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[ T'"wY [/ h} b¢, Q{ BEHAVIODRAW BEALTHINEEDS AND THEIR FAMILIES

National and local studies suggest that-23 percent of Cl ar k Count
experienced a behavioral health disorder within the past year, and 50 percent have suffered from one of
these disorders by #htime they reach adulthood (SAMHSA, 201I8).2013, almost twenty percent of
Clark County’s public middle school students seri
had used alcohol or illegal drugs, and over 11% had attempted suicidek¢Rizerger et al., 2014).
Approximately 112 percent of children and adolescents suffer from serious emotional disturbance
(SED) each year, experiencing symptoms that significantly impair their ability to function at home, in
school and in the communitysAMHSA, 2013)At least 50% of children and youth é@hild welfareand
approximately 70% of youth in thivenile justice systermhave significant mental health disorders
(Stagman et al., 2010, SAMHSA, 2013).

In spite of disproportionately high levels déen suicide and depression, Nevada lags
significantly behind neighboring states in provic
services that will strengthen families and help youths succeed at home, in school and in their community
(Denby 2013).Family members, providers and stakeholders have also concluded that Nevada needs to
reformi t s ¢ hheHaworak healts service delivery systeim produce the most costeffective
outcomes for youth and their familiesThe 2017 Annual ReportfoMental Health America ranked
Nevada as the worst state (53 in providing access to behavioral health care for jtsuth (Mental
Health America, 2016).

THE CCCMHC-Y&AR STRATEGIC PLAN: 2020 VISION FOR SUCCESS
As required by NRS 433B, the

Clark County Children's Mental Heal TABLE 1. YEAR 7 REPORT
Con s or tl0-Yiean Swategic Plan 10-YEARSTRATEGIC PLAN
(2010) provides the vision, goals af Objectives at least
strategies to overcome the specif Strategic Plan Goals for 2020 partially achieved
.servpg dell\{ery and system challeng 1. Coordinated services & supports for youth 0%
identified in Clark County by with SED
implementing an evidencbased, | 2. Comprehensive service array for all youth 66%
system of care approach (Stroul, 2014 with behavioral health needs
Using a set of values and principl¢ 3 Organized pathway tnformation, 66%

. assessment, referral & crisis response
which prpmote a SyStem Of_ care that 4. Local system management involving famili 33%
communitybased, familydriven and | providers & stakeholders
culturally competent, the Plan sets fort| 5. Preventative programs promoting soeial 50%
six lorg-term goalsfor Clark County by emotional development _
the year 2020. Table 1 shows tfé- Heightened public 66%

behavioral health needs

current status of these six goals.




SHORITERM SERVICE PRIORITIES OF THE CCCMHC

The CC Q016 8rvee Priorities Repadentified recommended actions for the upcoming
biennium to achieve the most shetrérm, costeffective system improvements while serving as building
blocks for thelO-Year Strategic Plan. This repastitlines thecurrent statusof these priorities.

Priofity 1. Red ( NHzO G dzNB G KS Lidzof A O OKAf RNE Yy Qa 0o SKI GA2NI £ ¢
jdz- t AGeZ | O02dzyilloAfAlGET FyR LRaAGAGS 2dzi02YSa T2
CURRENT STATS8me Progress
U Include the followingas essential health benefit$o be covered for children with serious emotional disturbance under

benchmark plans for Medicaid, Health Insuca Exchanges and other publicly subsidized health coverage [emity

peer support, mentoring, mental health consultation, mobile crisis intervention, and respite care.

U Develop and implement a statewide, universal set of quality standattat requiret hose chil dren’s behav
providers who receive Medicaid or other public funding as reimbursement for their services to utilize-derrély,
individualized, evidencbased treatment interventions.

U Review Medicaid ratesf o r children’s behavioral health services to de
contributes to lack of capacity and access for children and families.

Priority 2. Provide mobile crisis intervention and stabilization services to Cladkinty yaiths in crisis
CURRENT STATUWSgnificant Progress

i Provide ongoing funding for DCFS to maintain an evidéased mobile crisis intervention program with fidelity that meets
the needs of Clark County youth experiencing severe psychiatric crises

i Develop interagency protocols and policies with hospitals and managed care providers to facilitate the seamless transition
to appropriate inpatient or communitpased care for all uninsured as well as privately and pubiidyred youths
admitted to emergncy rooms with severe psychiatric crises, including those with suicidal behavior.

i Expand funding for Family Peer Support to enhance outcomes and reduce recidivism for youths served by mobile crisis
intervention.

0 In order to support the program and priole timely access to needed services, develop a mechanism for providing
presumptive Medicaieligibility to appropriate youthseferred for crisis intervention services.

t NA2NAGE od 9ELIYR OOSaa G2 FLYAf& LISSNI adzJi2 NI

risk for longterm institutional placement

CURRENT STATWMS:progress

i Expand funding to provide family peer support for Clark County youths wittus@motional disturbance at risk for leng
term residential treatment by implementing a pilot project for 200 youths discharged from psychiatric hospitalization.

U As part of the pilot project established under Assembly Bill 307 of the 2015 Nesgiditure, provide an intensive level of
family peer support for at least 50 Clark County youth with intellectual/developmental disabilities or related conditions who
are also diagnosed with behavioral health needs in an effort to preventényginsttutional placement.

Priority 4. Develop partnerships between schools and behavioral health providers to implement
schoolbased and schodinked interventions for children identified with behavioral health care needs.
CURRENT STATWmimal progress

U Assist the Nevada Office of Suicide Prevention to obtain resources in order to conduct a comprehensive survey of Clark
County public, charter, and private schools that will determine the degree to which mental health and/or suicide Prevention
screening hs been implemented.

i DHHS initiatives for mental health and/or suicide prevention screening should support the implementation of an effective
model of schoebased mental health and suicide prevention screening that is: (1) Evidasee; (2)Costeffective; (3)
Utilizes active parental consent and (4) Includes procedures and enhanced resources to link identified students with needed
services.
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CLARK COUNTY CHILDREN'S MENTAL HEALTH CONSORTIUM
2017 STATUS REPORT ON THEEKAR STRATEGIC PLAN

[. INTRODUCTION

Clark County’'s children with behavioral heal t h
challenges of children with behavioral health needs across the U.S. The most recent national studies
have confirmed that between 130 percent of American chilen aged 518 years have experienced a
behavioral health disorder within the past year, and over 1 in 5 adolescents have suffered severe
impairment as a result of these disorders (SAMHSA, 2013). By the time U.S. children reach adulthood,
approximately oe-half have experienced a behavioral health need at some point in their young lives
(SAMHSA, 2013)Even children younger than five years of age may exhibit serious emotional and
behavioral problems, with one national study estimating a prevalence rai®-#% in this population
(Brauner, 2006)In Clark County, studies have suggested that 19.3% of elementary school children have
behavioral health care needs and over 30% of adolescentsegrifted significant levels of anxiety or
depression (CCCMHEZ,01 0) . I n 2013, al most twenty percent 0
students seriously thought about killing themselves, more than 30% had used alcohol or illegal drugs,
and over 11% had attempted suicide (Frankenberger et al., 2014).

Some children and youth have greater needs for behavioral health care than otiNatonal
studies have found that at least 50% of children and youtbhiifd welfare and approximately 70% of
youth in thejuvenile justice systemhave significant mental health disorders (Stagman et al., 2010,
SAMHSA, 2013). Local surveys conducted by tresortium have confirmed that Clark County children
in the child welfare and juvenile justice systems also experience a greater need for behavioral health
care (CCCMHC, 201®pproximately 1@12 percent of U.S. Children suffer froserious emotional

disturbance (SED) each year,| FEgurem® ¢19 {¢1 ¢! { hC /IL[5WO9bQ{ a

experiencing symptoms  that BEST (Light Purple) AND WORST (Dark Purple) STATES
significantly impair their ability to| NEVADA RANKSBWITH HIGHEST NEED FOR AND LOWEST ACCE|
function at home,in school and in MENTAL HEALTH CARE FOR YOUTH AND ADULTS

the community (SAMHSA, 2013)|
With local studies showing at leagt
6 percent of early elementary
school children exhibit signs of
SED, it is reasonable to proje¢
prevalence rates for all Clar
County children and youth with
this condition will match the
national data (CCCMHC, 2010).

In December 2015, 20(
family members, providers, and
other stakeholders attended 4

—t

Community Forum at UNLV to
discuss the mental health of Clark i
County’ s chil drlen. After a panel

discussion and audience inpuf,
they reached a consensus tha
Nevada needs toeform its service
delivery system for children wit

--From Mental Health America 2017 Report

—
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behavioral health needs (Valley, 2015). The voices at the Community Forum echoed the findings of a
statec o mmi ssi oned report on the status of Nevada’' s
t h aNevada has missed a number of opportunities over the years to strengthen its behavioral health
system” and needs “a proactive, strategic plan to
behavioral heal th” (Wat somatetNeVada20sl3hbehavTihoer arle p
focused on responding to adults with mental health crises, rather than investing its resources in
prevention and early intervention for children and youth. The U.S. Substance Abuse and Mental Health
Services Admistration has provided data to suggest that in recent years, Nevada has increased the
percentage of state spending on inpatient hospitalization and centralized administration while
decreasing its funding on communibased services for individuals with bef@ral health needs
( SAMHSA, 2013) . I n spite of disproportionately hi
Institute has shown that Nevada lags significantly behind neighboring states in providing adequate
fundi ng f or c hlth bedvices that svill sttengthea familieseand help youths with mental
health needs succeed at home, in school and in their community (Denby, 20t®).2017 Annual
Report of Mental Health Americaranked Nevada as the worst state (81 in providing access to
behavioral health care for ityouth (Mental Health America, 20)6

The Clark County Chil dr el&Year StMtegictPEAOL10Hpzoxzides h  Co n ¢
the vision, goals and stragies to implement an evidendssed,system of care appexh that will
overcome the challenges identified by the Community Forum participants and by recent local, state,
and national studiegStroul, 2014)The CCCMHID-Year Strategic Plarepresents a commitment to all
our communi ty’ s c¢ hisdppbrisenacessaly dor apterslenentag hedlth and secial
emotional development, early access to treatment when problems arise, and intensive interventions
when behavioral health problems become severe and chrotisinga st of values and principles
which promote a system of care that is communkligsed, familydriven and culturally competent, the
Man sets forth the following longerm goals for Clark County by the year 2020.

10-Year Plan Goals

1. Children with serious emotional disturbance and their families will thrive at home, at school and in the commu
with intensive supports and services.

2. Children with behavioral health needs and their families will access a comprehensive arrdjectiee services when
and where needed.

3. Families seeking assistance will find an organized pathway to information, referral, assessment and crisis interve
coordinated across agencies and providers.

4. The system will be managed at the local léviarough a partnership of families, providers and stakeholde
committed to communitybased, familydriven, and culturally competent services.

5. Countyg ARS LINPAINI Ya gAtt o6S I @LAftlrofS G2 FIF OAf Al )idesify !
behavioral health issues as early as possible, and assist all families in caring for their children.

cd® | SAIKGESYSR Lzt AO 6 NBySaa 2F OKAf RNBYyQa o6SKI @A
assistance and mobilizeommunitysupport for system enhancements.

