care, especially for Americans in remote areas or in underserved populations;
and

19.  Developing and implementing integrated electronic health record and personal health
information systems.’

To achieve its ultimate objective of enabling adults with serious mental illnesses and
children with serious emotional disturbances to integrate fully into their communities, the
New Freedom Commission concluded a transformation of the mental health care
delivery system is needed. Cooperation among all levels of government and between public
and private sector providers is necessary to accomplish this transformation.® (The complete
final report of the New Freedom Commission on Mental Health may be found at
http://www.mentalhealthcommission.gov/reports/reports.htm).

Appointed by President Bush to serve on the New Freedom Commission, Nevada State Senator
Randolph J. Townsend’s work served to focus on the transformation of Nevada’s mental health
system. Senator Townsend, sponsor of legislation to establish the NMHPIC, was subsequently
elected by fellow commissioners to chair the Nevada Commission.

B. Federal Implementation of the Recommendations Made by the President’s New Freedom
Commission on Mental Health

At the NMHPIC’s January 26, 2004, meeting, Charles G. Curie, M.A., A.C.S.W.,
Administrator, Substance Abuse and Mental Health Services Administration (SAMHSA),
United States Department of Health and Human Services (HHS), Rockville, Maryland, noted
that transforming the mental health system to promote recovery rests on two principles. First,
services and treatments must be consumer- and family-driven. Second, care must focus on
increasing an individual’s ability to cope with life’s challenges, on building resilience, and on
facilitating recovery.

Mr. Curie, a member of the New Freedom Commission, said the nation must understand
mental health is an integral part of overall health. Mental health disorders must be addressed
with the same urgency as other medical problems. Moreover, the transformation should
harness the power of health information technology to promote quality of care, access to

7 Ibid., pages 79 to 81.
8 Ibid., page 86.
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services, and sound decision making. The country must identify ways to collaborate at the
federal, state, and local levels to leverage human and economic resources.

Initially, SAMHSA will inventory current federal programs and activities that address the
Commission’s goals and recommendations and propose actions to advance the agenda. As this
process progresses, SAMHSA will support state action agendas. In turn, state leadership will
assist the federal government by providing examples of successful actions. To assist with
tracking the state activities, SAMHSA has funded the National Association of State Mental
Health Program Directors. Key focus areas will be collaborations between state Medicaid and
mental health authorities combined with consistent and aligned communications to the states
from the Centers for Medicare & Medicaid Services (CMS), HHS, and SAMHSA. Mr. Curie
said that Nevada will serve as a prime example because of the work of the NMHPIC .’

C. Nevada’s Division of Mental Health and Developmental Services

At the NMHPIC’s organizational meeting on September 18, 2003, Dr. Carlos Brandenburg,
Administrator, DMHDS, presented an overview of Nevada’s mental health delivery system.'
(See Appendix D for a copy of Dr. Brandenburg’s presentation, An Overview of MHDS.) The
DMHDS, located within the Department of Human Resources (DHR), is overseen by an
eight-member Commission on Mental Health and Developmental Services, appointed by the
Governor. Members represent disciplines including psychiatry, social work, psychology, and
nursing, as well as lay members. Advisory boards in northern and southern Nevada are
involved in local agency issues.

The DMHDS is organized into three regions: North, South, and Rural. In 1992, the
responsibility for children’s mental health services in the metropolitan areas in northern and
southern Nevada was assigned to the Division of Child and Family Services (DCFS). In rural
areas, DMHDS retained responsibility for children’s services. Finally, DMHDS operates the
Lake’s Crossing Center, a maximum security forensic facility serving persons who have been
adjudicated incompetent to stand trial or are not guilty of a crime by reason of insanity.

Dr. Brandenburg stated that, since 1995, DMHDS has been transforming its processes to
involve stakeholders and consumers in evaluating and developing services. He suggested the
NMHPIC review the Mental Health Planning Advisory Council’s plan, created by a federal
mandate to oversee the mental health block grant. He said that DMHDS has also developed a
consumer assistance program, employing seven consumers of mental health services.

Dr. Brandenburg said DMHDS currently serves over 25,000 Nevadans as the safety net for
indigent persons. Roughly 61,000 people are not receiving mental health services, however.
The number of individuals whose insurance covers mental health has decreased. Because the
state provides services to the severely mentally ill, those whose mental health is impaired by

® Curie, Commission, January 26, 2004.
!0 Brandenburg, 2003, September, An Overview of MHDS.



situational distress are not served. Dr. Brandenburg stated that, aside from the DMHDS plan
for the federal block grant funds, no comprehensive state mental health plan exists.

D. Goal 1: Americans Understand that Mental Health is Essential to Overall Health.

1. Impact of Mental Illness on Physical Health

Ole Thienhaus, M.D., FACPsych., University of Nevada School of Medicine (UNSOM),
testified to the NMHPIC that medical illness is more prevalent in people suffering from mental
illness. He said that patients with major mental illness have a chronic stressful state, which
exhausts the immune system. Patients with pre-existing depression have higher rates of death
from heart attacks, for example. Mental illness can lead to medical problems such as anorexia.
Patients with schizophrenia who chain smoke exemplify a more indirect impact of mental
illness on health.

Dr. Thienhaus said separating mental illness from physical illness is a mistake. Acute
psychiatric care should be delivered in health settings by people competent in discovery and
treatment of medical and mental illness. Although psychiatric acute care units should be
located in general hospitals, mentally ill patients in Nevada are typically segregated
into separate institutions. He suggested a centralized psychiatric emergency service. Efforts
should be made to help qualified patients access benefits." (For a copy of Dr. Thienhaus’
prepared remarks, see the minutes of the October 9, 2003 meeting of the NMHPIC, Exhibit P,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031009-823.html.)

2. Stigma Associated With Mental Illness

a. Daniel B. Fisher, M.D., Ph.D.

New Freedom Commissioner Daniel B. Fisher, M.D., Ph.D., Co-Director, National
Empowerment Center, Lawrence, Massachusetts, told the NMHPIC that understanding the
importance of mental health to physical health is an essential first step in transforming mental
health care into a consumer-centered delivery structure.

Dr. Fisher said that a massive re-education process must be started, beginning with
decision makers. People who have recovered from mental illness can be placed on wards,
be involved in training, and be part of the rehabilitation of those recovering. Embracing
the concept of recovery will require and result in a cultural shift at the agency and
staff levels. Staff people fear they will lose their jobs if the culture shifts. States should be
working to de-institutionalize people and should eliminate employment discrimination based on
mental illness. Dr. Fisher said that much of mental illness is associated with a feeling of
detachment.'> (For a copy of Dr. Fisher’s prepared remarks, see the minutes of the

! Thienhaus, 2003, October 9, The Impact of Mental Illness on Physical Health.
12 Fisher, 2003, October 21, Implementing the President’s Commission on Mental Health in Nevada.
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October 21, 2003 meeting of the NMHPIC, Exhibit Bl and Exhibit B2,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031021-823.html.)

b. Dr. Frances M. Murphy, M.D., M.P.H.

New Freedom Commissioner Dr. Frances M. Murphy, M.D., M.P.H., Deputy Under
Secretary for Health Policy Coordination, United States Department of Veterans Affairs,
testified before the NMHPIC that this country must understand building resiliency in
children and adults so they can deal with life’s traumas. In the context of homelessness,
Dr. Murphy identified stigma associated with mental illness as a cause of housing
discrimination.  Disabled people file 42 percent of all housing complaints with the
United States Department of Housing and Urban Development.” (For a copy of Dr. Murphy’s
prepared remarks, see the minutes of the October 9, 2003 meeting of the NMHPIC, Exhibit D,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031009-823.html.)

c. Judge Peter Breen

District Court Judge Peter Breen, Second Judicial District Court, Washoe County, provided
the NMHPIC with an overview of mental health court. The public senses that all mentally ill
people are dangerous. Those who work with the mentally ill are obligated to convince the
public that mental health court is not a conduit for people to escape responsibility for crimes.
As a specialty court, mental health court grew out of the failure of the criminal courts to
address the special circumstances of the mentally ill, who circulate from the streets to the jails
to the courts and back again."* (For a copy of Judge Breen’s Microsoft PowerPoint
presentation, see the minutes of the November 20, 2003 meeting of the NMHPIC, Exhibit F,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031120-823.html.)

3. Suicide

Rena M. Nora, M.D., Commissioner, Governor’s Commission on Mental Health and
Developmental Services; Medical Advisor, Nevada Chapter, American Foundation for Suicide
Prevention; and Clinical Professor of Psychiatry, University of Nevada School of Medicine,
testified that approximately 30,000 people in the United States kill themselves every year.
Nevada ranks second in the country at 21.3 per 100,000 population, double the national rate.
The Nevada Center for Health Data and Research found in 2002 that 452 individuals
completed suicide in Nevada, 273 of them from Clark County. Only 39 of the total suicides
reported in Nevada were by non-residents. The presence of depression or other affective

3 Murphy, 2003, October 9, Statement of Frances M. Murphy, M.D., M.P.H., Deputy Under Secretary for
Health Policy Coordination, United States Department of Veterans Affairs Before the Nevada Mental Health
Commission.

