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The Counties Included in the Rural Region 

served by the Rural Regional Behavioral Health Policy Board: 

Elko 

Eureka 

Humboldt 

Lander 

Pershing 

White Pine 
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Board Members 
 

2021 Board Members 
 

Fergus Laughridge 
Board Chair 

EMS Representative 
Humboldt County 

 
 

Amy Adams 
Drug and Alcohol Counselor 

White Pine County 

Senator Pete Goicoechea 
Elko, Eureka, White Pine 

Counties 

Matt Walker 
CEO, William Bee Ririe 

Hospital 
White Pine County 

 
 

Bryce Shields 
Pershing County District 

Attorney 
Pershing County 

 

Jeri Sanders 
Peace Officer, Eureka 
County District Court 

Eureka County 

Dr. Erika Ryst 
Psychologist 

Remote 

Amanda Osborne 
Director of Human Services 

and Human Resources 
Elko County 

Brooke O’Byrne 
Family Member 
Representative 

Remote 
 

 

Board Member Changes as of March 2022 
(Date of Publication) 

 

Fergus Laughridge 
Board Chair 

Now Health Officer 
Representative 
Humboldt County 

 
 

Amanda Osborne 
Now Elko County Manager 

Elko County 

 

Sean Burke 
Director of Lander County 

EMS 
Lander County 

Steven Brotman 
Director of Behavioral Health 

at Nevada Health Centers 
Remote 

Sarah Dearborn 
Nevada Medicaid 

Remote 
 

   
 

 

Rural Regional Behavioral Health Coordinator: 
Valerie Cauhape Haskin, MA, MPH 

vcauhape@thefamilysupportcenter.org 
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Executive Summary 
 

The Rural Regional Behavioral Health Policy Board (Rural RBHPB, or “the Board”) was 
successful during the 81st Session of the Nevada Legislature with the passing of SB 44, aimed 
to improve paths to licensure for behavioral health providers. The purpose for this bill was to 
attempt to address the chronic provider shortages experienced by rural communities.  

Through the exploration of data and feedback from stakeholders across the region, the Board 
developed the following priorities for 2022: 

 

By taking a tiered approach in its priority setting, the Board has identified priorities upon which 
to focus that may affect and improve other issues identified. For further explanation of these 
priorities, please see page 15. 

The Board has made recommendations to the Governor’s Commission on Behavioral Health 
(page 19) that align with these priorities and aim to resolve some of these issues to the extent 
possible at the state level.  

The Board will continue to learn how to best address its priority issues and will be working 
throughout 2022 to advocate for programs and services to fill gaps, and to identify potential 
topics to address with its BDR for the 2023 legislative session. 
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Data Highlights 
 

In previous annual reports of the Board, the DHHS Division of Public and Behavioral Health 
(DPBH), Substance Abuse Prevention and Technical Assistance (SAPTA) and Office of 
Analytics branches provided each region with a comprehensive epidemiological report. Due to 
the staffing and data reporting needs required of DPBH to complete accurate data reporting for 
the COVID-19 pandemic, each Regional Behavioral Health Coordinator (RBHC) was instead 
provided with data sets for their own use.  

The Rural RBHC also collected data as available from local sources, providing more timely 
understanding of community behavioral health needs. Northeastern Nevada Regional Hospital 
(NNRH, located in Elko, NV) and SafeVoice (administered by the Nevada Department of 
Education) were included in the data set, but truly only show the scope of behavioral health 
problems in Elko County. This and other data were visualized by the Rural RBHC for the 
purpose of informing the Rural Regional Behavioral Health Policy Board (or simply, the “Board”) 
of the current behavioral health status of the communities it serves, as well as for planning 
purposes, has been provided in Appendix A.  

Highlights from the data provided in Appendix A include:  

• Data from SaveVoice and NNRH indicates a higher incidence of suicidal ideation among 
youth in Elko County than in other counties within the Rural Region. 

• People of color in the Rural Region are disproportionately affected by death from alcohol 
and substance use.  