In 2016,the CCCMHC identifiddur priorities that would result in the most shotterm, costeffective
improvements in the system while serving as building blocks for the long term(@@eMHC016

Service Prioritieg. Section 1l of this report provides a description of current progress toward
implementing these priorities.Section llidescribes any revisions to the primary objectives of the 10

Year Strategic PlanSection IVprovides a status reportro each of t he2, @ahd an’ s P
Objectives targetedor completion by June 30, 2017

CCCMHC 2017 Status Report 2
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Priority 1. Red G NHzO(G dzZNB (G KS LJdzoft A O OKAf RNBy Qa
delivery system to ensure quality, accountability, and positive outcomes for
[ £ N)] /2dzyieQa OKAfRNBY YR FlIYAfASEAO®

Justification:

In addition to critical service gaps
recent studies and family S““’eYS have U Develop and implement a plan fortegrated, local system
suggeste_d that the system of behavioral h_egl managemento f al |l publicly fun
services in Clark County is complex and diffig health services in Clark County.
to access(CCCMHC, 20L4The UNLV Lincy
Institute found that oy 2 9 % of N U Restructure Medicaid plicies and funding to suppora

hild ith " | behavi | single, accountable entity in Clark County that uses
children  wi emotiona ehavioral — or wraparound approachto manage the care for youth with

developmental needs were able to acce serious emotional disturbance. Blend/braid Medicaid a
services as compared other public resources, allowing flexibility in the ca

children with comparable needs (Denby et 3 management ent i ingingso impement
2013) Anot her study individualized services and supportisat strengthen the

. family, reduce the need for owtf-home placement, and
adolescents accessed outpatient treatment at|  ¢acijlitate positive outcomes for each youth.

rate lower than 45 other states (SAMHSA
2013). A 2014 study commissioned by tif U Include the followingas essential health benefitdo be
Governor's Counci l 0 covered for children wth serious emotional disturbance

Welln ncluded that th rrent rnan under benchmark plans for Medicaid, Health Insuran
eliness conclude at the current governa Exchanges and other publicly subsidized health cover

structure of t he st & plans: family peer support mentoring, mental heathf | t h
system has led to a lack of coordinatig consultation, mobile crisis intervention, and respite care.
between agencie and por responsiveness to
community needs (Brune et al., 2014)As a 0] Dev_elop and implement a statewide,_universal set ¢
consequence of these systemic problen quality stant_iardsthat require thosec_h_l I dr en’ g
) . ) health providers who receive Medicaid or other publ
Nevada youths with serious emotiong funding as reimbursement for their services to ultili
disturbance or other disabilities continue to b family-driven, individualized, evi&hcebased treatment
unnecessarily placed in cof-state institutions interventions.
(Valley2015).

CCCMHC has recommended that | U Review Medicaid ratesf o r children’s
Nevada rest ruct ur e it s c services to determine if inadequate provide

> ] ) ) reimbursement contributes to lack of capacity and accq
health service delivery by implementing loc for children and families.

system management of all publicly fundea
c hi | dehavioralhealth services, including those administered by the Divisi@hitdd and Family

Services and the Division of Health Care Financing and Rdééegda law alreadyps c i f i es t hat
system of mental health services [for children] should be commtbatsed ad flexible, with
accountability ad focusofhe servi ces at t h en connmuraties atresyvteel U'S., ( NR S
outcomes for children and families have improved by creating partnerships at the local level to manage

the system of behavioral health care (Stroul et al., 2008).recent statecommissionedreport on
Nevada’' s behavior al heal t h p r o egdrivanm somnauhitgbased r e ¢ 0 mm
services to address difficulties in service access and outcomes (Watson et al, 20&3)egislative

Committee on Health Care and the South&levada Health Forum both support this recommendation.

Recommended Action Steps

CCCMHC 2017 Status Report 3



Under local systems management, the CCCMid€ also recommendededeployment of
Medicaid and other funding to support single accountable entity in Clark County thediheres to a
Systemof Care philsophy (Stroul et al, 2008) antges a evidencebasedwraparound approach to
coordinate the care for youth with serious emotional disturbar(@uns et al., 2010)The federal
government reported that less than 10% of Nevada children with serious emotiistatbance have
access to wraparound case management through the
less than half the average of other states (Centers for Medicare and Medicaid Services, R@IE)O
state-commissioned report found tn t public children’'s behavioral h €
were being spent on care management efforts that were duplicative, inconsistent, and failed to target
those youths with the most serious and complex needs (Pires, 200®thek report commissionedoy
the Governor’'s Behavioral Health and Wellness Cou
the effective use of care coordinating organization in producing effective service outcBmee (et al.
2014). The Center for Health @&trategies has profiled successful state and community demonstration
projects such as the Wraparound Milwaukee Program that have utilized this approach $&itradn
2014).

To facilitate the effectiveness of local service delivery, IRCMHC hadso recommendedhat
both traditional behavioralhealth care providers and care management entities have the ability to
provide innovative serices such as family peer support, mentoring, mental health consultation, and
respite care under health care coverage policies or flexible funding stratebiese strategies are
currently wunderutilized iin publ i oftheihdemahstrated’ s beh
effectiveness in improving outcomes and reducing costs of services (Pires et al., 2013). An extensive
national evaluation has demonstrated that a systems of care approach yields positive outcomes for
children and families with sigficant behavioral health needs. In addition, there is a growing body of
evidence demonstrating that thaimplementation of systems of carestrategiesresults in net cost
savings derived from reduced use of inpatient psychiatric hospitalization, emgrgeoms, residential
treatment, and other group care, even when expenditures increase for hameé communitybased
care and care coordinatiors{roulet al., 2014)Investment in systems of care strategies in Nevada can
divert millions of dollars being spnt each year on oubf-state psychiatric placements for youth into
more costeffective communitybasedl treatment

strategies(See Figure 2). Fig 2.Children in Medicaid Oubf-State Placements
Federal and state reports also continue t
highlight the need for a more substantie Month Srildrgn Total Mo Cost Cost/Mo/Child
Worqurce in Nevadarallned to proylde quality Sep 2015 2451 $2.307.082.09 $9.416.66
behavioral h_ealth services to children (Dent=5:5015 253 |  $2.469016.18 $9.758.96
2013; Dvoskin, 2014; SAMHSA, 2013). NevV [Nov 2015 253 |  $2,417,738.19 $9,556.28
ranks 50 among states in the number o Dec 2015 259 | $2,507,631.12 $9,681.97
psychiatrists per capita and 4&mong states in [ Jan 2016 244 | $2,467,581.01)  $10,113.04
the number of psychologists per capita, and h| Feb 2016 238 | $2,262,731.40 $9,507.27
54 Mental Health Professional Shortage ArelMar2oi6 245 $2,405,739.80 $9,819.35
. .| Apr 2016 254 | $2,434,480.07 $9,584.57
desgn_ated_by theHealth Resources and Service May 2016 255 | $2.594.940.22 $10.176.24
Administration HRSApf the U.S. Department of[ jun 2016 259 | $2,442,829.86 $9,431.78
Health and Human ServicgBeck, 2016). Fot| Jul 2016 252 | $2,544,210.99 $10,096.08
example, the shortage of chilgpsychiatrists in [ Aug 2016 245 | $2,487,341.85 $10,152.42
Southern Nevaa resuls in families facing longl Total 12 Months Cosi $29,341,322.78 N/A

waitlists, short medical appointments and few
alternative for accessing need care for their children with behavioral health needs (Valley, 2015). Given
the workforce shortages, existing Medicaid reimbursement rates should beiegdnto determine if

CCCMHC 2017 Status Report 4



they provide incentives for local providers to expand their capacity to serve vulnerable children and
families.

CURRENT STATUS: Some Progress

The Nevada Division of Child and Family Services has taken a leadership role in coordinating
efforts between the Commission on Behavioral Health and the three regional consortia via a joint
subcommittee established in 2012 to address the governanceifdr t dr en’ s behavi or al
delivery as well as the restructuring of policy and financing stratege®ctober 2015, DCFS received a
System of Care Expansion and Sustainability Grant from the U.S. Department of Health and Human
Services, Substae Abuse and Mental Health Services Administration. With support from this project,
the subcommittee has drafted a strategic action plan that proposes to integrate services for children
with serious emotional disturbance under a system of care oversgeD@FSDuring the 4year grant
project, DCFS will work with the Nevada Division of Health Care Financing and Policy to restructure the
policies and funding for ¢ Buppoded éynthesNevhda Disewtar ofr a | h
Health and Human eé8vices, his effort will include amendments to the State Medicaid Plan or the
submission of a Medicaid Waiver application that will allow blending and braiding of all federsthsand
funding avail abl eral health servites. Ther Medcaid refdne wikh mdlude the
addition of innovative services such damily peer support, mentoring, mental health consultation,
mobile crisis intervention, and respite ca children with behavioral health needs.

The Division of Child and Familyn8ees has also pledged to continue funding for training to
community stakeholders/partners in evidenbased servicedlith funding support through the System
of Care Expansion and Sustaitliap Grant, DCFS has already pded training toproviders inevidence
based services, including REST (a respite care model), Together Facing the Challenge (a therapeutic
foster care model, System of Care Values and Principles;Hitighty Wraparound, and Trauma
Informed Care DCFS also plans to utilize the resosrad the System of Care Grant to work with
stakeholders in developing quality standards for
Through a $1.4 million dollaiorkforce Education and Training for Professionals grant from the U.S.
Department of Health and Human Services, Health ResourceSeamites Administration (HRSHe
UNLV School of Social Work Professors Ramona EBmison and Joanne Thompsdmave
implemented a three-year projectin collaboration withlocal and state behavioral health partners to
expand clinical social work education with the goal of produtd® highly competent practitionersho
can intervene on behalf of children, adolescents, tnadisitionalage youths who are at risk of or who
have developed behavioral health disorders

Whil e Medicaid’'s pr opo sl8 dnclubdes a mateiirecreasebfar daute t for
psychiatric hospital providers, no increases have been included toessldihe lack of access for
communitybased behavioral health services for children and their families.

Next Steps
With support from the System of Care Expansion and Sustainability Grant, Bleéavioral
I SFEGK / 2 YIX0AORAAY2AWVIAES S{ 2y / KAf RNByQa aSyidlt | SFHfaK

incorporate specific objectives and action steps that address Howal system management ancare
management will be implemented using blended/braided funding.

CCCMHC 2017 Status Report 5



Recommended Action Steps

Provide ongoing funding for DCFS to maintain
evidencebased mobile crisis intervention prograr
with fidelity that meets the needs of Clark Couni
youth experiencing severe psychiatric crises

Develop interagency protocols and policies wi
hospitals ad managed care providers to facilitate th
seamless transition to appropriate inpatient ¢
communitybased care for all uninsured as well ¢
privately and publicly insured youths admitted to
emergency rooms with severe psychiatric crisg
including thosewith suicidal behavior.

Expand funding foFamily Peer Support to enhance
outcomes and reduce recidivism for youths served
mobile crisis intervention.