4 Breen, 2003, Microsoft PowerPoint: Mental Health Court, 2" Judicial District Court.
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disorder, co-occurring disorders, and previous suicide attempts all create risks of suicide.
Treating those who have attempted suicide in emergency rooms is risky, because the first
24 hours of an attempted suicide are the most crucial. Dr. Nora recommended such patients
receive treatment in an appropriate setting.

Dr. Nora testified that 1999 was a significant turning point in suicide prevention when
the U.S. Surgeon General issued a mnational call to action to prevent suicide.
The Nevada Legislature funded the suicide prevention hotline that year. In 2003, the
Legislature enacted Senate Bill 49 to create the statewide suicide prevention program
in DHR.”  (For a copy of Dr. Nora’s Microsoft PowerPoint presentation, see the
minutes of the  October 9, 2003, meeting of the NMHPIC, Exhibit O,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031009-823.html.)

E. Goal 2: Mental health care is consumer- and family-driven.

1. Consumer-Driven Care

a. Dr. Daniel Fisher

In addition to his comments about stigma, Dr. Daniel Fisher provided a national perspective on
Goal 2 of the New Freedom Commission, mental health care is consumer- and family-driven.
The present delivery system is inert; it robs people of their hope. People with mental illness
have been told, directly or indirectly, that they are not to expect a full life.

Dr. Fisher said that recovery is a big part of the New Freedom Commission report. In the
present mental health care delivery system, people with sufficient supports are not necessarily
labeled mentally ill; they retain control of their lives, enter the cycle of healing, and maintain
community presence. If the supports are not there, people are excluded by society, are labeled
mentally ill, are no longer considered responsible for their actions, and are unable to secure
employment. Recovery then takes many more resources and more time.

Control and coercion interfere with recovery, said Dr. Fisher. People are not motivated by
someone else’s treatment plan. They must be involved in the planning. Dr. Fisher said that
the idea of a system driven by consumers and families is controversial. Professional
collaboration and power equalization are critical in realizing the goals of people labeled as
mentally ill.

Dr. Fisher said that consumers have the greatest stake in recovery and the least stake
in maintaining the status quo. He recommended states legislate consumer participation
in developing their own care plans. Consumers working as providers have the extra
motivation to help others.  Consumer-run organizations assist with integration into
the community, which is difficult for professionals to do because integration occurs around

15 Nora, 2003, October, Microsoft PowerPoint: Nevada Suicide.
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building peer relationships.'® (For a copy of Dr. Fisher’s prepared remarks, see the minutes of
the October 21, 2003 meeting of the NMHPIC, Exhibits Bl and B2,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031021-823.html.)

b. Alyce Thomas

Alyce Thomas, Statewide Coordinator, Consumer Services Assistance Program, DMHDS,
Las Vegas, summarized Nevada’s current efforts to achieve Goal 2 of the Presidential
Commission’s Final Report. These efforts include establishing a consumer-run drop-in center
at Northern Nevada Adult Mental Health Services, advocating the inclusion of a consumer on
the Mental Health Commission, working to secure certification for peer counselors, organizing
a Walk to Recovery in southern Nevada, and holding a conference to celebrate Mental Health
Awareness Month."’

2. Behavioral Health Plan System Redesign

Commission member Charles Duarte, Administrator, and Mary Wherry, Deputy
Administrator, Division of Health Care Financing and Policy, DHR, summarized the proposed
Behavioral Health Plan System Redesign. Mr. Duarte indicated the proposed redesign
would change revenue flows for mental health services to ensure more and better
community-based care. Ms. Wherry said that the current focus is on delivery of higher
level services with associated higher expenditures, which is inconsistent with the rehabilitative
concept for outpatient services. Developing specialty clinics opens the delivery of lower level
services to additional qualified providers, thus reaching a larger number of mental
health consumers. She also highlighted areas in which the proposed plan integrates with the
goals of the New Freedom Commission, including the focus on recovery, continuum of
care, integration of family and peer support, and early mental health treatment.'® (For a copy
of Mr. Duarte’s Microsoft PowerPoint presentation and prepared remarks, see the
minutes of the December 18, 2003, meeting of the NMHPIC, Exhibits M and N,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031218-823.html.)

3. Systems Integration

Rosetta Johnson, President and Chief Executive Officer, Human Potential Development, Reno,
said that Nevada’s mental health system is fragmented, a patchwork relic of disjointed reforms
and policies. Fragmented systems are like silos working independently of one another,
creating isolation and dissidence. Obstacles to achieving mental health systems
integration include the vested interests of the stakeholders who benefit from the status quo,
inertia of long-standing practices, poor understanding of new systems, and mistrust among

16 Fisher, Ibid.
17 Thomas, Commission, October 21, 2003.
'8 Duarte and Wherry, 2003, Microsoft PowerPoint: DHCFP 2003 Behavioral Health Plan for System Redesign.
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people who need to collaborate. Inadequate resources available to some existing programs and
the lack of coordination among complementary services and programs are also obstacles to
establishing evidence-based practices.

Human Potential Development is attempting to overcome those obstacles through the formation
of systems integration pilot projects in housing, substance abuse, and the criminal justice
system.  Preliminary results of this effort should be available by December 2004.
Emphasizing her desire to strengthen existing programs and services through systems
integration and coordination, Ms. Johnson offered recommendations for the Commission’s
consideration, including the creation of an office to monitor, evaluate and assist systems
integration activities. She cautioned against modifications to Medicaid, such as a reduction in
funding, or restrictions to medications through preferred drug lists, prior authorization, or fail
first policies.” (For a copy of Ms. Johnson’s Microsoft PowerPoint presentation, see the
minutes of the December 18, 2003, meeting of the NMHPIC, Exhibit G,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031218-823.html.)

4. Housing and Services for the Homeless

a. Dr. Frances M. Murphy

Dr. Frances M. Murphy, U.S. Department of Veterans Affairs, provided background
information on homelessness in the United States. In addition to stigma, Dr. Murphy
identified four other key factors that must be understood and addressed to eradicate
homelessness. These include the: (1) affordability of housing; (2) burden of mental illness;
(3) supply of housing units, and (4) complexity of the system. Approximately 637,000 people
are homeless in this country; nearly half of whom suffer from mental illness or substance
abuse.

The symptoms of mental illness increase the vulnerability to homelessness; people with severe
mental illness have incomes about 18 percent of the median income. Their monthly
Supplemental Security Income (SSI) payments are not large enough in most instances to
purchase housing. Moreover, both mental health systems and housing systems are extremely
complex, highly competitive, and hard to access.

Dr. Murphy recommended the mental health system access government housing programs at the
state and local level and develop stronger expertise about housing programs. The states need to
enforce rigorously federal fair housing standards.*® (For a copy of Dr. Murphy’s prepared
remarks, see the minutes of the October 9, 2003, meeting of the NMHPIC, Exhibit D,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth-20031009-823.html.)

' Johnson, 2003, December 18, Microsoft PowerPoint: Systems Integration: A Nevada Project: Fixing
Fragmented Systems.
» Murphy, Ibid.
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b. Shawna Parker

Shawna Parker, Management Analyst, Clark County Resources Management, also provided
the Commission with information about Clark County’s annual survey, Stand Down for the
Homeless. Approximately 2,000 homeless people were interviewed. The most recent data
show: 10 percent have been diagnosed with mental illness; 14 percent have attempted suicide;
and 20 percent are depressed. Most homeless people live in isolation. Further, the 1999
University of Nevada, Las Vegas Homeless Demographic Survey found that only 65 percent of
those diagnosed with mental illness are receiving SSI benefits.

Ms. Parker cited housing first as a best practice. In this approach homeless persons are first
moved into housing, after which the underlying problems are addressed. Key is continuation
of intensive case management of the issues leading to homelessness. An example of this
approach is the Pathways to Housing program in New York, estimated to cost about $17,000
per person. Before participation, each person used about $40,000 in services annually,
including time spent in jail and in temporary hospitalizations. Ms. Parker said that placing
homeless persons into permanent housing is cheaper than placing them in transitional housing.

Another best practices example is the Creative Home Initiative in Tennessee. The State of
Tennessee appropriated about $2 million which it leveraged for another $29 million. Drop-in
centers provide services for mentally ill persons.” (For a copy of Ms. Parker’s Microsoft
PowerPoint Presentation, see the minutes of the October 9, 2003 meeting of the NMHPC,
Exhibit I, http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-
MentalHealth-20031009-823.html.)

F. Goal 3: Disparities in mental health services are eliminated.

1. Access to Services in Rural Areas

Dennis Mohatt, Senior Program Director, Mental Health Program, Western Interstate
Commission on Higher Education (WICHE), Boulder, Colorado, told the NMHPIC that the
federal government lacks a consistently applied definition of rural America. Yet this term
must be defined in order to focus resources. More attention must be given to the differences in
this country’s rural areas.

Mr. Mohatt listed issues facing rural Americans, including:
e Accessibility: Rural Americans travel further to provide and receive services, are less

likely to have mental health insurance benefits, and are less likely to recognize mental
illnesses and understand their care options.