• Marijuana and hashish use continues to be more highly utilized than other substances, 
the rates of which have been increasing in a curvilinear manner since legalization.  

• Adult binge drinking and heavy drinking remains higher in the Rural Region than the 
state taken as a whole.  

• Alcohol abuse and substance use disorder is still on the rise in most counties. 
• Youth overdose and substance misuse remains an issue across the region. 

 

Additionally, anecdotal information from conversations and interviews between the Rural RBHC 
and stakeholders throughout 2021 proved fruitful in identifying patterns of new or persistent 
issues of which to be aware, which may not be reflected by the data available from DPBH yet. In 
previous years, this anecdotal information was later reflected in data published by DPBH, so 
while not all of the concerns reported by local-level stakeholders can be considered “proven 
true” yet, they should be taken into consideration. Concerns from stakeholders included: 

• Inability to find placement for patients needing crisis stabilization or inpatient care in a 
timely manner. Upon further investigation, this appears to be caused by a combination of 
outbreaks of COVID-19 within facilities and/or high staff attrition as uncompetitive wages 
at state facilities and long working hours affect the appeal of working within these 
facilities.  

• Difficulty in enrolling high-risk community members in specialty court programs as laws 
regarding the criminalization of some substances have changed. The communities within 
the rural region generally have special courts programs to assist persons who have been 
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arrested with either mental illness and/or substance use disorder, but the movement of 
possession of smaller amounts of substances to the misdemeanor level has created 
issues. Ideally, these community members might be a better fit for an ACT, AOT, or 
other treatment program, but such programs do not yet exist in the region, and deficits 
such as funding and staffing may make it difficult to get such programs up and running in 
the near future within our rural communities.  

• Transportation to both crisis and outpatient services continues to be a challenge in all of 
the communities in the region.  

• Lack of mid-level services is another persistent issue. Communities are working towards 
improved access to crisis care, but the availability of treatment services that fit between 
crisis and weekly outpatient treatment is virtually non-existent within the region at the 
time of this report. This gap in treatment for both mental illness and substance use 
disorder is felt to contribute the rising incidence of persons presenting to hospitals and 
encountered by law enforcement needing crisis or other inpatient care.  

• Increased concerns for the mental health of youth and young adults, including concerns 
over increased suicidality and intentional overdoses among youth as young as those 
who are junior high/middle school-aged.  

• Both law enforcement and hospitals have reported concerns over rising 
methamphetamine use within their communities.  

• Law enforcement has reported concerns regarding the misuse and trafficking of 
suboxone among high-risk populations.  

• As most communities within the region sit along major interstate highways, there is 
concern over increased fentanyl and fentanyl-laced substances circulating within rural 
communities.  
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Both the data presented, as well as the anecdotal concerns from stakeholders, were taken into 
consideration by the Board when building its 2022 priorities and recommendations to the 
Governor’s Commission on Behavioral Health (CBH).  
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2021 Rural Regional Behavioral Health Policy Board 
Activities 
 

The following sections cover the activities of the Rural RBHPB and the Rural RBHC throughout 
2021. While the COVID-19 pandemic ebbed and surged throughout the year, efforts continued 
to address persistent problems experienced both within the region and across the state.  

Senate Bill 44 in the 81st Session of the Nevada Legislature 

As discussed in the 2020 Annual Report, the Rural RBHPB developed SB 44 to affect the 
processes required for licensure by endorsement and the oversight of interns as regulated by 
the four main licensing boards for behavioral health providers: 

• Board of Examiners for Social Workers 
• Board of Psychological Examiners 
• Board of Examiners for Marriage and Family Therapists & Clinical Professional 

Counselors 
• Board of Examiners for Alcohol, Drug, and Gambling Counselors 

 

SB 44 aimed to change regulations to streamline the processes required for licensure of 
experienced professionals “by endorsement”. Professionals who would qualify for this licensure 
type are experienced providers who have been licensed out of state, are currently in good 
standing, and who are looking to begin practicing in Nevada. As many of the organizations in 
the Rural Region who hire new providers must recruit from out of state, a quick and streamlined 
process is necessary to increasing the number of providers available to rural communities.  