In order to support the program and provide timel
access to needed services, develop a mechan@m
providing presumptive Medicaid eligibility to

appropriate youthsreferred for crisis intervention

Priority 2. Provide mobile crisis intervention and stabilization services to Clark
County youths in crisis.

Justification:

Without easy access to crisis intervention
and stabilization services the past, families in
Clark County have been forcedto utilize local
emergency rooms in order to obtain behavioral
health care for their childrenSome time ago,he
National Cater for Children inPoverty identified
youth emergency room visits for behavioral health
care as a national problem (Cooper, 2D0Kmore
recent national study of children's behavioral
health services utilization in the Medicaid program
showed that eligible adolescents used
disproportionately more  serviceparticularly
facility-based care due to the lack of more cost
effective approaches such as mobile crisis
intervention services (Pires et al., 2013).

Youth behavioral healthelated visits to
local hospital emergency rooms increased steadily

from 2010 until 2015. Depression and Anxiety

services.

represent the most predominant diagnes upon

admission, and both males and females are equally represented (Greenway, 2017). From earlier studies,

it is estimated that almost 40% of these youths have been admitted to emergency rooms due to suicide
attempts or threats, with nearly half of yths discharged home without immediate treatment being

suicidal, psychotic or depressed (CCCMHC, 200R) e me di c al director of Uni v
Pediatric Emergency Room has <cal |l epropdrttores "s ing autait i on
that mentathealth related visits to his facility have tripled over the past decade while the county
population has increased by only25% ( Val | ey, 2015) .

Mobile crisis intervention services have reduced the costs and utilization of inpatient psychiatri
hospitalization for youths with complex behavioral health care needs in programs such as those
implemented across New Jersey, in Milwaukee, Wisconsin and in Seattle, Washington (AHRQ, 2013).
DCFSsuccessfully implemented a pilot program in 2013 which oesluce costs and utilization of
inpatient and residential psychiatric treatment if significantly expandad sustainedo fully meet the
needs of Clark County's <children with behavioral
Council on Behaviat Health & Wellness recommended expansion of mobile crisis intervention services
(Dvoskin, 2014).

In addition to expanding and sustaining mobile crisis intervention programs, Nevada should
explore federal incentives f@axpandingpresumptive Medicaid l@ibility approaches in order to develop
a familydriven approach that facilitates access to immediate and appropriate commbaggd care to
uninsured and underinsured youtkgth psychiatric crises

QURRENT STATUS: Significant Progress

Mobile Crisis Intervention Supported by Healthy Nevada funds, DCFS implemented the
Mobile Crisis Respon§eamProgram(MCRT)n Clark County as a pilot projectJanuary 2014nd

CCCMHC 2017 Status Report 6



significantly expandedn October2014 with the same funding sourceCurrently, he program
serves youth in the greateLas Vegas

area that are experiencing a mental .
health crisis such as suicidal ideation Figure 3. Clark County Youth

behavior, homicidal ideation or Behavioral Health Emergency Room

behavior, acute psychosis, extrem Admissions
parent/child conflict, difficulty adjusting
to a serious peerelational issue such a 3000
bullying, or any other serious mente 2500 |
health problem. The MCRT serves a k
function in the system of care by
providing communitybased services that
the youth can access wherever he/she
experiencing a crisis, such as at horate,
school, or in a hospital emergenc 500 -
department. The ultimate goal of MCR o : : : : : : :
services is to divert youth from 2010 2011 2012 2013 2014 2015 2016*
psychiatric hospitalizatiorThe Las Vegas Calendar Year

MCRT received 1,1#btline callsin Fiscal *Projected as of 6/30/16

Year 2016, responding to 656 youth fim
crisis during that time periodThe most common reason for calling was due to suicidal ideation. Most
intake assessments took place & hospital emergencyroom department. Thepsychiatrichospital
diverson rate is nearly 88% for youths served during FY 20h6 youth served have shown significant
improvementin functioning and 99.4% of parents/families report being satisfied with the program

In October 2016the Mobile Crisis Response ProgranClark Conty began offering services 24
hours per day, 7 days per weelkhe program also placed a ftithe crisisteam at the Harbor Juvenile
Assessment Center on North Pecos Road in Las Vegas, sthffreollaborateswith other agency
professionals to serve ddren ard families in need of behavioral health services and other supports
Through its System of Care Expansion and Sustainability Grant from by the U.S. Department of Health
and Human Services, Substance Abuse and Mental Health Services Adminidir@ts has recently
funded a rural Mobile Crisis Response Team program that will provide services to the rural areas of Clark
County.

Although the overall number of youth behavioral health emergency room admissions has been
increasing steadily each yeahet rate of these admissions began to decrease in Calendar Year 2015
after the MCRT Program was fully implemented. As shown in Figure 3, nearly 1,000 fewer admissions
are projected for calendar year 2016 as compared to 2015 based on data from the firquasters of
the year (Greenway, 2017)n spite of this progresgshe MCRTprogram does not have an ongoing
funding sourceand adequate referral optiongo ensure itsstability and continued successin the
proposed state budget for FY®, the program entinues to be supported by HealtHyevada and
SAMSHA grant fundsncluding the family peer support positions provided by Nevada P.Elre
program has also experiencedongoingchallenges in facilitating inpatient services and other types of
intensive care needed for some youths served by the program. The MCRT struggles to find appropriate
placements and/or services for youth with-oacurring developmental disabilities and befaal health
needs. Additional assessments required by the psychiatric hospitals or managed care providers have
also caused delays in linking many other youth to needed services, increasing the length of emergency
room stays for these youth and familiedn response to this challeng®CFS has negotiated verbal
agreements with the majority of hospitals in Clark County and one of the MCO providers to accept the

N
(=]
o
[=]

1500 1

1000 -

Number of Admissions
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initial assessments completed by the MCRT staff. The Nevada Division of Health Care Famahcing
Policy has also included a requirement in their latest Request for Proposals that Managed Care providers
cooperate with state agencies and other essential community providers.

Presumptive Eligibility-- Over the past year, the Department of Health dhdman Services has
implemened a program that allows hospitals tetermine presumptive Medicaid eligibility for their
patients. DECF has also parteerwith the Division of Welfare and Supportive Services to ensure all
DCFS and MCRT consumers are askigith applications for Medicaid eligibility. DCFS has negotiated a
Memorandum of Understanding with the Divigiof Welfareto provide presumptive eligibilitat DCFS
service sites that will expedite folleup services to youths with psychiatric crisewl their families.

Next Steps
The Department of Health and Human Services should pargpermanent funding for the

newly expanded moble crisis intervention program.DHHS should also facilitatexpansion of the
presumptive eligibilityoption to all localpsychiatric crisis programs.

CHILDREN’'S

MOB

RISIS

RESPONSE TEAM

MCRT supports youth and families of youth under the
age of 18 showing signs of behavioral or mental health
i ssues that pose a threat
their home, school or community, including but not
limited to:

Anger

Self-Injury

School Problems

Suicidal or homicidal thoughts or behavior
Extreme parent/child conflict

Peer conflict such as bullying

Seeing or hearing things

E R
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Priority 3. Expand access family peersupport services for the families of Clark
| 2dzy 1@ Qa OKA f RtbB yistitbtional RcarentT 2 NJ € 2 y 3

Justification:
Family peer support services haveg

been shown effective in impring outcomes U Expand funding to provide family peer support for Cl

for such youths with serious emotional County youths with serious emotional disturbance at r
disturbance and their families (Stroul et al for longterm residential treatment by implementing

2008). Studiesconducted in Clark County pilot project for 200 youths discharged from psychiat
through the federallyfunded Neighborhood|  Mospitalization.

Care Center PrOJ_eCt also SUggeS_ted th_at fam 4 As part of he pilot project established under Assembly i
peer support services can result in an increa 307 of the 2015 Nevada Legislature, provide an intens
in stéble, communitybased placements; level of family peer support for at least 50 Clark Cou

improvement in school grades and attendanc youth with intellectual/developmental disabilities @
and i mprovement i n related conditions who are also diaged with

o . behavioral health needs in an effort to prevent lelegm
symptoms (Nevada Division of Child and Fan institutional placement.

Services, 2005).

A national study of children's behavioral health services utilizatiothenMedicaid Program
found than one percent or fewer eligible children with behavioral health needs were receiving
nontraditional services such as famipeer support, in spite of a mounting body of evidence
demonstrating the cost effectiveness of thispapach (Pires et al., 2013). Such findings suggest a lack of
access to familypeer support services; evewhile more and more Nevada families of children with
serious emotional disturbance request this program through NevadaPPeach yea(see Figure 4).
Because family peer support services can help reduce reliance on expensive, restrictive residential
treatment, the U.S. Centers for Medicare & Medicaid Services issued a bulletin in May 2013
recommending that states provide funding for family peer suppatpart of their benefit plan for
children with significant ment al health conditi ol
Health & Wellness also recommended expansion of family peer support programs in its 2014 report
(Dvoskin, 2014).

NevadaPEP currently providgamily peer support services for families who have children with
mental health needs. Families are referred by DCFS programs, schools, and community organizations.
Over the last year PEP provided fanyiger supportservicesto 1,804 families of youth with serious
emotional disturbance in Clark County and 2,416 families statewkdanilies who contact Nevada PEP
for support receive individualized and unigue support to meet their needs which may include:
Informational and educatieal support; Instructional and skills development support; Emotional and
affirmation support; Instrumental support and referral; Advocacy support; and Leadership skill building
at child and family level as well as at system levels.

Recommended Action Steps

Expansion of Familgeer Support is necessary to improve outcomes for children anthyatu
risk for longterm institutional placementPEPalreadypartners with DCF providing services through
the D C F $bbde Crisis Response Team, working wiBiL families referred fronthe Clark County
MCRT during Calendar Year 20Additional funding for family peer support is also desperately needed
to provide services to the large numbers of youths at risk for both acute andtéonmg psychiatric
residential treatment being identdid each year by the Clark County
Transition Team. Created in 2014, this team facilitates the development of sohsetl aftercare
support to youths discharged from local psychiatric hospitals. In the-80d&ademic yearthe team
provided aftecare support to a total of 148§ouths transitioning back to their home schools after
hospital staysThe majority of youth identified by the team lack spé@&ducation supports and suffer
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from depression, bipolar disorders, or othgerious mood disorders. While the Mental Health Transition

Team connects the youth with needed services as they return to school, the families of these youths

also need support to care for these highk youths at home.Of t hose serveadtalby ¢t he
Health Transition Team during the 202816 academic year,ver 400 youth had at least two

psychiatric hospitalizatiorsnd almost 200 youth had three psychiatric hospitalizations duriagtime

period.