21 Parker, 2003, October, Microsoft PowerPoint: Mentally Il and Homeless: Needs, Gaps, and Project
Suggestions.
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e Availability: Rural areas suffer from chronic shortages of mental health professionals,
specialty providers are likely unavailable as are comprehensive services, and consumers
often delay care.

e Acceptability: Few programs train professionals to work competently in rural areas, rural
people often lack choice of providers, stigma is attached to seeking mental health care, and
urban models are assumed to work in rural areas.

In addition to a number of policy recommendations for action at the national level, Mr. Mohatt
said that the most viable alternative for providing mental health professionals is to
encourage rural people to receive the training they need to serve their communities.”
(For a copy of Mr. Mohatt’s Microsoft PowerPoint presentation, see the minutes
of the October 21, 2003, meeting of the NMHPIC, Exhibit D,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth-20031021-823.html.)

2. Cultural Competency

a. Josie T. Romero

Josie T. Romero, M.S.W., L.C.S.W., President, Board of Directors, National Latino
Behavioral Health Association, Gilroy, California, said that language barriers impede
information about sources of care and restrict communication with a therapist. She defined
cultural competency as a set of behaviors and attitudes within the operation of a system that
respects and considers the consumer’s cultural background, beliefs and values, incorporating
them into the delivery of health care services.

Eliminating disparities in services is cost-effective. Most costs lay currently in the utilization
of emergency medical and psychiatric services. The National Academies’ Institute of Medicine
found that minorities tend to receive lower quality health care even when they have
insurance.” (For a copy of Ms. Romero’s Microsoft PowerPoint presentation, see the minutes
of the November 4, 2003 meeting  of  the NMHPIC, Exhibit C,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031104-823.html.)

b. Sherrada James

Sherrada James, Executive Director, Nevada Indian Commission, Carson City, noted that the
experience of living and being confined to reservations has increased mental illness among
Native Americans. She said mistrust of mental health services is an important deterrent to
minorities seeking treatment.

22 Mohatt, 2003, October 21, Microsoft PowerPoint: The Rural Picture: Challenges and Opportunities, Caring for
the Country.

2 Romero, 2003, November, Microsoft PowerPoint: Behavioral Health Disparities by Latinos and Other Ethnic
Communities: Proactive Actions Will Save the State $$$.

14


http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20031021-823.html
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20031021-823.html
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20031104-823.html
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20031104-823.html

Ms. James said that few American Indians and Alaska Natives are included in controlled
clinical studies. Further, they are not typically included when programs, services, and
resources are considered to address health care and mental health care issues. Mental health
care is provided through the Indian Health Services, an agency within the U.S. Department of
Health and Human Services. When funds are exhausted, services are provided only on a
priority basis, meaning that the health situation must be critical. Because of intermarriage,
many children do not qualify for health benefits through the Indian Health Services, even if
they reside on a reservation. In Nevada, the tribal health clinic may provide counseling, but
the individual is not referred to a state institution if funds are unavailable.

Ms. James suggested the state’s mental health plan should include Nevada’s Native American
population in outreach, networking, and information dissemination. The tribes should be
included in statewide health forums, programs, and funding on a continual basis. The myth that
the federal government provides all health care services to Native Americans should be
dispelled.* (For a copy of Ms. James’ Microsoft PowerPoint presentation, see the minutes
of the October 21, 2003, meeting of the NMHPIC, Exhibit G,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20

031021-823.html.)

3. Criminal Justice and Mental Illness

a. William Emmet

William Emmet, Project Director, National Association of State Mental Health Program
Directors, Arlington, Virginia, testified that people with mental illness are over-represented in
the criminal justice system. Adequate treatment is lacking in the prison setting, resulting in
longer jail stays, lesser likelihood of parole, inadequate discharge planning, and higher rates of
recidivism.

Mr. Emmet said that the cost to provide mental health and substance abuse treatment in
correctional facilities is significantly higher. Many of the individuals with mental illness in the
criminal justice system are repeat offenders. He suggested that coordinated efforts between
mental health and criminal justice systems would ensure a better use of resources.”
(For acopy of Mr. Emmet’s Microsoft PowerPoint presentation, see the minutes
of the December 18, 2003 meeting of the NMHPIC, Exhibit C,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031218-823.html.)

b. Jackie Crawford and Dr. Ted D’ Amico

24 James, 2003, October, Microsoft PowerPoint: Nevada Native American Mental Health Care Issues.
» Emmet, 2003, December 18, Microsoft PowerPoint: Mental Illness and the Criminal Justice System.
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Jackie Crawford, Director, and Dr. Ted D’Amico, Medical Director, Department of
Corrections (DOC), Carson City, testified that Nevada has 10,442 inmates, estimating that
13.69 percent of whom are mentally ill. The initial diagnosis, assessment, and testing occur at
intake. Dr. D’Amico said that the DOC provides both inpatient and outpatient services.
Special programs include an extended care unit for the chronically mentally ill and a re-entry
program to assist with the transition to the community.

Ms. Crawford said that transitioning back into the community may be difficult due to the dual
stigma of emotional problems and ex-offender status. Some families do not want the offender
back. She said that S.B. 90 (Chapter 238, Statutes of Nevada 2003) permits DOC to exchange
medical and mental health information with DMHDS to facilitate evaluations and ensure
continuity of care. Many of the severely mentally disabled are placed at the Lake’s Crossing
Center, DMHDS, Sparks, Nevada, as a transitional step. Many of them, however, expire
their time, becoming homeless. The prison can give a former inmate enough medications for a
30-day period. At which time, the person could be admitted into one of DMHDS’s facilities, if
accepted.”® (For a copy of Ms. Crawford’s Microsoft PowerPoint presentation, see the
minutes of the October 21, 2003 meeting of the NMHPIC, Exhibit F,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031021-823.html.)

G. Goal 4: Early mental health screening, assessment, and referral to services are common
practices.

1. Children with Serious Emotional Disturbances

New Freedom Commissioner Jane Adams, Ph.D., Executive Director, Keys for Networking,
Inc., Topeka, Kansas, presented an overview of children’s mental health needs. Dr. Adams
emphasized the importance of providing consumer-driven peer support for families of mentally
ill children. Referencing a publication titled A New Wave of Evidence: The Impact of School,
Family, and Community Connections on Student Achievement, she also urged the Commission
to consider the impact of family involvement on child outcomes.

Dr. Adams testified that finding mental health services for children is more complex than for
adults. Different eligibility requirements govern 40 separate funding streams for children’s
services. She testified that the cost of untreated children’s serious emotional disturbances
(SED) is great: 50 percent drop out of high school; 66 percent to 75 percent of youths
entering juvenile justice systems have SED; of the 500,000 children in foster care,
approximately 85 percent have emotional/behavioral problems or substance abuse problems.
The problem is disproportionately worse for minority children, who tend to receive mental
health services through juvenile justice and child welfare systems more often than through
schools or mental health settings.

%6 Crawford and D’ Amico, 2003, October 21, Microsoft PowerPoint: An Overview of Mental Health Services in
the Nevada Department of Corrections.
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Dr. Adams testified that maternal depression impacts the child’s academic performance; mental
disorders are a leading cause of school failure.  She recommended developing an
individualized plan of care for every child with SED. She also recommended creating a
comprehensive state mental health plan that included ending the practice of trading child
custody for mental health care.

To achieve Goal 4, Dr. Adams recommended early and appropriate screenings across the life
span. Screenings should be conducted in multiple settings, coupled with connections to
treatment and supports. Mental health programs in schools should be improved and
expanded, in particular for young children. She suggested that primary health care
providers screen for mental disorders and that research into children’s mental health
be accelerated.”’ (For a copy of Dr. Adams’ Microsoft PowerPoint presentation, see the
minutes of the December 18, 2003 meeting of the NMHPIC, Exhibit B,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031218-823.html.)

2. Geriatric Mental Health Issues

Laurie Moore, M.S.G., L.A.S.W., Director, Senior Mental Health Outreach Program,
DMHDS, DHR, North Las Vegas, Nevada, offered recommendations to meet geriatric mental
health needs. Many elderly people have one or more physical impairments. They need in-
home services. Ms. Moore recommended that mental health services be provided to senior
citizens in a continuum of care. Among her recommendations for actions, Ms. Moore urged
the reduction of dumping of older clients. This occurs when a person, who exhibits certain
symptoms, is transferred to a private facility and then is refused readmission by the referring
facility when the person is stabilized. She also emphasized overcoming the stigma associated
with accepting mental health services and stressed the importance of education to mental health
professionals without a background in gerontology.”® (For a copy of Ms. Moore’s prepared
remarks, see the minutes of the October 21, 2003 meeting of the NMHPIC, Exhibit I,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031021-823.html.)

3. Co-occurring Disorders

a. Dr. Steven Graybar

Steven Graybar, Ph.D., Clinical Psychologist, Counseling and Testing Center, University of
Nevada, Reno, and member, Board of Psychological Examiners, Reno, said co-morbidity is so
common that it must be viewed as the rule rather than the exception. People do not exhibit
simple mental health issues or simple substance abuse issues often enough to justify two
separate systems.