Additionally, the bill required the licensing boards to add or solidify regulations that would allow 
for the remote supervision of interns, much like those currently in place under the Governor’s 
emergency directives related to the COVID-19 response. This shift would allow more interns to 
practice within the rural region, many of whom either are current residents who have been able 
to complete their coursework online, or may be originally from the region and wish to practice in 
their home communities. Additionally, this aids in addressing issues regarding the need for 
practitioners who have experience or direction in working with clients of color or who associate 
with various minority groups by allowing the interns to seek oversight from supervisors who may 
have clinical experience working with special populations, regardless of their location within the 
state.  

The bill also added a fourth licensure type to the offerings of the Board of Examiners for Social 
Workers, the Licensed Master of Social Work (LMSW) type. LMSW licensure is available in 
most states and the addition of this licensure type aids the Board of Examiners for Social 
Workers in developing interstate compacts for licensure reciprocity, which is ultimately the gold 
standard for enabling licensees to practice across multiple states.  

The bill passed towards the end of the regular session, and its full text as enrolled can be found 
at the following link: https://www.leg.state.nv.us/App/NELIS/REL/81st2021/Bill/7221/Text#  

https://www.leg.state.nv.us/App/NELIS/REL/81st2021/Bill/7221/Text
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Board Meetings and Presentations 

Unfortunately, the Rural RBHPB was only able to meet three times in 2021; once each in 
January, February, and March. Meetings in April and July were canceled due to lack of quorum. 
The May meeting was canceled due to technical issues. After the July meeting, it came to the 
attention of the Board and the Rural RBHC that appointments were expiring and arrangements 
for new appointments needed to be made.  

The three meetings that were held focused on refining SB 44 and the progress of the bill 
through the legislative session.  

All meeting notes, presentations, and other materials can be found at: 
https://dpbh.nv.gov/Boards/RBHPB/Board_Meetings/2018/Rural_Regional/  

 

Rural Regional Behavioral Health Coordinator (Rural RBHC) Activities 

While the COVID-19 pandemic continued to create some challenges to the functioning of some 
activities, such as restricted access to the building during the legislative session, most efforts 
continued apace via Zoom or other online platforms. While travel restrictions were lifted during 
2021, the Rural RBHC was unable to travel for the first half of the year due to personal medical 
reasons. However, regional travel continued during the summer of 2021 and into the rest of the 
year, better facilitating face-to-face connections and relationship building with local 
stakeholders.  

The following sections outline some of the major projects and activities engaged in by the Rural 
RBHC throughout 2021. 

 

SB 44 and the 81st Session of the Nevada Legislature 
During legislative sessions, each RBHC works to ensure their respective bills are appropriately 
understood by stakeholders, legislators, and the other policy boards. The Rural RBHC worked 
with the Chair of the Rural RBHPB to ensure that comprehensive feedback from all of these 
groups was garnered and taken into consideration during the development and amendment of 
SB 44. The Rural RBHC was responsible for crafting and submitting proposed amendments, 
meeting with legislators and/or their staff to hear their concerns, presenting the status and 
current components of the bill to local groups during meetings throughout the region, and 
presenting the bill and answering questions during legislative committee meetings and work 
sessions.  

Community Outreach Project 
It became clear early in the year that the Rural RBHC would need to take a period of time off for 
maternity leave during the late spring and summer of 2021. As there would be substantial 
savings in grant monies from the lack of salary and travel for a period of weeks, the Rural RBHC 
worked with grant program officers at DPBH to ensure that funds within the grant were re-
allocated appropriately.  

https://dpbh.nv.gov/Boards/RBHPB/Board_Meetings/2018/Rural_Regional/
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In the end, the Rural RBHC, in conjunction with the Northern RBHC and other stakeholders, put 
together a community engagement project that included the following components:  

• A survey of community members to better understand their perspectives on behavioral 
health within their communities, and moreover, how they would like local and state-level 
government agencies to be involved (implemented in all counties within the Rural and 
Northern Behavioral Health Regions);  

• A behavioral health system assessment survey to engage members of the system to 
identify their perspectives on system gaps and how they could best be filled 
(implemented only in the Rural Region);  

• An event to present the data from the abovementioned assessments and other sources 
in a town-hall format focusing on one community, and to then lead attendees through 
community strategic planning processes.  