The 2013 Pirest al. study also found that behavioral health expenses for children in Medicaid
with a developmental disability were more than double those for other children, pointing to the need
for alternative approaches such as family peer support for this populatiat least48 Clark County
youths with ceoccurring developmental disabilities and behavioral health needs have been served by
the Mobile Crisis Response Team over the past year. Linking these youths to corimagaiyservices
creates one of the greagt challenges for the MCRT. Family peer support can improve outcomes for
these children, representing a critical component of any care coordination plan. The CCCMHC
recommended that intensive family peer support be incorporated into the pilot projecsdich youths
authorized byAssembly Bill 303f the 2015 Nevada Legislatuaed incorporated into NRS 435.035

QURRENT STATUSo Progress

Al t hough Nevada P.E.P continues to partner wit
support to youth withpsychiatric crises, no new funding has been proposed in the F¥® béennial
budget to expand these services to additional youths identified by the Clark County School’ Dsstrict
Mental Health Transition Teams high risk for longerm institutional placenent due to multiple acute
care hospitalizations. The Department of Health and Human Services has pledged to examine other
mechanisms for funding family peer suppeervicedo this vulnerable population, including the Federal
Victims of Crime Grant.
According to NRS 43R5, the Division of Aging and Disability Serv{@gd3SDand the Division
of Health Care Financinand Policywere mandated to establish a pilot program of intensive care
coordination and other services for children with -gocurring intellectual disabilities or related
conditions and behavioral health care needs to the extent funding was avail&blapril2016, ADSD
provided a report on the pilot project to th

Legislative Committee on Health Care. T Figure 4. Nevada Families Requesting

report indicated that 30-50% of children Support Services through Nevada PEP
and youth with intellectual disabilities als

have a ceoccurring behavioral health

disorders according to national statistics 2500 1
ADSD identified 43Nevadachildren and

youth with intellectual disabilities and ¢ o 2°% ]
mental health diagnosis tréed in outof- E

state institutions between 2012 and 2015¢ @ 1500 1
a cost of $6, 526, S
provided a plan for implementation of the 1000 +
pilot project which included the use of the <
wraparound model of care coordination fo 500 1
those youth to be served by thergmgram. 0

Although family peer support is an essenti ' ' ' ' ' '
component in the implementation of the 2011 2012 2013 2014 2015 2016
wraparound model, ADSD did not include Calendar Year

this service as part of the pilot project.
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of November 2016, no Clark County youths have been identified or servibe Ipylot project.
Next Steps

The Department of Health and Human Services should secure immediate funding to provide
family peer support services to those youths at risk for loigrm psychiatric residential treatment
who are being identified by the CCSdental Health Transition Team. DHHS should also encourage
DCFS and the Nevada Division of Aging and Disabilities Services to work together in developing
funding for family peer support services that will improve outcomefor youths with co-occurring
developmental disabilities and behavioral health care needs
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Priority 4. Develop partnerships between schools and behavioral health
providers to implement schocbased and schodinked interventions for
children identified with behavioral health care needs.

Recommended Action Steps

U Assist the Nevada Office of Suicide Prevent

to obtain resources in order to conduct
comprehensive survey of Clark County pub
charter, and pivate schools that will determing
the degree to which mental health and/o
suicide Prevention screening has be
implemented.

DHHS initiatives for mentahealth and/or
suicide prevention screening should support t
implementation of an effective model of schod
based mental health and suicide preventiq
screening that is: (1) Eviderbased; (2) Cost
effective; (3) Utilizes active parental conse

Justification:

As with physical illnesses, prevention and early
intervention for behavioral health problems will reduce
costs to public agencies for later, neomtensive, and
long-term treatment (SAMHSA, 2007). For the average
youth, symptoms typically precede a serious disorder
by about two to four years (Denby, 2013). Screening
can help identify and link youth early with services
before symptoms become satense and debilitating
that they require more restrictive, costly care. Although
screening should be provided across the age range, it
becomes even more critical as children enter
adolescence and become more prone to depression

and highrisk behaviors ($evarz, 2009). Schoblased
screening has been shown effective in identifying teens
with mental health problems and linking them with
needed services (Husky et al.,, 2011). Even more
important, screening for depression coupled with suicide awarenesstagdn reduce the incidence of
suicide attempts in adolescents (Azeltine et al., 2004).

Clark County public and private schools have experienced some success in implementing school
based screening programs to identify students with mental health nemu$ provide them with
assistance in obtaining treatment services (CCCMHC, 2010). Between 2011 and 2013, CCSD screened
over 17,000 adolescents using the evidehesed Signs of Suicide program. Recognizing the
importance of schoebased screening approaeb, the 2013 Nevada Legislature approved Assembly Bill
386 mandating that Clark and Washoe County School Districts implement and evaluate abaskedol
program in partnership with community stakeholders to provide students with general behavioral
health £reenings. In 2014, CCSD implementadsuccessfubne-year pilot program of general mental
health screening for middle school children in response to the Legislative mandate.

Screening is one of the steps in actualizing the Clark County S2foslt r i ct ' s pref err e
of building a multtiered system of supports that includes selective mental health services
interconnected with the District’s system of
preventative behavioral health supps can be initially developed and provided to all students through
socialemotional learning programs, while students identified with behavioral health needs, in part
through screening, can receive early intervention or intensive support.

and (4 Includes procedures and enhanc
resources to link identified students wit]
needed services.

ac

CURRENT STATW&nimal Progress

The recommended survey of Clark County schools has not yet been completed to determine the
degree to which individual schools are conducting suicide risk screenings of middle and/or high school
students. Currently, the Nevada Officd Suicide Prevention pradés funding for the purchase &igns
of Suicide (SOS) Program kits but does not provide any resources for-sakedlscreening efforts in
Clark County.
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However, as a part of the GoverohChitd'arsd Feniilyr at e gi
Services (DCFS) has proposed to assist in the implementation of suicide risk screenings for all middle
school students across the stateThrough its System of Care Sustainability and Expansion, Gnant
DCF®as also funded schootlinked mental health center at Valley Hi§chool in Las Vegaghich will
provide evidencébased suicide risk screenings using the SOS Program in 2017.

During the 2018016 academic yealClarkCounty School District did incorporate the Signs of
Suicide (SO%Hducatioral Programinto its eighth and ninth iggde HealthClasscurriculum. Although
suicide risk screenings were not conducted as part of the program, teachers did ask the students to
complete a response card if they wanted to speak individually with an adult following the specific class
session in which th80S materials wemgresented. A survey by CCSD suggested that 22,159 or 89.5% of
all eighth grade studentgarticipated in class se®ns which used the SOS program materi@gotal of
1,737 or 7.8% of those students requested a follow up conversation with an adidtal of 23599 or
94.7% of ninth grade students patrticipated in class sessions using the SOS materials, withf 4 2568
or 5.3% requesting an individual conversation with an adult followingehsessions While the SOS
EducationPr ogr am i s a valuable additi e health curricquling itsCl ar k
effectiveness in reducing suicide risknst known. Research stueli have suggested that the SOS
Education Pogram can be effective in reducing suicide risk when paired with SR Screening
Program (SAMHSA, 2016)The Clark County School District has successfully conducted suicide risk
screenngs at selected sites in the past, but lacks the funding resources, staffing and implementation
model to expand these efforts across all of its middle schools or high schools.

The 2015 Legislature pass&B 515, Section 23, which provided just under $5.6 million to
distribute block grantg¢o school districts and charter schools to provide for contract social workers or
other licensed professionals in schools with identified neédsn January until May2016. The
Department of Education's Office for a Safe and Respedtéarning Environment placed 130
professionals at 78f the neediest schoolhroughoutNevadain the pilot year of the "Social Workers in
Schools Programlh June 2016, the Interim FinanG®mmittee of the Nevada Legislature approved an
additional allocationof $11,188,00 for the program in Fiscal Year 201During academic year 2015
2016 ClarkCounty schoahired 130mental health workers Wich were placed if73 localschools who
demorstrated a need for services through the results of a school climate survey. The Department of
Education designated that the funding should be used by schooliéorl or Tier 2 mental health

interventions (See Fig. 5) using strengt - Figure 5. Multi -Tiered Systems of Support:

based, e\-/ldencba.sed P“?grams a”?' Interconnected Systems that Address Academic,
best practices. While suicide preventio Behavior and Mental Health Needs

screening and programs could b
implemented with this funding, there ig
no information yet as to whether any
Clark County schools have implementg
any of these strategies through thi
initiative.

ATIER Il

Next Steps

MENTAL
HEALTH

¢KS D2OSNy2NDA odj MeEenews
dedicated funding for schoolbased

prevention and early intervention
approaches that have been proven
effective and can be deployed to
Nevada school districts in a flexible mann&r address theirindividualized needs.
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Mo w9+L{Lhb{ ¢h-YEARSTRATEGECIPLAN{ ™M

In accordance with requirementset forth in NRS 433B, this secti@escribes theobjectives
from the 10-Year Strategic Plathat have been revised by the CCCMHC sinc®i®& Status Report

Goal5.Coung ARS t NRPINI Y& @Attt FLOAEAGIGS |ff OKAf RNBYy!
identify behavioral health issues as early as possible, and assist families in caring for their children.

U Revised Objectiv®é.1 Developand implement effective screening models for middle and high
school students.

Justification: The original objective recommended implementation of screening throughout
Clark County middle and high schools. The Clark County School District has conducted
successful pilot screening projects but has been unable to develop a model that can be
implemented to scale throughout the community.

U RevisedObjective 5.5 Educationand support will be available to parents of aisk pre-
kindergartners at local elementary schools using an evideibesed model.

Justification: When this objective was originally written in 2010, it included a recommendation

to implement a model of @arent education and support developed in Clark County through a
Safe Schools, Healthy Students Initiative funded by the U.S. Department of Health and Human
Services. The revised objective suggests that other evideased models developed since that

time could also be considered.

U Revised Objective 5.®evelop and implement a comprehensive plan for training school
personnel in early identification and intervention for behavioral health issues and suicide
prevention.

Justification: When this objectivavas originally written, it was recommended that the Nevada
Office of Suicide Prevention provide funding resources through its Garrett Lee Smith (GLS)
federal grant. References to this grant have been eliminated from the objective since the
Nevada Office ioSuicide Prevention no longer receives this type of funding.

U Revised Objective 59se Medicaid funding to expand outreach and early screening toisk
groups through schoebased health clinics and primary care clinics.

Justification: When this objective was originally written, Nevada P.E.P. was included as a
partner in the recommendation to expand outreach and early screening. Since Nevada P.E.P. no
longer receives funding for screening, the objective has been revised.

Goal 6.1 SATIKGISYSR LlzofAO I gl NBySaa 2F OKAfRNByQa oS
empower families to seek early assistance and mobilize community support for system enhancements

U RevisedObjective 6.1State and local funds will be allocated fasngoing public awareness
activities.

Justification: When this objective was originally written in 2010, it recommended allocation of
federal funds from the Garrett Lee Smith Grant funding available through the Nevada
Department of Health and Human Seesc Since that grant funding is no longer available in
Nevada, the recommendation has been changed to seek other state or local funding.
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V. STATUS OF-YEAR PLAN GOALS, STRATEGIES, AND SERVICES

The CCCMHC's-§8ar Plan is broad and comprehensive in scope in order to actualize the vision
of a system that will best serve the children of Clark County. Rather than using aABadd” appr oac't
to address each service delivery "crisis," the Planatesfiies and services are phased in over the next 10
years to accomplish the daunting task of implementation.