7 Adams, 2003, December, Microsoft PowerPoint: Transforming Mental Health Care for Children and Families.
% Moore, 2003, October 21, Addressing the Needs of Older Nevadans with Mental Illness.
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Dr. Graybar offered a number of suggestions to improve treatment of individuals who suffer
from co-occurring disorders. Treatment for the mental health disorder and the substance abuse
should be integrated. In addition, a continuing care model similar to that for treating chronic
physical ailments characterized by periods of remission and exacerbation, such as diabetes,
should be adopted. Dr. Graybar also stressed the importance of mental health and substance
abuse agencies and professionals working together as equal partners to serve individuals with
co-occurring disorders.”

b. Dr. David A. Rosin

David A. Rosin, M.D., Statewide Medical Director, DMHDS, Carson City, noted that with
the exception of one program established to treat felons released from Nevada’s DOC, the
DMHDS has no program designed to treat clients with co-occurring disorders. Further, he
cited statistics indicating most clients served through DMHDS in Fiscal Year 2003 suffered
from co-occurring disorders: of the 12,454 clients, 8,700 had co-occurring disorders. Two
reasons to be concerned about persons with co-occurring disorders are: (1) the addiction to
drugs or alcohol contributes to violence, and (2) the possibility of suicide increases.®

¢. Maria Canfield

Maria Canfield, a Commission member and the Chief of Bureau of Alcohol and Drug Abuse,
Health Division, DHR, submitted an overview of BADA. She presented survey information
indicating the use of alcohol, tobacco, and marijuana by Nevada residents exceeds the national
average. Other survey results include:

e Seven and a half percent of Nevada residents were estimated to have used illicit drugs in
the past 30 days, translating to approximately 114,000 individuals;

e An approximate 3.2 percent of Nevada residents were estimated to have used some illicit
drug other than marijuana in the past 30 days, translating to about 49,000 individuals;

e An estimated 9.11 percent of Nevada’s youth from 12 to 17 years of age are likely to have
an alcohol or drug substance dependence or abuse problem, translating to 17,199
individuals; and

e Of Nevada’s total population, 6.4 percent were estimated to have an alcohol or drug
substance dependence or abuse problem, translating to 156,838 individuals.

The report also provides BADA’s treatment strategies. These include coalitions, safe and drug
free schools, a state incentive grant to facilitate the development of additional coalitions, and a
grant from the Fund for a Healthy Nevada, (Nevada Revised Statutes [NRS] 439.625), to

» Graybar, Commission, November 4, 2003.
% Rosin, Commission, November 4, 2003.
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implement a tobacco prevention program.®’ (For a copy of Ms. Canfield’s prepared report,

see the minutes of the November 4, 2003, meeting of the NMHPIC, Exhibit O,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031104-823.html.)

4. Crisis Triage and Emergency Room Services

a. Kathryn Landreth and Frank Pascoe

Kathryn Landreth, Legal Counsel, Las Vegas Metropolitan Police Department, and Chair,
Southern Nevada Adult Mental Health Coalition, Las Vegas, provided a brief overview of the
triage system and Crisis Intervention Team (CIT) in Clark County, Nevada. Referencing a
Coalition report produced in 2002 titled The Criminal Justice Mental Health Consensus
Project, Ms. Landreth identified four recommendations that, if implemented, would assist in
providing appropriate access to mental health services to mentally ill persons at risk of
committing criminal offenses:

e Ensure ease of access to mental health services;

e Establish a user-friendly mental health system,;

e Provide priority service to mentally ill persons at risk of offending; and
e Secure adequate federal, state, and local funding.*

Officer Frank Pascoe, Las Vegas Metropolitan Police Department, also provided the following
statistics: about 86,000 people with severe mental illness live in Nevada; an estimated 45,000
of them live in Las Vegas; and about 10,000 homeless people live on the streets of Las Vegas.
Approximately 80 percent of the homeless are mentally ill. For psychiatric beds available in
state mental health facilities, the national average is 33 per 100,000 population. Nevada has
about 4.5 beds per 100,000. A “Legal 2000” mentally ill patient can spend anywhere from 36
hours to nine days in an emergency room.*

b. Dr. Rick Henderson and Dr. Gary Goldberg

In conjunction with the information about a crisis triage center, the Commission heard
testimony regarding the overcrowding in emergency rooms of hospitals. Rick Henderson,
M.D., Saint Rose Dominican Hospital, Henderson, said if the emergency room beds are full
when mentally ill persons are brought to the emergency room by ambulance, the ambulance
must wait for hours to unload them. Once the persons are in the emergency room, they can
stay for up to five days. They are often treated by personnel who are not trained in mental

31 Canfield, 2003, November, An Overview of BADA.
32 Landreth, Commission, October 9, 2003.
3 Pascoe, Commission, October 9, 2003.
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health care. Gary Goldberg, M.D., Associate Medical Director, Sunrise Hospital and Medical
Center, Las Vegas, said that mentally ill patients are sent to hospitals to be medically cleared
prior to transfer to a psychiatric facility. After medical screening, they are placed on a
72-hour hold. They cannot be placed on a second such hold, so they may be deprived of their
rights if the hospital cannot release them to a psychiatric facility within that time.*

H. Goal 5: Excellent mental health care is delivered and research is accelerated.

1. Evidence-Based Practices

New Freedom Commissioner Anil G. Godbole, M.D., Chairman, Advocate Illinois Masonic
Medical Center, and Commissioner, President’s New Freedom Commission on Mental Health,
Chicago, Illinois, explained that while the concept of cure is not yet practical, scientific
advances and research allow humankind to envision a time when early detection and cure of
mental illness will be possible. Dr. Godbole defined evidence-based practices (EBP) as the
integration of best research evidence with clinical expertise and patient values. He outlined
eight recommended courses of action to implement science in the field and to provide feedback
from providers to researchers. These include developing steadily the science base, overcoming
the stigma, improving awareness of effective treatments, ensuring the supply of evidence-based
services and providers trained in EBP, ensuring delivery of state-of-the-art treatment, tailoring
treatment to the individual, facilitating entry into treatment, and reducing financial barriers to
treatment. He said that the current delivery model contains no penalties for failure to use EBP,
nor any incentives to use them. In addition, he noted that scientific research and examination
of effective delivery systems are equally important.® (For a copy of Dr. Godbole’s Microsoft
PowerPoint presentation, see the minutes of the November 20, 2003, meeting of the NMHPIC,
Exhibit B, http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth-20031120-
823.html.)

2. Implementation of EBPs

At the same meeting, Vijay Ganju, Ph.D., Director, Center for Mental Health Quality and
Accountability, National Association of State Mental Health Program Directors, Arlington,
Virginia, reported that the Center was established to promote EBPs and performance
measurement initiatives. Dr. Ganju identified the most important steps if a state is to advance
an EBP agenda. Among these are funding mechanisms, development and integration of
infrastructure, training, consensus building, human resource development, outcome measures,
and technical assistance. Dr. Ganju said that Nevada has system leadership and an
organizational culture to move forward with statewide EBP implementation. He said Nevada
must address capacity for human resources and information technology, policies, funding, and
measures of integration with performance.* (For a copy of Dr. Ganju’s Microsoft PowerPoint

3 Henderson and Goldberg, Commission, October 9, 2003.

3 Godbole, 2003, November, Microsoft PowerPoint presentation (untitled).

%6 Ganju, 2003, November 20, Microsoft PowerPoint: Implementing Evidence-Based Practices: A National
Perspective.
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presentation, see the minutes of the November 20, 2003, meeting of the NMHPIC, Exhibit C,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031120-823.html.)

I. Goal 6: Technology is used to access mental health care and information.

1. Telemental Health

Stephen W. Mayberg, Ph.D., Director, California Department of Mental Health, Sacramento,
California, asserted that lack of knowledge inhibits access to mental health care and offered
several recommendations on how to better provide information to consumers and providers.
Among the new but underutilized health care technologies identified by Dr. Mayberg, a
member of the New Freedom Commission, are electronic personal health records, telemedicine
and other treatment related technologies, and use of the Internet for communications and
self-help.”” (For a copy of Dr. Mayberg’s Microsoft PowerPoint presentation, see the minutes
of the November 20, 2003, meeting of the NMHPIC, Exhibit D,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031120-823.html.)

2. Oregon’s Implementation of Telemental Health

Catherine Britain, President, Telehealth Alliance of Oregon, La Grande, Oregon, discussed
that state’s experience in implementing telehealth and telemental health services. Ms. Britain
reported the most cost-effective telemental health programs are those that reside on multiuse
networks. She acknowledged the lack of existing outcome studies that measure the
effectiveness of telehealth and telemental health services, noting that conducting such studies
involves more time and funding than is available to most states.*® (For a copy of Ms. Britain’s
Microsoft PowerPoint presentation, see the minutes of the November 20, 2003, meeting of the
NMHPIC, Exhibit H,  http://www.leg.state.nv.us/72nd/Interim/Statom/MentalHealth/
Minutes/IM-MentalHealth-20031120-823.html.)