The community survey was available online via Survey Monkey and in hardcopy, distributed by 
participating coalitions and social service agencies. The electronic survey was shared and 
boosted via Facebook, and received well over 200 answers across the two regions. The 
hardcopies were then hand entered into the Survey Monkey survey for ease of reporting. In the 
end, well over 400 responses from across the two regions were collected. 

The Stakeholder Assessment was modeled after the Local Public Health System Assessment, 
available through the National Association of City and County Health Officials (NACCHO). 
However, the assessment was cut to a series of ten questions, rather than hundreds, as it was 
designed to be administered within other standing meetings. Assessments were completed in 
Winnemucca, Lovelock, Ely, West Wendover, and Elko. The data assessment was completed 
for Winnemucca, and all other communities are still in progress.  

The” Town Hall” event was held in Winnemucca on September 29, 2021 at the local Boys and 
Girls Club facility. There were well over 50 individuals in attendance, and other ten who 
attended via Zoom. Stakeholders represented treatment agencies, the local hospital (Humboldt 
General Hospital), tribal groups within Humboldt County, law enforcement, courts systems and 
the criminal justice system, social services agencies, and advocates and peers representing the 
needs of persons using the behavioral health system. The group prioritized the need for stigma 
reduction, affordable housing, prevention activities, youth mental health and substance use 
prevention, and mid-level treatment for both mental illness and substance abuse 
disorder/substance misuse.  

Overdose Data to Action (OD2A) Program – Substance Misuse Specialists (SMS) 
In 2021, work continued with the Rural RBHC acting as a team lead to collaborate with the 
SMS’ seated within the Rural Region. Gains were made in the gathering of data from local 
dispatch and law enforcement, and SMART Recovery programming was implemented by the 
SMS located in White Pine County both in Ely and Eureka. The SMART Recovery model is 
evidence-based and better serves persons who may not be a fit for religious-based programs 
such as AA or NA. There are plans to further expand the SMART Recovery model through the 
SMS program in 2021. Additionally, several Naloxone trainings were scheduled and coordinated 
by SMS’ in Humboldt County, and more scheduled through 2022.  

The team also built a brief resource sheet for stakeholders and community members wanting to 
learn more about program planning and evaluation, as strong skills in these areas can improve 
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not only programs developed at the local level, but may also help in writing competitive grant 
applications. This resource sheet was shared widely in spring of 2021. 

Collaboration with Other Regional Behavioral Health Coordinators 
The Rural RBHC continued to work collaboratively with the other RBHCs across the state, but 
specifically focused on building a partnership with the Northern RBHC, as she was the only 
other RBHC that served rural counties while the Southern RBHC position remained vacant. 
Projects worked on collaboratively include the Community Outreach program discussed above, 
the development of an all-board website (nvbh.org), communication regarding bills during the 
legislative session, and many others.  

Governor’s Challenge Team and Expansion Teams 
Unfortunately, there was little progress in the development and launch of the Expansion Teams 
to address suicide prevention among service members, veterans, and their families (SMVF) in 
the designated sites of Elko and Winnemucca. Much of this resulted from staffing turnover at 
local and state levels, which creates periods of pause. However, the Rural RBHC and a 
representative from the expansion team in Elko were invited to speak at the Nevada Suicide 
Prevention Conference in Las Vegas in November 2021.  

Evidence-Based Practices and Programs 
To improve access to reputable programs and communicate them to larger populations, the 
Rural RBHC began compiling EBPs into an online guide page in 2020 and into 2021. Resources 
included in this guide include those from SAMHSA, Federal DHHS, CIT International, 
KnowCrisis.org, University of Columbia’s Lighthouse Project, the VA, USDA, PsychHub, Zero 
Suicides, and many others. The EBPs are organized by target audience to assist users in 
selecting the practice that works best for their proposed grant program or project. The project 
was completed in April of 2021. 