Below is a report on the status of those strategies and services targeted for implementation
duringPhase 1(7/1/10-6/30/14), Phase Z7/1/13-6/30/15), and a portion of those targeted féthase 3
(7/1/15-1/31/2020) of the Plan.

Goal 1. Children with serious emotional disturbance and their families will thrive at home, at school
and in the community with intensive supports and services.

Phasel/2/3 Objectives and Strategies

U Objective 1.1 Restructure Medicaid Care Targeted Case Management Policies to support a single,
accountable care management entity in Clark County. (a) Blend/braid existing funding to
implement the care management entity; and (d)everage and redeploy sb savings from re
structuring targeted case management to expand the capacity for care management to youths in
juvenile justice and schools.

Indicators: Number of youths receiving intensive case management, improved outcomes

CURRENT STATUS: Malifarogress. There was a Z increase in youths referred to the DCFS
Wraparound in Nevada program that provides an evidence based practice mddel. part of DCF
System of Care Expansion Granith granteesre being trained in High Fidelity Wraparousuad will

be required to use High Fidelity Wraparound as a core component of their prog@anmrently
Wraparoundin Nevadawill provide wraparound service coordinatiam sub granteesuntil training

is completed.

Additionally DCFS has contacted the National Wraparound Implementation Center and is in
negotiations for a contract for DCFS staff to be trained on the latest wraparound techniques and
coaching methods. DCFS will be supplied with the latest wraparounidudum and fidelity tools to
ensure that System of Care ExpansiBob granteesare able to provide the most current
wraparound approach to a high fidelity.

However manyyouths with serious emotional disturbance are algmeiving targetedcase
managemenfrom other agenciemot utilizing a high fidelity wraparound approach, including HMO
Medicaid providers, Clark County Child Department of Family Services and Clark County Juvenile
Justice Servicedd CF S’ s System of Car e Exheseagenciesno eRsure j e ct
that youth with serious emotional disturbance can receive high fidelity wraparound case
management in coordination with other types of targeted case management and clinical services.

U Objective 1.2with active participation from Clark County Management, CCSD Student Services,
the Eighth Judicial Court, family members, and other stakeholders, the Nevada Department of
Health and Human Services will facilitate the development and implementation of a commyuni
wide, interagency process for reviewing and reducing eftstate and outof-community
placements of children witrserious emotional disturbance.

Adherence to MOUDecrease in Owf-State and Oubf-Community Placements, Increase in
number of childrestaffed by the teams
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CURRENT STATUS: No Progrégtile agencies such as Nevada Division of Child and Family
Services, Clark County Department of Family Services, and Clark County Juvenile Justice Services
have each been working independently to deyelsirategies that may reduce the number of
youths placed in oubf-state residential treatment centers, no collaborative, interagency process
exists for reviewing oubf-state and outof-community placements of youths with serious
emotional disturbance ian effort to develop alternative local treatment options.

U0 Objective 1.3 Expand Medicaid eligibility to cover hordased counseling and other family
supports for youth with SED who are: (a) at risk for-mespitalization or placement in child
welfare or juvenile justice; and (b) uninsured and underinsured childneith SED who need these
services to prevent firstime hospitalization or residential care.

Indicators: Increase in number of children served, increased family satisfaction, improved family
functioning

CURRENT STATUS: Minimal Progr&gkile childrenand youth with serious emotional disturbance

continue to receive the benefits of Medicaid coverage while in-aftltome placements and
residential treatment centers under a “Family of
these benefits ad services within a month of returning home unless the family can obtain Medicaid
coverage based on another eligibility category. Services to support the family in caring for the child

at home are at best disrupted by changes in Medicaid coverage, otbmapmpletely unavailable

to the child upon returning home.

Since the expansion of Medicaid under the Affordable Care Act, more children have access to
counseling and supports following hospitalization or residential placement. Through a collaboration
with the Nevada Division of Welfare and Support.i
facilitating Medicaid eligibility for uninsured and underinsured youths experiencing a psychiatric
crisis, expanding access to commusigsed services thatan prevent firstime hospitalization. A
new Medicaid State Plan Amendment also allows children to maintaiexisting HMO Medicaid
coverage once they enter owtf-home placement. Although this change may facilitate continuity of
care upon entry to andxit from outof-home care, no foster children hawet opted into this
option.

U Objective 1.4 Establish tax or fee to expand financial supports for youths with serious emaotional
disturbance.
Indicators: Increase in number of children receiving finanaapports. Increased satisfaction of
families and improved family functioning.

CURRENT STATUS: No Progi@€3=S administers a small Placement Prevention Fund to provide
financial support for youths with serious emotional disturbance. This fign@ crucial and key in
supporting stable housing, providing food, clothing or recreation for youths with SED and their
families. In addition, this financial resource can prevent much more costgféuime placements.

This funding has fluctuateaver recentyears and does not meet the needs of this population. DCFS

is researching the possible utilization of a Home and Community Based Waiver program, as other
states have found success through waiver packages.

U Objective 1.5Expand family peer supp® services through innovative Medicaid programs,

blended/braided funding. Indicatorstncrease in funding for family peer support services, increase
in families served
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CURRENT STATUS: No Progrdsee Division of Health Care Financing and Policy has shown an
interest in revising its policies to include family peer support services as a Medicaid funded program.
Medicaid already reimburse for peer support services provided to adults with seriousament
illnesses. Medicaid has held informal meetings with the Nevada Division of Child and Family
Services and Nevada PEPDCFS’' s System of Care Expansion Gr .
adoption of a national certification requirement for family gresupport providers as a first step in

increasing capacity and access to this service.

U Objective 1.6 Strengthen partnerships between DCFS, DPBH, and other agencies to improve
services to children with canccurring developmental disabilities and behaval health problems
Indicators: Improved Memorandums of Understanding

CURRENT STATWainimal Progress TheNevada Aging and Disabilities Services Divigddrision

of Public and Behavioral Health, and Division of Child and Family Services held quarterly
collaboration meetings for the purpose of reviewing the needs of individual youths with co
occurring developmental disabilities and behavioral hepltbblems,developing procedures for eo
served (children and youth up to the age 24), maximizing funding/resources across the divisions, and
developing a MOU between the three divisions. A draft Memorandum of Understanding (MOU) was
completed by this committeerad forwarded to the Deputy Directors of ADSD, DPBH, and DCFS for
their review and approval. Due to several changes in Administrators in each division, this process
has not been completed. However, the quarterly collaborative meetings will continue to imee
order to achieve its objective to identify appropriate and available services-$ewed children and

to make revisions to the MOU that will be-peesented to Administrators for approval and
implementation in early 2017

Goal 2. Children with behaweral health needs and their families will access a comprehensive array of
effective services when and where needed.

Phase 1/23 Objectives and Strategies

U Objective 2.1 Identify evidencbased and promising practice models for most needed services. (a)
Re-structure Medicaid rates to provide incentives for these practices; and (b) Standardize
reimbursement incentives statewide for public and private insurers.

Indicators: Public and private insurer reimbursement rates for EvideRased and Promising
Practices

CURRENT STATUSime ProgressAcross the United States, there have been significant advances

in the development of evideneceased and promising practices for
DCFS's System of Car e Expanlsased and ronasimdg prabtiees i d e n
currently used by public behavioral health providers in Clark County. These indhatentChild

Interaction Therapy (PCIT); Trauma Informed Care (TIC); Together Facing The Challenge (TFTC);
Aggression Replacement Training (ART); Family Che@kCU); égking Safety Nowmiolence; Trust

Based Relational Intervention Caring For Children Who Have Experienced Trauma; Trauma Informed
Partnering For Safety And Permanerdéodel Approach To Partnerships In Parenting (TIPSMAPP);
Wraparound; Pathways; Adapteddctical Behavior Therapy for Special Populations {EBT The

Boys Town Model; and Technical Assistance Center on Social Emotional Intervention (TACSEI)/
Nevada TACSEPyramid Model Partnership.
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Through the SOC Expansion Grant, DCFS has alsctmhdwaps analysis to determine which
children’s behavioral heal th services are neede
been finalized, DCFS will identify evideiesed practices for the most needed services and provide
training to poviders.

The Nevada Division of Child and Family Services already provides local training on key-evidence

based practices for chil dren’s ment al heal t h,
motivational interviewing; parenthild interaction therapy; ash traumafocused cognitive behavior
therapy.

Although evidencdased practices have been identified and training provided, neither public
nor private insurers provide incentives for appropriate use of eviddrased practices. While
Medicaid policy reqines providers of substance abuse services to ensure the use of evilased
model s of treat ment , there is no such requirem
health services.
U Objective 2.2 Increase the capacity to provide home and comntysiased services to uninsured
and underinsured children by redeploying funds from higher levels of care and expanding
insurance coverage. Indicators: Annual increase in funding/number of children and families
receiving behavioral health services.

CURRENT STATUS: Some Progtess. i t s second year of i mpl ement a
Grant Expansion Grant has a primary goal of increasing home and community based services. This
includes providing funding to providers within the communities thlgb the grant, in efforts to

decrease the number of youth in higher levels of care. Through the Affordable Care Act, significantly

more Clark County youths have the necessary healthcare coverage to facilitate access to
community-based services. As DCFSesignces a decreased need for funding higher levels of care,
including acute hospital and residential placements, resources will be reallocated to support less
restrictive options.

U Objective 2.3 Strengthen outreach programs to assist families in obtaitieglthcare coverage.
Indicators: Increase in families enrolled in Medicaid/NV Chapkdecrease in uninsured.

CURRENT STATUS: Substantial Progréésvada has contracted with a variety of agencies to
provide navigators which assist familiesointaining healthcare coverage. Currently there are thirty
navigators statewide that are certified through the Department of Insurance. Other outreach
strategies have also been implemented to help families understand and apply for benefits through
the heath care exchange. Although data are not available on the success of these efforts with
families who have children with behavioral health care needs, the overall number of uninsured
children has decreased dramatically, from over 20% to approximately XO&tecoverall child
population, and Medicaid enrollees have reached attiralé high.

U Objective 2.4 Leverage school funding to implement scheohsed services for ADHD and
Depression. Develop neighborhoedlased, schoolinked provider network for other behavioral
health issues in collaboration with the system management entity.

Indicators: Proportion of schools offering each type of services; number of children served,;
achievement levels of children completing the programs.

CURRENT STATUS: Minimal Progrés.Clark County School Dist(@CSD) does not implement
districtwide, schoobased programé$or students presenting with ADHD or depression.
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CCSD continues to offer its Medical Consultant Clinic (MCC) to provide medical evaluation,
medical diagnoses, and management recommendations through a certified child psychiatrist for
students with suspeetd psychiatric or behavioral disorders that interfere with educational
performance. Additionally, some schdmhsed education services (intervention; individual and small
group counseling) may be developed and provided for students with ADHD, depressimhen
clinical di agnoses, depending upon the student
two established school based health centers that offer mental health counseling services: Basic High
School and Valley High School. All CCSD scheed baalth centers follow a medical model such
that basic mental health screening is included in routine practices.