3. Nevada’s Rural Clinics Implement Telemental Health

a. Dr. Larry Buel

Larry Buel, Ph.D., Agency Director, Rural Clinics Community Mental Health Services,
DMHDS, Carson City, reported that in October 2003, Rural Clinics initiated an
ongoing telemental health project in its Silver Springs, Nevada, office.  Among the
potential benefits of utilizing telemental health services in rural Nevada, Dr. Buel cited
collaboration with the University of Nevada School of Medicine to use sophisticated

37 Mayberg, 2003, November 20, Microsoft PowerPoint: National Implications for State and Local Mental Health
Reform.

38 Britain, 2003, November 20, Microsoft PowerPoint: Using Telehealth in the Provision of Mental Health
Services.
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videoconferencing equipment placed in rural hospitals.*® (For a copy of Dr. Buel’s prepared
remarks, see the minutes of the November 20, 2003, meeting of the NMHPIC, Exhibit L,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20
031120-823.html.)

b. Gerald Ackerman and Dan Tone

Gerald Ackerman, Associate Director, Office of Rural Health, and Dan Tone, Telemedicine
Coordinator, both of the University of Nevada School of Medicine (UNSOM), Reno,
summarized the activities of the Office of Rural Health and discussed the potential benefits of
utilizing its telehealth sites to provide telemental health services. Telemedicine consultations
currently available in Nevada include Alzheimer’s, cardiology, dermatology, endocrinology,
neurology, and psychiatry. In the future the system is going to provide services to the state
mental hospital.

Mr. Ackerman said that the system has over 150 sites, including clinics and hospitals. Under
Medicare’s rules, physicians and hospitals are eligible for reimbursement, but a
mental health center does not qualify for reimbursement. When the telemedicine system was
started, however, the main requests were for mental health services. Rural mental health
patients frequent emergency rooms because of the lack of professional services.” (For a copy
of Mr. Ackerman and Mr. Tone’s Microsoft PowerPoint presentation, see the minutes of
the November 20, 2003, meeting of the NMHPIC, Exhibit M,
http://www.leg.state.nv.us/72nd/Interim/StatCom/MentalHealth/Minutes/IM-MentalHealth-20

031120-823.html.)

% Buel, 2003, November 20, Telemental Health Services in Rural Clinics.
40 Ackerman and Tone, 2003, November, Microsoft PowerPoint: Telehealth in Nevada.
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III. RECOMMENDATIONS

At its December 18, 2003, meeting, Chairman Townsend reviewed the compiled list of
recommendations submitted by participants in the Commission’s meetings and offered by
expert witnesses through their testimony. He invited all interested people to identify their
priorities from which a final list of recommendations was assembled. That list may be found
at the Commission’s Web site, http://www.leg.state.nv.us/72nd/Interim/StatCom/, by clicking
on the work session documents link. Because the Commission had been charged by S.B. 301
to devise a plan to implement the goals and recommendations of the President’s New Freedom
Commission on Mental Health, its requests for legislation and its recommended actions are
organized accordingly.

During its work session, the Commission concluded that some possible recommended actions
may affect the 2005-2007 biennial Executive Budget. Since the Commission membership
included four division or bureau administrators, the Commission approved the request to the
Legislative Commission to recognize and form the Nevada Mental Health Plan Implementation
Commission Subcommittee to Continue the Work of the Commission. The Legislative
Commission subsequently approved the request on February 18, 2004, authorizing the
Subcommittee to hold one additional meeting to consider the fiscal impact of work session
items deferred by the Commission on January 26, 2004. The Subcommittee met on
June 28, 2004, to consider those deferred items.

All recommendations presented in this section are those of the full Commission unless noted as
an action by the Subcommittee.

A. Legislation

At its meeting on January 26, 2004, the Commission adopted three bill draft requests (BDR).
These proposals are submitted for consideration by the 2005 Legislature. Appendix C contains
the BDRs. The following section explains the Commission’s recommendations for legislation.

Goal 2: Mental health care is consumer- and family-driven.

Housing

During its meeting on October 9, 2003, the Commission heard testimony from
Dr. Frances M. Murphy, Deputy Undersecretary for Health Policy, U.S. Department of
Veterans Affairs. Dr. Murphy had reminded the Commission that, in order to eradicate
homelessness, key factors must be addressed, including: (1) the stigma associated with
homelessness, (2) the affordability of housing, (3) the mental health of many homeless people,
(4) the supply of housing units, and (5) the complexity of the federal housing system. She
recommended that the mental health system access government housing programs and develop
stronger expertise to navigate the complex programs.
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During its work session on January 26, 2004, Gail Hutchings, M.P.A., Special Assistant to the
Administrator, Office of the Administrator, SAMHSA, said a new federal initiative is evolving
around the “housing first” model, which places people with serious disabling illnesses into
permanent housing accompanied by the support services they need to maintain their
independence there. Dorothy Nash Holmes, Nevada’s Department of Corrections, provided
statistics on the housing needs of prison inmates as they reenter the community.
Shawna Parker, Clark County Community Resources Management, suggested Nevada could
use state revenues to leverage other federal money for low income individuals through the U.S.
Department of Housing and Urban Development (HUD). Also at the work session,
Charles L. Horsey, III, Administrator, Housing Division, Nevada’s Department of Business
and Industry, said that a goal of the division is to leverage the state’s money as much as
possible with HUD programs.*!

To address the housing issues for low-income individuals, with special concern expressed for
housing for the mentally ill, the members of the Commission agreed to the following action:

1. Request the drafting of legislation to establish a subcommittee of the Interim
Finance Committee (IFC) to address housing in Nevada that is funded in whole or
in part by public funds, including, but not limited to, housing for those persons
who are mentally ill, elderly, disabled, low-income, or who otherwise need housing
assistance, with special focus on persons reentering the community, including those
from correctional institutions.  Further, the creation of such a housing
subcommittee of IFC would (1) establish a coordinated approach to all housing
dollars entering Nevada; and (2) ensure there is a connection between housing and
services. (BDR -277)

Consumers

The New Freedom Commission on Mental Health wrote that most of the consumers of mental
health services who testified before the Commission expressed the need to participate in their
plan for recovery. It went on to note that adults with serious mental illness and parents of
children with serious emotional disturbances have limited influence over the care they or their
children receive. The New Freedom Commission concluded that increasing opportunities for
consumers to choose their providers and allowing consumers and families to have greater
control over funds spent on their care facilitates personal responsibility, creates an economic
interest in recovery, and shifts the incentives to a system that promotes learning,
self-monitoring, and accountability.*

At its work session the Commission discussed the guidelines resulting from legislation in
Michigan requiring consumers to be active participants in developing their own treatment or
care plans. Ms. Hutchings said at the national level SAMHSA is creating templates as
technical assistance to states to show the structure of an adult individual consumer recovery

*! Commission, January 26, 2004.
2 New Freedom Commission, Pages 27 to 29.
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plan. She suggested combining money resources on one end of a continuum with individual
plans of recovery on the other end.*

To address the issue of consumer-centered plans for recovery, the members of the Commission
agreed to the following action:

2. Request the drafting of legislation that would require consumers to be active
participants in the development of their mental health treatment and care plans.
(BDR -280)

Goal 3: Disparities in mental health services are eliminated.

The Commission on Mental Health and Developmental Services (Nevada Revised
Statutes 232.303) is appointed by the Governor. The members include: a psychiatrist, a
psychologist, a physician who has experience with mental retardation, a social worker who has
experience with mental illness or mental retardation, a registered nurse who has experience
with mental retardation or mental illness, a marriage and family therapist, a representative of
the general public with an interest in mental health, and a representative of the general public
with an interest in mental retardation.

At the Commission’s work session, Dr. Carlos Brandenburg, Administrator, DMHDS, said the
Commission on Mental Health and Developmental Services does not include a consumer of
mental health services. Ms. Hutchings said that the nature of the disease of mental illness is
cyclical. She urged including someone who understands the process from a consumer’s point
of view.

To further the recommendation of the New Freedom Commission that mental health services
be consumer- and family-driven, the Commission agreed to the following action:

3. Request the drafting of legislation requiring a consumer, past or present, of mental
health services in the state system be included as a member of Nevada’s
Commission on Mental Health and Developmental Services. (BDR -279)

B. Actions

Senate Bill 301 provides that the NMHPIC shall determine Nevada’s plan for implementing the
recommendations of the President’s New Freedom Commission on Mental Health to enable
adults with serious mental illnesses and children with serious emotional disturbances to live,
work, learn and participate fully in their communities. To accomplish this, the Commission
recognized that a number of actions will involve federal, state, and local governmental entities.
It also recognized that some actions must be taken within or between executive departments,
and in conjunction with interested parties in the private sector.

* Commission, January 26, 2004.
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Organized by the goals of the New Freedom Commission, the following section of this report
presents the Commission’s recommended actions to implement those goals.

Goal 1: Americans understand that mental health is essential to overall health.