Additionally, the district continues to operate its Mental Health Transition Team which is
charged with facilitating the return of studenteom local hospital/treatment center placements to
CCSD schools. Communication and collaborative relationships are fostered between the CCSD
Mental Health Transition Team and a) local hospitals, b) parents/families, and c) individual schools
for the bendit of returning students (e.g., promoting the development of individualized reentry
plans for transition services and supports). For the 22A56 school year, the Mental Health
Transition Team processed requests for assistance involving 1,485 stubeaity 45% of those
students had received the clinical diagnosis of major depressive disorder upon hospitalization.

u Objective 2.5Expand Medicaid Program and blend/braid funding to expand substance abuse
services.
Indicators:Increase in funding levels

CURRENT STATUS: No Progrébg& Medicaid Program now credentials and reimburses providers
of substance abuse services rather than the Division of Behavioral and Public. H¥&ticaid
changed provider qualifications for theubstance abuse agency model to allow SAPTA certified
providers without SAPTA funding to be Medicaid provid8mne substance abuse providers have
experienced challenges over the past three years in transitioning to this new system of
reimbursement. Ahough DHCFPcontinues to work collaboratively with DPBG and SAPTA
providers on this effortMedicaidfunding levels for substance abuse services have not significantly
increased as a result of the transition.

During the first six months of Fiscal Year 2016, 158 youths received substance abuse services
through the Medicaid Fe€orService program. Statewide, the number of youths aged 1 years
receiving substance abuse services increased only slightly frono&8I2 between FY 2014 and FY
2015. Substance abuse services were provided for only .8% of all Medicaid FFS clients in the first six
month of FY 2016, while behavioral health services were provided for 8.4% of the pediatric FFS
Medicaid population.

U Objective 2.6 Expand capacity and improve quality for psychological and psychiatric assessments
and service through private and public insurance resources.
Indicators: Increase the proportion of children enrolled in public/private insurapoegrams that
access behavioral health services

CURRENT STATUS: Some ProgFesst, the partnership between the Clark County Department of
Family Services and the Clark County Juvenile Justice DCFS continues to support the University
School of Medicine Child and Psychiatric Fellowship progResearch has shown that the majority

of physicians stay in the community in which they completed their Fellowship program. Second,
UNLV has been approved to open a local school of medicine which will increase physicians in the
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community and increase the capacity for integrated healthcare egpees for families in the
communityin the near future. In addition, theUNLV Mental and Behavioral Health Coalition has
been working on additional methods to improve access and quality services through mental health
workforce development in Nevada. Fexample, a survey was conducted to determine the barriers
of graduatelevel mental health students remaining in Nevada to practice in the community after
graduation. Theop five reasons for leaving include family, environment, going back to their home
state, weather, and to continue education (i.e., pursue PhD in marriage and family thefamig.

many of the top reasons for leaving may not be able to be addressed, some of the top reasons for
staying includedecognition of workforce shortage in Nevadifordability of housing, and career
sustainability. These features could be capitalized on to continue to grow multiple mental health
professions in our community. Finally, there is discussion of revising the licensing process in the
state during the 201 legislative session which has the possibility to increase the number of
providers in the community.

Goal 3. Families seeking assistance will find an organized pathway to information, referral,
assessment and crisis intervention coordinated across aggshand providers

Phase 1/2/30bjectives and Strategies

U Objective 3.1dmplement 21-1 or 800 number for behavioral health system entry
Indicators:Numbers and types of calls te8D0 number

CURRENT STATUMinimal Progress. Nevada 21ivas implemented in February of 2006

to provide free connection to critical health and human services information about local community
resources. This service is available in a single statewide location that can be accessed via voice, text,
and online Althoudh this system has been running for 8 years, the services provided are often
inadequate and not kept up to date. The call center staff are not trained on all service areas
therefore do not always know the appropriate referral sources, especially for bmfahviealth care

needs, and the information available on the site is often out of date and incomplete. A well
functioning system that assists families in finding the appropriate services is needed and it is
important that this service is different than aeme directory. Over the past two years, NevaddlZl

has been taken over by the Financial Guidance Center and the website has gone over many
revisions. Currently the home page of the website has a feature to assist families in searching for
mental health resources. The mental health page also includes several main topics including
counseling, assessment, and emergency services. While this is an improvement, when actually trying
to access services, the search function has not been adjusted and thereforeotimection to
services remains lacking. In addition, the phone service does not offer information consistent to the
website and individuals on the phone do not appear to have specific training in mental and
behavioral health which would afford more comghiensive assistance to those who call. While
Nevada 21-1 could provide the necessary framework to connect families to services, it remains a
larger investment is needed in order for this system to provide accurate, complete, and current
services availablm local communities with regard to mental and behavioral health needs. So while
progress has been made toward this goal, we still have a long way to go until this objective has been
met.

U Objective 3.2 Implement a crossgency program of mobile crisigtervention services that will be

available to divert youths in crisis from costly emergency rooms, inpatient care and juvenile
detention by: (a) R&i 4 NHzOG dzNAy 3 aSRAOIFIARQA a20AfS / NRAAA
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provider capacity; (b) Blendingraiding existing funds to implement a crosagency contract for
mobile crisis program for Medicaid, Child Welfare and Juvenile Justice involved youths; and (c)
Expanding crisis intervention to all youths in crisis, including privately insured and ungcbur

Indicators: Decrease in youths accessing emergency rooms for psychiatric problems; decrease in
inpatient psychiatric bed utilization

CURRENT STATS8bstantialProgress. T h e expansi on of DCFS' s mo b i
program has increasesdthe community's capacity to divert yo
rooms, inpatient care and juvenile detention. Las Vegas was recently able to expand their Mobile
Crisis response services to 24 hour per day/7 days per week, which has allowentdaséd service
delivery. The youth served have shown significant improvement in functioning, and nearly 85% of
youth served through Mobile Crisis Response Team have avoided hospitalization.

In addition, The Harbor is a juvenile assessment center deddb diminishing the number of
juveniles in the juvenile justice system through early identification of risk and with early
intervention. Youth are screened and referred to mental health services, substance abuse, and
family supports and resourcesChisis a multiagency effort with staff from Clark County Juvenile
Justice Probation Services, Clark County Department of Family Services, DCFS Mobile Crisis/Mental
Health, Clark County School District, medical professionals, Southern Nevada Adult Mental Heal
Services and the Nevada Division of Welfare and Supportive Services. The center is partnering with
community services for longer term supports and services identified in the assessment process.
This center has begun its operations, and has ongoingresipn plans.

U Objective 3.3 Mental Health Commission to adopt policy and/or regulations clarifying procedures
for voluntary and involuntary hospitalization of children.
Indicators: Written regulation or policy and numbers trained

CURRENT STATUS: Mmfess. The Commission has not yet developed policy or regulation.

U Objective 3.4 Implement memorandum of understanding for standardized intake assessment,
crisis management and service planning protocols across public and private providers and
enhanceNeighborhood Center Infrastructure to provide these services.

Indicator: Proportion of public and private providers adopting standardized tools

CURRENT STATUS: Some Proghesthe spring of 2016, DCFS sponsored a two day planning
session with Dr. John Lyons of the Praed Foundation, developer of the Child and Adolescent Needs
and Strengths Tool (CANS). Stakeholders across Nevada were invited to participate in the
development of a CANS spigzally geared toward children in Nevada. Two versions were finalized,
one geared toward the early childhood population and one for school age children. Trainings for
providers were held in Reno and in Las Vegas. Successful completion of these trasutigsl in

the certification of numerous providers as reliable raters of the CANS. Additional work submitted
demonstrating an understanding of the use of the CANS in the treatment planning process resulted
in numerous providers d'%ei nBhiconde diegrat “"dGrupal!|l dJ
assist others to prepare for online certification. DCFS is using System of Care funding to consult with
the Praed Foundation to develop an implementation plan for system wide use of the CANS in hopes
that it can be used as a standardized assessment and assist in determining service intensity. This
would result in smoother transitions for families moving between providers. Leaoalaborative

for CANS users would also be established under the implementagon p
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U Objective 3.5Coordinate intake, crisis intervention, service planning and service delivery across
public and private providers at a neighborhood level, beginning with organized information and
referral networks.

Indicators: Description of coordinated system; number of youth linked with crisis or other services

CURRENT STATW® Progress For fiscal reasonsClark County Department of Family Services
(CCDFS) centralizéukir staff rather than maintaining them a&eighborhood Care Centers. Instead,
CCDFS staff continue to participate in scheduled child and family teams and other multidisciplinary
collaborations at Neighborhood Care Centers and other locations. In addition, the -Ca@ib@asted

mental health provides maintain offices around the valley, to ensure client access to mental health
services from various geographical areas. The CCDFS Family Clinical Program coordinates with DCFS
Mobile Crisis Response Team (MCRT) to ensure sufficient crisis interverditollaw-up. CCDFS is

also an active participant with the DCFS System of Care (SOC) Expansion Project to ensure
adherence to the standards established by SOC.

Goal 4. The system will be managed at the local level through a partnership of families;jgeos/and
stakeholders committed to communitpased, familydriven, and culturally competent services.

Phase 1/23 Objectivesand Strategies
i Objective 4.1 Strengthen role of state and local consortia; support legislation to include the state
consortium as a subcommittee of the Mental Health Commission.

Indicators: Increased participation; increased funding; amended legislation

CURRENSTATUS: Minimal Progregss authorized by NRS 433.31fTe Commission and the three

regi onal consortia have developed a “Children’s

This subcommittee is comprised of voting members from each Consortithandommission. The

subcommittee is responsible for reviewing the service delivery plans from each regional consortium

and developing a statewide plan for theovisionofc hi | dren’ s ment al heal th s
The role of the regional/state consortiaplarthe i n DCFS' s System of Care

help expand the availability of community base

consistent with System of Care principles and valuBsey will do this by recruiting prospective
providers, deeloping regional training capacity and providing training, developing the provider
network in response to the findings of the gaps analysis and developing partnerships with state
funded medical professional schools for the provision of services, fellpgiskexternships and
internship programs.

i Objective 4.2 Develop and implement a plan for local system management by: (a) establishing a
formal relationship between CCCMHC and a system management entity; (b) establishing the role
of the local system manageent entity in providing integrated case management, crisis
intervention, provider networks, and intake/referral.

Indicators: Identification of funding support; contracts and/or Memorandums of Understanding

CURRENT STATUS: No Progrésa. 2015, the Ment al Heal t h Commi ¢

Health System of Care Subcommittee worked in ¢
Behavioral Health and Wellness to advocate for local governance. Since that time, discussions have
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between Division of Child and Family Services and the Division of Healthcare Financing and Policy
(DHCFP) have explored funding options and reimbursable activities under a potential local
governance plan. These discussions will continue in 2017.

i Objective 4.3 develop a partnership between the local system management entity, the CCMHC
and the Statewide Family Network to facilitate the implementation of creagency training and
other workforce development activities.