Stigma

A number of expert witnesses addressed the stigma associated with mental illness as a barrier
to treatment and reentry into the community. Others spoke of language barriers as obstacles.
For example, at its October 21, 2003, meeting, New Freedom Commissioner Daniel Fisher
told the Commission that if recovery from mental illness is the goal then a massive re-
education campaign must be undertaken. New Freedom Commissioner Frances M. Murphy
identified stigma as an underlying cause for housing discrimination, at its October 9, 2003,
meeting. Washoe County District Court Judge Peter Breen, on November 20, 2003, told the
Commission that the public senses mentally ill people are dangerous. Dennis Mohatt,
WICHE, told the Commission on October 21, 2003, that stigma prevented rural residents from
seeking assistance until their mental illnesses were more advanced, requiring longer and more
expensive treatment.

To address the issue of reducing the stigma associated with mental illness, the Subcommittee of
the Commission took the following action:

1. Establish a subcommittee of the Nevada Mental Health Plan Implementation
Commission to meet with designees appointed by the Governor, including
representatives from the broadcast industry, radio, television, and newspaper
publications to develop a plan for public service announcements in English and
Spanish. Direct school districts to report on implementation of programs that
focus on de-stigmatizing mentally ill persons. (Action by the Subcommittee)

Suicide Prevention

The Legislature enacted S.B. 49 (Chapter 437, Statutes of Nevada 2003) to establish a
statewide suicide prevention and intervention program. The fiscal note for S.B. 49 indicated
that no source of revenue was determined, although at the time of its enactment, revenues
realized from savings from other programs was cited as the funding source. Because the
savings were not realized, the program was never implemented.

At its October 9, 2003, meeting, the Commission received testimony from Dr. Rena Nora,
Medical Advisor, Nevada Chapter, American Foundation for Suicide Prevention. She
provided statistics and discussed Nevada’s consistently high ranking among the states for its
rate of suicides per 100,000 population. She added that treating suicide attempts in emergency
rooms is risky. The New Freedom Commission had also recommended swift action to prevent
suicide.
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The Commission deferred action on this item to the Subcommittee. On June 28, 2004, the
Subcommittee of the Commission took the following action to address this issue:

2. Urge, in its report, the Governor to include in the Executive Budget funding for
comprehensive, statewide suicide prevention and intervention programs that
include survivors of suicide. Support and maintain a statewide suicide prevention
plan that will include evaluation, prevention, and post-intervention services;
education and training for gatekeepers, professionals, the media, and the public;
youth suicide prevention in schools; and careful attention to the relationship
between suicide and co-occurring disorders. (Action by the Subcommittee)

Goal 2: Mental health care is consumer- and family-driven.

Systems Integration

The New Freedom Commission identified fragmented delivery of mental health services as a
major recovery obstacle. The Commission recommended Comprehensive State Mental Health
Plans to facilitate new partnerships among the federal, state, and local governments to better
use existing resources for people with mental illness. Encouraging states and localities to
develop comprehensive strategies to respond to needs and preferences of consumers or families
is the intended outcome.

At the December 18, 2003, meeting, Ms. Rosetta Johnson, Human Potential Development,
recommended the Commission consider supporting the concept of system integration to address
the funding silos and disjointed policies resulting from a patchwork approach to mental health
delivery systems. Ms. Pam Becker, Washoe County Children’s Mental Health Consortium,
reminded the Commission during its work session that any systems integration resulting from a
comprehensive state mental health plan must be consumer- and family-driven.

The Commission also discussed developing a team approach to primary care physicians,
especially in rural areas. Training in linkages with mental health should be provided to
primary care physicians. At the work session, Gail Hutchings, SAMHSA, said the vast
majority of people who commit suicide see their primary care doctor within 30 days before
they act. Little or no screening occurs in those interviews. The Commission discussed
partnering with the University of Nevada School of Medicine to develop a training curriculum
for primary care physicians emphasizing identification assessment instruments.

It also discussed the fragmentation of services for co-occurring disorders, gambling addiction,
and the crisis triage services. Standardized formularies were cited as important when treating
co-occurring disorders, as well. The Commission took the following action to address all of
these concerns:

3. Recommend, in its report, that the Governor provide for the development of a
Comprehensive State Mental Health Plan. The plan will be designed to overcome
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the problems of fragmentation in the mental health delivery system and will
provide important opportunities to leverage resources across multiple agencies that
administer both state and federal funds. The Commission envisions a single entity
coordinating the plan. The planning process should support a dialogue among all
stakeholders and reach beyond the traditional state mental health agency to
address the full range of treatment and support service programs that consumers
and families need. The final result should be an extensive and coordinated state
system of services that work to foster consumer independence and support
consumers’ ability to live, work, learn, and participate fully in their communities
and provide for specific items such as standardized formularies to address
co-occurring disorders.

Behavioral Health Plan System Redesign

At its December 18, 2003, meeting, the Commission considered the proposal to redesign the
behavioral health system. The Commission was told that the driving forces for change
included a 2001 letter of intent to DHR, directing it to review the feasibility of including
private providers in targeted case management. Mr. Charles Duarte, Administrator, DHCFP,
said DHR interpreted that request to include opening up other services to the private mental
health care providers. Further, he said Assembly Bill 513 (Chapter 541, Statutes of
Nevada 2001) appropriated funds to DHR to develop four long-term strategic plans relating to
health care needs. Resulting questions were raised specific to mentally ill adults and children.

The Commission was informed that the DHCFP proposal would include components to be
funded not just in Medicaid but also in the DCFS and DMHDS. The proposal would go
forward under DHCFP’s regular budget request to the Governor.

The Commission deferred this item until it could consider the fiscal impact. The
Subcommittee of the Commission took the following action to address the proposal:

4. Express, in its report, support for the concept of the Behavioral Health Plan
System Redesign of the Division of Health Care Financing and Policy (DHCFP),
Department of Human Resources (DHR), and urge the Executive Branch and DHR
to go forward with the funding and implementation of the proposed redesign plan.
The Behavioral Health Plan recommendations include, but are not limited to,
standardizing the infrastructure of the system, developing specialty clinics,
eliminating state-devised reimbursable codes for Nevada Medicaid, delivering
targeted case management services through state agencies, and defining
mechanisms for utilization management. The recommendation includes
incremental costs that may come through DHCFP and the Division of Mental
Health and Developmental Services (DMHDS). (Action by the Subcommittee)
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Housing

At its work session, the Commission heard testimony from Dorothy Nash Holmes, Nevada’s
DOC, that the Residential Substance Abuse Treatment (RSAT) funds were cut from the Fiscal
Year 2004 Federal Budget. The first community-based correctional program in southern
Nevada is a transition center for inmates in their last four to six months of custody. The RSAT
provided therapeutic funds in a correctional setting that is not eligible for SAMHSA funding.*

Further, Dr. Brandenburg said that, under the Governor’s Homeless Families with Children
Policy Academy Committee, an inventory of available housing was completed two years ago.
The Commission also discussed the specialized housing needs of the mentally ill. The
Commission indicated that it wished to record its purpose is to ensure a linkage between
housing dollars and treatment services.

In addition to the adoption of a BDR, the Commission took the following actions to address the
lack of affordable housing to enable recovering mentally ill individuals to reenter their
communities:

S. Recommend, in its report, that Nevada should take steps to promote, encourage,
and facilitate greater access to safe and affordable community-based housing and
support services by using an array of resources within the United States
Departments of Housing and Urban Development (HUD), and Health and Human
Services (HHS), and the Veterans Administration (VA) as leverage. To accomplish
this, the Commission approved the following actions:

e Send a letter to Nevada’s Congressional delegation urging the members to
support restoration of Residential Substance Abuse Treatment funds in the
federal budget.

¢ Include this recommendation in the Commission’s report along with a
statement regarding the need for housing funds specifically for mentally ill
persons.

e Request the DMHDS to update the inventory of available housing that was
completed two years ago.

Grant Writer

In the context of housing for homeless persons, the Commission heard testimony from
Dr. Frances M. Murphy, Deputy Under Secretary for Health Policy Coordination, U.S.
Department of Veterans Affairs, at its October 9, 2003, meeting. Dr. Murphy reported on
various housing programs of the federal government through the Department of Veterans
Affairs and other departments.

* Commission, January 26, 2004.
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At its work session, the Commission discussed Nevada’s efforts to assist disabled persons to
move from institutional to community placements. The key is integrated affordable housing.
Categorical funding streams from the federal government are difficult to access. Currently,
Nevada funds housing with state General Fund dollars. Those funds could be maximized with
federal dollars. Ms. Hutchings, SAMHSA, further urged the Commission to take action on
this item because she said the federal government is likely to incentivize the states to develop
comprehensive state mental health plans.®

On January 26, 2004, the Commission requested the DHR to investigate the costs associated
with retaining one or more grant writers in the Department’s grants management unit to secure
federal and other grants relating to mental health needs of adults and children. Subsequently,
the Subcommittee further considered expanding the grant writer’s responsibilities to realize the
state’s goals in obtaining grants for various health care and mental health purposes. On
June 28, 2004, the Subcommittee of the Commission took the following action:

6. Urge, in its report, the Executive Branch to research and provide to the Interim
Finance Committee recommendations for a person or firm to provide contract
services for the purpose of securing grants that lead to funding mental health,
housing, and other health-related services. (Action by the Subcommittee)

Goal 3: Disparities in mental health services are eliminated.

Recruitment and Retention of Professionals in Rural Areas

Dennis Mohatt, WICHE, testified before the Commission on October 21, 2003, on services to
rural residents. Mr. Mohatt advocated recruiting and training rural residents to serve those
areas. The cultural differences, facing professionals from urban areas, create difficulties in
resettling them to rural areas. Establishing paraprofessional staffing configurations often
results in strong opposition from the professional guilds, which express concern about quality
of care. Mr. Mohatt suggested the development of a rural strategy that is developed with the
guilds as partners.

The Commission took the following action to address this issue:

7. Urge, in its report, DMHDS to develop a rural recruitment and retention program
that acknowledges difficulties in hiring and retaining qualified professionals in
rural Nevada. Include rural recruitment and retention in the state’s cultural

competency plan.

Cultural Competency

At the January 26, 2004, work session, Gail Hutchings, SAMHSA, said that from the
perspective of the New Freedom Commission, cultural competency relates to underserved

* Commission, January 26, 2004.
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populations. She suggested viewing this concept as a matrix with one side representing rural
issues and services; all of the telehealth, telemedicine, telepsychiatry programs; and racial and
ethnic issues such as access and language. The other side of the matrix represents workforce
issues as well as training, retention, and recruitment issues. Ms. Hutchings also said one of
the shortcomings of evidence-based practices is the lack of research based on racial and ethnic
monority populations. She suggested that the University of Nevada School of Medicine
collaborate with the DMHDS to collect data, ensuring a representative sample size that reflects
the people to be served.*

The Commission took the following action to address this issue:

8. Urge, in its report, all state agencies and local governments to develop a cultural
competency plan for the state and urge DHR to provide effective assistance for
minorities, particularly those who face cultural barriers and lack English

proficiency, to receive in-patient and out-patient mental health services.

Goal 4: Early mental health screening, assessment, and referral to services are common
practices.

Professional Staffing Levels

The DMHDS has recognized that it needs to increase the medical capacity of its mental
facilities. The DMHDS operates the Joint Committee on Accreditation of Healthcare
Organizations (JCAHO), accredited acute psychiatric hospitals and psychiatric emergency
services in Reno through the Northern Nevada Adult Mental Health Services, and in Las
Vegas through the Southern Nevada Adult Mental Health Services. Each system is currently
staffed medically by one senior physician. While acute medical illnesses are not within the
scope of practice at either facility or program, psychiatric patients with stable chronic medical
illnesses are admitted to receive acute psychiatric services. Recently JCAHO has ruled that all
patients admitted into the psychiatric observation unit of the emergency services must receive a
complete medical history and physical examination within the first 24 hours of admission.
Prior to this ruling, only patients admitted to the acute inpatient hospital received this service.
To meet JCAHO requirements and the needs of a growing psychiatric population, additional
medical resources are needed."’

The Commission deferred action on this item to the Subcommittee. On June 28, 2004, the
Subcommittee of the Commission took the following action to address this issue:

9. Express, in its report, support for the concept of increasing medical staff at the
state’s mental hospital to accommodate mentally ill patients with physical health
issues, and allow DMHDS the flexibility to address the fiscal concerns in the
agency’s budget through contract services. (Action by the Subcommittee)

* Commission, January 26, 2004.
4 DMHDS Fiscal Note, B/A 3161 and B/A 3162.
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Crisis Triage Center and Crisis Intervention Training

On October 9, 2003, the Commission received information about the crisis in Clark County
emergency services. The information included an overview of the triage system and Crisis
Intervention Team (CIT) training, which the staff from the Las Vegas Metropolitan Police
Department received in Memphis, Tennessee.

The Commission heard testimony at its October 9, 2003, meeting that about 45,000 severely
mentally ill people live in Las Vegas and about 10,000 homeless people live on the streets of
the city. Estimates of the percentage of mentally ill among the homeless run about 80 percent.
Nevada has about 4.5 psychiatric beds per 100,000 population. The time in an emergency
room for a indigent mentally ill patient can range from 36 hours to nine days.

At its October 21, 2003, and December 18, 2003, meetings, the Commission received
presentations on mentally ill inmates in state prisons, the lack of training among correctional
officers to work effectively with mentally ill inmates, and the difficulties in transitioning
mentally ill inmates back into the community.

The Commission took the following action to address all of these concerns:

10.  Express, in its report, support for the crisis triage center concept throughout the
state, including the development and implementation of formalized training for
staff that interacts with offenders with mental health disorders, including
correctional officers and staff of the Division of Parole and Probation, Nevada’s
Department of Public Safety.

Child and Adolescent Psychiatrists

The State of Nevada has historically suffered from a shortage of child and adult psychiatrists.
In 1991, the University of Nevada School of Medicine (UNSOM), Department of Psychiatry
began an adult psychiatry residency training program in Reno. Through Northern Nevada
Adult Mental Health Services, the DMHDS has participated actively in training. This program
has resulted in an excellent recruiting source of adult psychiatrists for the state mental health
system as well as to the population as a whole. In the next biennium, UNSOM is beginning a
two-year child fellowship that will train child and adolescent psychiatrists. The DMHDS will
participate by using Sierra Regional Center as a training site for first-year child fellows in
treating developmentally disabled children and adolescents.

Because of the increasing need, UNSOM has created a second program for training second,
third, and fourth year adult psychiatric residents in Las Vegas. The programs began in July
2004. This package includes DMHDS participation using Southern Nevada Adult Mental
Health Services, beginning in fiscal year 2006-2007. A child fellowship has been considered
for Las Vegas as well, possibly beginning as early as fiscal year 2007.*

“ DMHDS, Fiscal Note, B/A 3168.
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At its work session on January 26, 2004, the Commission discussed the need to provide
incentives to recruit for the residency program both within Nevada and in other states.
Dr. Brandenburg reported that research has shown that there is a greater likelihood that a
resident will stay in the same location where he or she receives his or her residency.

The Commission deferred action on this item to the Subcommittee. On June 28, 2004, the
Subcommittee of the Commission took the following action to address this issue:

11.  Express, in its report, support for funding of psychiatry fellows from the
University of Nevada School of Medicine (UNSOM) and Adolescent Psychiatry
Fellowship Training Program for the purpose of reducing the shortage of child and
adolescent psychiatrists. (Action by the Subcommittee)

Psychiatry Residency in Southern Nevada

The Commission also deferred action to the Subcommittee on the recommendation to increase
the number of psychiatry residents by supporting the establishment of a new program in
southern Nevada. Based on the same information relating to the shortage of child and
adolescent psychiatrists, the Subcommittee took the following action to address the
establishment of a new psychiatry residency training program in southern Nevada:

12.  Express, in its report, support for the concept of maintenance of UNSOM’s
psychiatry residency training program in northern Nevada and support for the
establishment of a new psychiatry residency training program in southern Nevada.
(Action by the Subcommittee)

Increasing and Integrating Qualified Mental Health Workers

One recurring theme of the New Freedom Commission report was that recovery is impeded by
fragmentation of services. During its hearings, the Commission received testimony regarding
the shortage of professionals working in rural areas and among certain populations. Another
issue addressed by Dr. Stephen Graybar, member of Nevada’s Board of Psychological
Examiners, was the occurrence of co-morbidity, which he said is so common that it must be
viewed as the rule rather than the exception. In his presentation to the Commission on
November 4, 2003, Dr. Graybar recommended integrated treatment for the mental health
disorder and the co-occurring disorder. At that same meeting, Commission member Maria
Canfield presented BADA'’s treatment strategies, which include building coalitions.

At its work session, the Commission discussed supporting collaborative efforts among the
Legislature, the universities, and the professional licensing boards to increase the number of
qualified mental health staff. It was apprised by Debra Scott, R.N., Executive Director,
Nevada State Board of Nursing, that some elderly and psychiatric disordered consumers are
being treated by advance practice nurses. She also cautioned the Commission to ensure that an
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expanded scope of practice for licensed alcohol and drug counselors be available only to
master’s level counselors because Axis 2 mental health disorders are the hardest to treat.*

The Commission took the following action to address these concerns:

13.  Express, in its report, support for the establishment of residency training, fellows,
and paid internships that include alcohol and drug training to increase qualified
mental health staff. To accomplish this, the Commission approved the following
recommendations:

e Broaden the pool of qualified geriatric clinicians through the licensing of
professional counselors in Nevada;

e Expand the scope of practice for licensed alcohol and drug counselors to assess
for and oversee the treatment of Axis 2 mental health disorders;

¢ Require certification of professional staff working with older adults, such as
completion of a Providers Certificate of Specialization in Aging offered by the

Geriatric Education Center at UNSOM; and

¢ Enhance the state’s ability to provide integrated substance abuse and mental
health services to persons with co-occurring disorders.