Indicators:Number of annual trainingsiuumber and type of participants

CURRENT STATUS: Some Progr&8SFS continues to receive funding through the Mental Health

Bl ock Grant to support community wide trainingse
community providers, and representatives of the CCMHC regularly collaborate to provide trainings

and wakforce development activities. The Accountability and Workforce Development Workgroup

of the State Consortium is attended by members of diverse groups including child welfare,
representatives from juvenile justice, community providers, Nevada PEP, ar@d D@Fhi | dr en’ ¢
Mental Health. This workgroup receives reports concerning collaborative efforts to educate the
community and workforce. Through these partnerships, training has been provided in Clark County

on the following evidencdased programs, includingParentChild Interaction Therapy,
Motivational Interviewing, Solution Focused Brief Therapy, Trauma Informed Care, Wraparound,
Systems of Care, Positive Behavior Supports, Suicide Prevention, and FamilJgh&tker

partnerships between DCFS and that&wide Family Network include collaborating to provide

System of Care and Wraparound Training, participating on interview teams and in training new

hires. Through System of Care Expansion Grant, local community providers will be tramkelgyim

Fidelty Wraparound as welis SOC values and principles.

i Objective4.4. 2 AGK | OGADBS LI NIGAOALI GAZ2Y FNRBY GKS D2 @SN
Wellness, the DHHS Director, the Clark County Manager, families and other key stakeholders, the
CCCMHC will identify: (1) The full array of services needed to meet the needsilofren with
serious emotional disturbance; and (2) A local approach to service delivery that is based on
proven family-driven, system of care principles.

Indicator: Integrated management structure; Memorandums of Understanding

CURRENT STATUS: MirirReogress.The SOC Providers Standards and Evidence Based Practices

wor kgroup of the Children’'s Behavioral Heal t h ¢
Nevada behavioral health service array as well as a current list of available evidence based
practicesDCFS has utilized funding from its System of Care Expansion Grant to contract with
Hydaker Consulting who has completed a SOC Readiness Implementation Survey and also with
Strategic Process, who has completed a Nevada Gaps Analysisplan to e these two
documents to best identify the most needed chil
current service arrayThe SOC will then work on funding solutions to best meet these needs

u Objective 4.5. Redeploy cost savings from deemd services to expand role of system
management to coordinate information and referral for all children with behavioral health
problems.

Indicator: Increase in number and types of children and families screened, referred and linked with
services.
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CURENT STATUS: Some ProgreBsCFS Chi |l dr en’ s Ment al Heal t h,
Grant, has begun planning and implementation on shifting its role from that of a direct care provider

to a role of providing training, oversight, and assistance to aigsmroviding home and community

based services. I'n addition, DCFS has begun t h
end” assessment, referral and case. Homexangle ment ,
DCFS has already redeployed some of its staff to the Harbor Juvenile Assessment Center and used
others to expand the capacity tiie Mobile Crisis Response Team.

i Objective 4.6 Restructure Medicaid targeted case management policies and furglito create
regional care management entities under the direction of local system management.
Indicators: Increase in blended/braided funding for intensive case management; standardization of
service contracts

CURRENT STATUS: No Progreasyeted Cge Management continues to be available only to Fee
for Service Medicaid clients through a State or County entity, and efforts are not coordinated at a
local management level.

u Objective 4.7 Partner with state consortium to develop standardized performance and outcome
measures for the local system.
Indicator: Progress toward implementing statewide system

CURRENT STATUS: Some Proghaspreviously discussed in Objective 3.4, DCFS is proposing that
the Nevada Child and Adolescent Needs and Strengths tool (NVCANS) be adopted by community
providers as a standardized assessment and service intensity instrument. An implementation plan
will be presented to the state consortium in order to garner statewide support for this proposal. As
the role of DCFS transitions to a safety net provider, assessment center, and utilization management
entity, efforts will be made to create agreements with pigers as outlined in the System of Care

Subcommittee’.s Strategic Pl an

u  Objective 4.8Through the local system management entity, develop performasdzased contracts
with providers linking standards of care, outcomes and reimbursement.
Indicators: Written standards and policies, provider contracts, performance and outcome reports

CURRENT STATUS: Some ProgressDepartment of Family Services (DFS) and the Department of
Juvenile Justice Services (DJJS) formed a partnership to establish higher stafidaads than
required by Medicaid for the Mental Health Rehabilitative services of Basic Skills Training (BST) and
Psychosocial Rehabilitation (PSR) that are provided to the children and families served by these
agencies. Providers of BST and PSR semsitemit applications and complete a vetting process that
links standards of care and outcomes in order to become Approved Providers. All providers are
already established Medicaid providers so reimbursement is not linked.

DCFS’' s Syst e mnGrdnt pjeat s estabpshed ani objective for the third year of
funding (10/20172018) to develop performanekased contracts with publiciunded providers of
children’s behavioral health services.
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Goal 5. Countywide programs will be availablégi 2 FI OAf AllI 4GS ff OKAf RNByQa
development, identify behavioral health issues as early as possible, and assist all families in caring for
their children.

Phase 1/23 Objectivesand Strategies

i Objective 5.1 Develop and implemereffective screening models for middle and high school
students.
Indicators: Number and type of students screened; decrease on YRBS risk indicators

CURRENT STATUS: Minimal Progrdssaccordance with Assembly Bill 386 (AB386), the Clark
County School District completed a successful pilot project for general mental health screening of
middle school students during the 202814 school year. Students with parental consent at two
middle schools were screened using the Behavioral and Emotional Screening System (BESS) for the
initial screening andhe Behavior Assessment System for Children (BAS( a followup for

children identified atrisk. School personnel met individually witletparents of children who need
referrals for schoebased or communitypased interventions. Although the program proved
successful in linking students with needed services, the district lacks the infrastructure and funding
for full implementation of the mdel in secondary schools throughout Clark County.

Each middle and high school throughout the district has available to them the Signs of Suicide
Program screening materials, giving staff the ability to implement screening for selected students
when circumstances warrant the need. If a student is suspected of experiencing suicide ideation,
CCSD’s Suicide |1 nt er v e n-¢siadishedProceduresifar hsseasmsnban r o v i
immediate intervention. In the 2018016 school year, specially qu&d school personnel
conducted structured interviews with at least 2100 identified secondary school students and their
families across the district and its sponsored chartered schools consistent with the Suicide
Intervention Protocol.

i Objective 5.2Develp and implement schoebased screening programs for elementary school
children.
Indicators: Number of elementary school children screened annually and number linked to services

CURRENT STATW8nimal Progress.The Clark County School Distrf@CSD) does not conduct

districtwi de wuni ver sal screening for students’' soci al
However, CCSD does have wvestlablished procedures (Suicide Intervention Protocol) for the

assessment of and immediate intervention withemlentary and secondary school students who are

suspected of suicidal ideation. For the 2€A®L6 school year, specially qualified personnel

conducted structured interviews with at leagb3 identifiedelementary students and their families

across CCSD and C&Sponsored charter schools as part of

Intervention Protocol.

i Objective 5.3Develop and implement standards and reimbursement incentives for screening in
primary care settings.
Indicators: Proportion of physicians using standardized tool
CURRENT STATUS: Minimal Prognédéth the implementation of the Affordable Care Act, primary

care physicians must be reimbursed for behavioral health and other preventatreznscgs
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provided to children and youth. Even prior to the implementation of ACA, Nevada Medicaid
rei mbursed providers for children’s behavioral
Nevada Division of Health Care Financing and Policy continmesdticate providers on
reimbursement for screenings though the Medicaid EPSDT Program

There are no Nevada data on the extent to which pediatricians and primary care physicians are
currently being reimbursed by other benefit programs for behavioral hesdtkenings and whether
they are using standardized tools recommended for best practice such as the Pediatric Symptom
Checklist developed by the American Academy of Pediatrics.

i Objective 5.4Through education funding, implement evidendmsed preventativeprograms for
bullying prevention, social/life skills training, and positive behavioral supports in public schools by
(a) inventorying current programs; and (b) expanding successful programs.
Indicators: School policies and/or regulations; number of @ols with programs and number of
students patrticipating

CURRENT STATUS: Substantial Progfassassortment of programs and professional learning
opportunities are provided within the Clark County School District in alignment with Policy 5137
Safe and Respectful Learning Environment (SRLE). Multiple divisions and departments within the
district are engaged including the Equity and Diversity Education Department, the Education
Services Division, the Educational Opportunities Unit, and theeBtuBervices Division. Basic
services/supports are already established including periodicisions to district policy and
regulations related to SRLE and the operation of a website for anonymous reporting of bullying (n =
7,630 reported incidents dbullying in 2018016). Various trainings related to SRLE are regularly
provided (e.g., mandatory bullying awareness/sensitivity training for all employees; mandatory
administrator training on discipline procedures related to bullying; best practiceprimoting
positive behavioral interventions and supports in schools). For example, 30,706 district employees
viewed the mandatory assigned curriculum for SRLE in-2018, and 35,807 district employees
viewed the mandatory assigned curriculum for SRIZD1%2016.

Recent district efforts have increasingly focused on the expansion of successful programs
related to antibullying, social skills training, and positive behavioral interventions and supports. For
example:

¥ 45 CCSD schools are currently completing their first year of training for StfideIPositive

Behavioral Interventions and Supports (PBIS) following the model endorsed by the National
Center for Positive Behavioral Supports (School Climate Transforn@tiorm).

¥ All CCSD Early Childhood Special Education programs are aligned with practices endorsed by

the Technical Assistance Center on Social Emotional Intervention (TACSEI).

f 25 CCSD school s are currently compltienti ng t |

Respect/ Wel comi ng Sc h-emotiondl learnmagfor stidentsu s es on s
¥ The Sanford Harmony curriculum for social emotional learning is currently being
implemented in 80 elementary CCSD schools (i.e., within elementary curriculum and/or the
early childhood special education programs).
¥ 130 mental health providers, predominantly licensed social workers, have been placed in 73
CCSD schools (SB 515).
¥ HOPEZ2 school grants offered by the Education Services Division have supported licensed
school saial worker support for an additional 23 CCSD schools as well as positive school
climate initiatives in 84 CCSD schools.
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¥ The Equity and Diversity Education Program helps track and support the implementation of
a variety of other character education and &dcemotional learning programs in CCSD
schools (e.g., 7 Habits of Happy Kids, Capturing Kids Hearts, Copingl2kiKelko Choices,
Love and Logic, etc.).
Future efforts within the district are expected to involve greater expansion of successful
programs as well as greater integration of these services within sdyas#d, multitiered systems
of support for academics, behavior, and soealotional functioning.