Enhancement of Senior Mental Health Services

On October 21, 2003, the Commission considered the mental health needs of older Nevadans.
Suggestions for action made at the meeting include enhancing the ability to provide mental
health treatment in a non-traditional setting, ensuring that nurses and psychiatrists have
geriatric training and experience, improving geriatric mental health services to address needs
of residents as well as staff in group care facilities and skilled nursing facilities, and publicize
the need for identification, clinical assessment and treatment of pathological gambling and
prescription drug and alcohol abuse in older Nevadans.

The Commission took the following action to address these concerns:

14. Express, in its report, support for the enhancement of senior mental health
services.

Goal 5: Excellent mental health care is delivered and research is accelerated.

The report of the New Freedom Commission on Mental Health identified the delay in the
application of research to practice. It estimated that the lag between discovering effective new

* Commission, January 26, 2004.
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treatments and incorporating those treatments into routine patient care is 15 to 20 years. The
report further identified four areas that have not been studied enough: disparities in mental
health research, long-term use of medications, the impact of trauma, and acute care.”

At its work session on January 26, 2004, Dr. Brandenburg said that training programs for
clinicians in evidence-based practices for the treatment of depression, panic disorder, and
obsessive-compulsive disorder are readily available. Material costs are minimal.
Gail Hutchings, SAMHSA, also suggested that the UNSOM collaborate with the DMHDS to
collect data.”

The Commission took the following actions to address these concerns as they manifest in
Nevada:

15.  Urge, in its report, UCCSN to assist governmental agencies with behavioral health
data collection issues.

16.  Urge, in its report, DMHDS to establish mechanisms to monitor the effectiveness
of mental health services efforts.

17. Urge, in its report, DHR to establish funding mechanisms or incentives to
implement an evidence-based practices agenda.

18.  Urge, in its report, DHR to seek funding to purchase materials and train clinicians
in evidence-based psychological practices.

Goal 6: Technology is used to access mental health care and information.

The New Freedom Commission urged the increased use of technology to improve access to
care and to integrate health records in a personal health information system for providers and
patients. The Commission received information about the use of technology in mental health
services at its November 20, 2003, meeting. Dr. Stephen Mayberg, Director, California
Department of Mental Health, cited among the new technologies electronic personal records,
telemedicine, and the use of the Internet for gathering information. Ms. Catherine Britain,
President, Telehealth Alliance of Oregon, acknowledged, however, the lack of outcome studies
that measure the effectiveness of telehealth services. A presentation from the UNSOM Office
of Rural Health provided information on the telemedicine system currently operating at 150
sites throughout Nevada.

At its work session on January 26, 2004, the Commission discussed the need for care when
using technology to deliver psychiatric services because of liability and privacy. Ms. Canfield
suggested setting guidelines to ensure protection of the public.

% New Freedom Commission, pages 69 to 71.
3! Commission, January 26, 2004.
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With regard to services at the three state-operated youth training facilities, Jone Bosworth,
Administrator, DCFS, said that the Division currently contracts with a psychiatrist who
commutes between the two facilities. That may not provide enough management of
medications, however. The DCFS facilities must have adequate psychiatric consultation to
ensure that the inmates’ medications are maintained when youth enter the facilities. This is an
issue separate from the mental health counselors.™

The Commission took the following actions to address these concerns:

19.

20.

21.

Urge, in its report, DMHDS to implement electronic medical records for all
DMHDS clients and urge DMHDS and the Division of Child and Family Services
(DCFS) to establish a computerized medical information system to increase
coordination, communication, and continuity between and within state and private
agencies.

Urge, in its report, DMHDS to develop telemental health capacity for rural Nevada
for all disciplines, including psychiatry, psychology, social work, juvenile justice,
marriage and family therapy, dually licensed (substance abuse and mental health)
providers, service coordination, and nursing. Additionally, include in the final
report a statement regarding the need to establish telehealth guidelines to protect
the public health.

Urge, in its report, DCFS to establish telehealth-based psychiatric services at each
of the three state-operated youth (correctional) training facilities: the Nevada
Youth Training Center in Elko, the Caliente Youth Center in Caliente, and the
Summit View Correctional Center in Las Vegas.

32 Commission, January 26, 2004.
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Senate Bill No. 301-Senator Townsend
CHAPTER 445

AN ACT relating to mental health; creating the Nevada Mental Health Plan Implementation
Commission to develop an action plan for implementing the recommendations of the
President’s New Freedom Commission on Mental Health in this state; and providing other
matters properly relating thereto.

THE PEOPLE OF THE STATE OF NEVADA, REPRESENTED IN
SENATE AND ASSEMBLY, DO ENACT AS FOLLOWS:

Section 1. 1. The Nevada Mental Health Plan Implementation Commission is hereby
created.

2. The Commission consists of:

(a) Three members of the Senate who are appointed by the Majority Leader of the Senate;

(b) Three members of the Assembly who are appointed by the Speaker of the Assembly;

(c) The Administrator of the Division of Mental Health and Developmental Services of the
Department of Human Resources, or his designee;

(d) The Chief of the Bureau of Alcohol and Drug Abuse within the Health Division of the
Department of Human Resources, or his designee;

(¢) The Administrator of the Division of Health Care Financing and Policy of the
Department of Human Resources, or his designee; and

(f) The Administrator of the Division of Child and Family Services of the Department of
Human Resources, or his designee.

3. At its first meeting, the members of the Commission shall elect a chair from among its
members.

Sec. 2. 1. The members of the Nevada Mental Health Plan Implementation Commission
serve on the Commission for 6 months beginning on the day the President’s New Freedom
Commission on Mental Health Report is made public.

2. A vacancy occurring in the membership of the Commission must be filled in the same
manner as the original appointment.

3. The Commission shall meet at the times and places specified by a call of the Chair of the
Commission.

4. A majority of the members of the Commission constitutes a quorum for the transaction
of business, and a majority of a quorum present at any meeting is sufficient for any official
action taken by the Commission.

Sec. 3. 1. Except during a regular or special session of the Legislature, for each day or
portion of a day during which a member of the Commission who is a Legislator attends a
meeting of the Commission or is otherwise engaged in the work of the Commission, he is
entitled to receive the:

(a) Compensation provided for a majority of the members of the Legislature during the first
60 days of the preceding session;

(b) Per diem allowance provided for state officers and employees generally; and

45



(c) Travel expenses provided pursuant to NRS 218.2207.

The compensation, per diem allowances and travel expenses of the legislative members of the
Commission must be paid from the Legislative Fund.

2. Members of the Nevada Mental Health Plan Implementation Commission who are not
Legislators serve without compensation, except that a member of the Commission is entitled,
while engaged in the business of the Commission, to receive the per diem allowance and travel
expenses provided for state officers and employees generally.

3. Each member of the Commission who is an officer or employee of the State of Nevada
or a local government must be relieved from his duties without loss of his regular
compensation so that he may prepare for and attend meetings of the Commission and perform
any work necessary to carry out the duties of the Commission in the most timely manner
practicable. A state agency or local governmental entity shall not require an officer or
employee who is a member of the Commission to make up the time that he is absent from
work to carry out his duties as a member of the Commission or to use annual vacation or
compensatory time for the absence.

Sec. 4. 1. The Nevada Mental Health Plan Implementation Commission shall:

(a) Determine how Nevada will implement the recommendations of the President’s New
Freedom Commission on Mental Health to enable adults with serious mental illnesses and
children with serious emotional disturbances to live, work, learn and participate fully in their
communities; and

(b) Develop an action plan for implementing the recommendations in this state.

2. The Commission shall submit a report setting forth the action plan developed pursuant to
this section to the Interim Finance Committee, the Subcommittee to Study Mental Health Issues
of the Legislative Committee on Health Care and the Governor on or before January 1, 2005.

Sec. 5. This act becomes effective on July 1, 2003, and expires by limitation on
January 1, 2005.
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- ComMISSION ON MENTAL HEALTH
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President's New Freedom
Commission on Mental Health
Achieving the Promise: Transforming Mental Health Care in America

Executive Summary

We envision a future when everyone with a
mental illness will recover, a future when
mental illnesses can be prevented or cured, a
future when mental illnesses are detected
early, and a future when everyone with a
mental illness at any stage of life has access to
effective treatment and supports - essentials
for living, working, learning, and participating
fully in the community.

Vision
Statement

In February 2001, President George W. Bush announced his New Freedom Initiative
to promote increased access to educational and employment opportunities for
people with disabilities. The Initiative also promotes increased access to assistive
and universally designed technologies and full access to community life. Not since
the Americans with Disabilities Act (ADA) - the landmark legislation providing
protections against discrimination - and the Supreme Court's O/mstead v. L.C.
decision, which affirmed the right to live in community settings, has there been
cause for such promise and opportunity for full community participation for all
people with disabilities, including those with psychiatric disabilities.

On April 29, 2002, the President identified three obstacles preventing Americans
with mental ilinesses from getting the excellent care they deserve:

m Stigma that surrounds mental ilinesses,

» Unfair treatment limitations and financial requirements placed on
mental health benefits in private health insurance, and

» The fragmented mental health service delivery system,

The Presiden