U Objective 5.5Education and support will be available to parents of-ask prekindergartners at
local elementary schools using an evidenrbased model.
Indicators: Number of schools and participants

CURRENT STATWI® ProgressThe Clark County School District has no plans as yet with respect to
this objective. Schoddased Respons® Instruction (RTI) team services are already available to
students in those schools that operate Title | preschool programs. Early Childhood Special Education
programming and services continue to be provided in CCSD elementary schools across the district

i Objective 5.6 Develop and implement a comprehensive plan for training school personnel in early
identification and intervention for behavioral health issues and suicigeevention. Indicators:
Proportion and type of staff trained annually

CURRENSBTATUS: Substantial ProgressThe Clark County School District (CCSD) continues to
provide training to key school personnel for suicide intervention and early prevention. First, all CCSD
school counselors, school nurses, school psychologists, and sdwal workers (i.e., standing
members of schosb ased i ntervention teams for ment al hea
Suicide Intervention Protocol, which centers on structured interviews with students and parents for
confirmation of risk and esnation of level of risk for seliarm in individual students. Ongoing,
standardized training in the Suicide Intervention Protocol is provided through the Department of
Student Threat Evaluation and Crisis Response, Psychological Services, with recesibexiahis
training to include new school administrators. Training for the functional development of school
based intervention teams continues to be provided by the CCSD Mental Health Transition Team,
Psychological Services. Second, the district hasnteed to utilize its Project Aware federal grant

to enable training with local adults in the Youth Mental Health First Aid (YMHFA) Program. YMHFA
enables adults to better detect and respond to mental illness in school age children, and to
encourage youthand their families to seek treatmenfThrough the Office of Suicide Prevention,
Project Aware federal funding will continue to support these efforts.

U Objective 5.7 Families will have regular access to effective, low cost parent training and education
programs at neighborhooebased locations across the county.
Indicators:Number of sessions and participants annually.

CURRENT STATUS: Substantial Progiidesada P.E.P. provides parent education workshops and
webinars for families of children aisk of and with mental health needdn 2016, Nevada P.E.P.
conducted 25 workshops covering Positive Behavior Interventions, Bullying and Attention Deficit
Hyperadivity Disorder, with a total of 244 parents attending the trainings.

The Clark County Department of Family Services (DFS) praxides200 parent education
programs yearly throughout Clark County to over 3,000 parents, caregivers and, ysirnky
eviden@-based curricula such as the Triple P Program for children adédy2ars, the Teen Triple P
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Program, and the Stepping Stones Triple P Program for parents of children with a disability. Families
can access the Primary Triple P Program of brief1l paenting consultations as well as the group
programs. Through their Parenting Project, DFS also provides evidased programs for higtisk
families, which include: Nurturing Parents and Families for parents of children six months through
four years ofage, the ABCs of Parenting for parents of children ag&d $ears, the Nurturing Skills

for Families in Substance Abuse Treatment and RecoverBahg cardProgram for expectant and

new parents, and the Staying Connected with Your Teen program fontsaaad youth aged 117

years.

The Nurturing Parent Program for higkk families is also provided by the Salvation Army in
Mesquite, and the Nevada Communities Prevention Coalition contracts with private providers in
other rural areas to conduct Agt Parenting classes. Other parent education programs are offered
by the UNLV Institute for Children’s Research s
project. Other organizations providing les@st or free parent education include: East &alFamily
Services, Dignity Health at St. Rose Dominican Hospital, Bridge Counseling, UNLV Educational
Outreach, Family Solutions, and Palo Verde Child & Family Services.

U Objective 5.8 Assist local child welfare and juvenile justice agencies to implemenversal
screening mechanisms for behavioral health issues and suicide risk.
Indicators: Proportion of youth screened

CURRENT STATUS: Some Progrésak County Department dlivenile Justice Services continues

to provide screenings on 100% ywduth who are detained. For the calendar year of 2013, 3,043
youth were detained and screened with the Massachusetts Youth Screening Instre®eciwnd
Version (MAYS). In Calendar Year 2015, 2,848 youtere detained and screenedt is believed

that 336 screenings were completed on Field Probation youth for 2013. In addition, in calendar year
2015 595 youth at the Probation Intake level were screened through the Substance Abuse
Assessment and Referral Program (SAARP) utilizing the Problem Oriergedi®) Instrument for
Teenagers (POSIT).

Clark County Department of Family Services completes a screening related to mental health
(including suicide risk), domestic violence, and substance abuse for all children at the time that they
enter Child Haen. Case managers gather information on mental health needs at the time of
removal and at each subsequent change of placemédentified concerns and treatment needs are
also provided to the caregiver at that time.

U Objective 5.9 Use Medicaid fundingp expand outreach and early screening to-gsk groups
through schoolbased health clinics and primary care clinics.
Indicators:Annual Medicaid expenditures for Clark County outreach and screening

CURRENT STATUBInimal Progress. The Nevada Division of Public and Behavioral Health has
revised its credentialing policies for schémsed health centers to include standards for the
provision of mental health screening and services, however, no data are availathle atilization
of early screening services in schbaled health centers and primary care clinics.

There are currently six schebased providers in Clark County that provide primary care services
and receive Medicaid reimbursement, either as a Sci8aded Health Center or a Federally
Qualified Health Care Center.
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U Objective 5.10 Partner with the Nevada Office of Suicide Prevention to train child welfare
caseworkers and probation and parole officers in the early identification of youths with
behavioral health issues and suicide risk.

Indicators:  Number youths identified and linked with services by trained caseworkers and
parole/probation officers

CURRENT STATUS: Some ProgrBss.Division of Child and Family Services (DCFS) Youth Parole
Division and the Clark County Department of Juvenile Justice Service(DVidieShields of Care
training to their staff. Clark County Juvenile Justice Servicespatsides inhouse training to
probation officers that includes &hields of CareSucide Preventionclass that addresses
behavioral health issues and suicide prevention and is RP&Dved. In 2015, probation officers
referred 4,72y out h f or evaluation by clinical services

County Department of Family Services offers training opportunities to staff and caregivers on
various chil dr e n Tmining¢opids andludeiMeod Disotders iroYung Ghildren;
Failure to Thrive and Child Neglect; Attachment Isafi€shildhood: An Overvievintroduction to
Infant & Early Childhood Mental Health; ADHD, Anxiety & Sensory Deficits in Young Children; and
Drug Exposed Babies.

Through the Nevada State Office of Suicide Prevention, Suicide GateKeeper Train the Trainer
course has been developed to assist foster care agencies in providing evioleses suicide
prevention training to their foster parentsSuicide Alertness training (safeTALK) is available to all
community members at least once a month. The safeTALK slas&lencebased and certified for
continuing education credits in many discipline&B 93 which requires Behavioral Health
professionals in the state of Nevada to take at least two credit hours in suicide prevention has
sparked increased attendance inettsafeTALK coursépplied Suicide Intervention Skills Training
(ASIST) is available in Clark County foues yearlyand also meets the AB 93 Mandate. The
attendance by child effare, juvenile justice and foster parents has increased considerably lower t
past year due to AB 93 and the increase in required foster parent annual training héowsh
Mental Health First Aid also covers this requirement for two hours of Suicide Prevention training.

D2If c® | SAIKGSYSR Llzo f A Ooral edltNBegds avidl reduge stigiay t RNBS y
empower families to seek early assistance and mobilize community support for system enhancements.

Phase 1/2/3 Objectives and Strategies

U Objective 6.1 Establish state or local funding for Continued Public Awareness Activities
Indicators: Number, type and outcomes of awareness activijiearly

CURRENT STATUS: Some Pregre€CMHC has supported awareness activities through
approximately $1500 from its yearly budget of state general funds. Yearly awareness activities have
been centered on the National Children’'s Ment al
are coodi nat ed by the CCCMHC’ s Publ i c Awareness a
wor kgroup has also created a website (CCCMHC. or
behavioral health needs and services.

Funding from DCFS’' s Ggptsvil leerallocated tcCcaeate a Websiteanmd|ai o n
newsletter promoting SOC principles and practices as well as grant activities.

U Objective 6.2 CCCMHC will work with Nevada Department of Education to include training on
mental health awareness and sui@dorevention in curriculum standards.
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Indicators: Nevada Department of Education Regulations

CURRENT STATUS: Minimal ProghRS 389.021 requires the establishment of regulations for
study in the prevention of suicide.eMada Department of Education regulations (NAC 389.455)
include the avoidance of sdffarm as a requirement of the high school curriculum but do not
include mental health awareness and suicide prevention as required curriculum components.
However, the Clak County School District has voluntarily incorporated suicide prevention
awareness into its secondary school health classes by requiring the implementation of the Signs of
Suicide Educational Progr am. This peograsmommeeaet
if they or a friend have feelings of depression or thoughts of suicide. Additionally, the Department of
Education has partnered with the Office of Suicide Prevention and the school district to bring Safe
Talk and Youth Mental Health First Aidining to school staff as well as adults that work with youth
in other settings across the statéraining in these areas enable adults to better detect and respond
to mental illness in school age children, and to encourage these youths and theieftilseek
treatment.

NRS 388.172 does require each Nevada school district to conduct a training program for
administrators in suicide associated with bullying and cyhélying and appropriate methods to
respond to incidents of violence or suicide.

U0 Objective 6.3CCCMHC will work with professional associations, Southern Nevada Health District,
and Nevada PEP to support the development and dissemination of mental health awareness
information to parents at primary care settings.

Indicators: Proportionof primary care facilities with available materials

CURRENT STATG8me ProgressCCCMHC members conduct ongoing outreach to increase the
awareness of children’s ment al heal th needs in
dissemination of suicide prevention awareness brochures and other materials at local health fairs

and through media outlets. The Southern Nevada Health District uses its website to promote
children’s ment al health awareness matlre20li6al s pr ¢
the Office of Suicide Prevention in conjunction with the Nevada @walfor Suicide Prevention

directly reached 7,100 community members through 163 separate events in Southern NEaata.

year, members disseminate the most recent findings of the CCCMHC to local advocacy and
professional organizations such as the Nevdéla y chol ogi c al Associati on
Advocacy Alliance as well as to local and state policy makers, and members of the judiciary.
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Current Membership
Dan Musgrove Chairperson
Business Community Representative

Amanda HaboustDeoye, Ph.D, Vice-Chairperson
Chi | dr e n ’'Rsepresedtativec at e

Ryan Gustafson, Secretary

Nevada Division of Child and Family Services
Jennifer Bevacqua

Nevada Youth Care Providers Association
Leslie Brown

Nevada Division of Aging and Disabilities Services
RichardEgan

Nevada Office of Suicide Prevention

Charlene Frost

Parent Representative

Jacqueline Harris

Provider of Substance Abuse Services

Deepa Hasija, MD.

Psychiatric Community Representative

Terri Keener

Clark County Family Services

Jessica Johnson

Southern Nevada Healfbistrict

Heather Lazarakis

Nevada Division of Health Care Financing & Policy
KarenMiller

Parent Representative

Donna Smith

Foster Parent Representative

Karen Taycher

Nevada Parents Encouraging Parents

Robert Weires
Clark County School District

Cheri Wright
Clark County Juvenile Justice Services
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Mission

The Consortium was created by tF
passage of Assembly Bill 1 of the 20
Special Session of the Nevada Legislat
to study the mental health needs of a
children in Clark County and to develc
recommendations for service deliver
reform. The Cormtium is required to
conduct a needs assessment and subt
a 10Year Strategic Plan and Annu
Reports to the Commission o
Behavioral Health and the Nevac
Department of Health and Humal
Services. Required membership ai
activities for the Consortium are
described in Nevada Revised Statut
433B.333335.
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Strategic Plan

is available on the DCFS webs
at: http://dcfs.nv.gov/Meetings/CCCMHC
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