Engagement with Prevention Coalitions 
Engagement and relationship building with the two prevention coalitions within the region, PACE 
and Frontier Community Coalition (FCC) expanded throughout 2021. In the last quarter of the 
calendar year, the Rural RBHC worked with both groups and various other stakeholders to build 
an application for funding to build a region-wide prevention initiative, heavily involving both 
coalitions.  

Task Forces and Multi-Disciplinary Teams 
Work continued through 2021 with local task forces and coalition groups acting as task forces. 
The Humboldt County Behavioral Health Task Force, facilitated by the pre-trail services 
coordinator for the 6th Judicial Court carried forward with the most momentum. Coalition groups 
in White Pine and Pershing Counties were re-engaged in 2021 and hold great potential to make 
progress to address behavioral health in their respective communities.  

As a new member of the Rural RBHPB represents Lander County, efforts to connect with local 
stakeholders and create movement to address behavioral health in that county will be renewed 
in 2022.  
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County Task Force and MDT Status 
Humboldt County Humboldt County Task Force – Undergoing strategic planning. 

Currently exploring various options to develop and pilot MDTs for 
high-risk community members. 

Elko County Multiple community groups which complete the activities of a Task 
Force.  

Eureka County Interest in MDT-like programming; very few potential participants. 
Existing coalition meetings fill role of a Task Force.  White Pine County 

Pershing County Pershing FCC meeting designated as Task Force. 
Lander County Outreach difficult; efforts to be renewed in 2022. 

 

Closing 
The sections above highlight the larger projects undertaken by the Rural RBHC during 2021. 
However, for the sake of brevity, this description is not completely exhaustive and there were 
many smaller projects and activities undertaken to support the improvement of the behavioral 
health system in the Rural Region not listed here.
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2022 Rural Regional Behavioral Health Policy Board 
Priorities 
 

In previous years, the priorities of the Rural RBHPB did not include any sort of hierarchy of 
needs. However, as the Board set its priorities for 2022, the need to focus on specific priority 
topics surfaced, and it is hoped that making strides in these areas will lead to improvements in 
priority areas that fall into subsequent tiers. 

 

Tier 1: High Priority 
 

Workforce 
Development 

While the availability of funding for treatment providers and other 
programs is improving as federal funding trickles down to the state and 
county levels, a persistent lack of workforce to staff new programs has 
become a challenge that creates roadblocks to systemwide efforts to 
improve treatment options. Without qualified providers and allied staff 
to fill positions, access to badly-needed treatment and services will 
remain poor for all rural residents.  

 

Transportation 

While transportation to and from all types of treatment has been a 
priority of the Rural RBHPB in previous years, the situation has 
remained dire for many communities. Unfortunately, other efforts to 
improve transportation to and home from services has largely proved 
fruitless; these options are either cost prohibitive or not realistic for 
consumers, or are cost prohibitive for potential transportation 
providers. The Rural RBHPB prioritizes both novel and evidence-
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based practices in resolving transportation challenges, so long as 
proposed solutions are centered around the needs of user.  

 

Improved Access 
to Age-
Appropriate Care 

While providers and treatment programs remain few in the region, 
those who specialize in caring for special populations such as children 
and the elderly are rare at best. As the communities the Rural RBHPB 
have not been immune to the children’s mental health crisis, there is a 
poignant need for providers who serve children and teens at all levels 
of care, including crisis care and stabilization.  

 

Improved 
Reimbursement 

While real estate costs may be comparatively smaller, the overall cost 
of living and running treatment facilities is often higher in rural 
communities than in urban Nevada. Oftentimes treatment agencies 
must offer higher salaries in rural Nevada than in urban communities 
to recruit high-quality staff. Labor and supply costs for building new 
facilities or remodeling existing structures may also be higher, as well 
as other general costs of doing business.  

Given that the majority of clients requiring intensive treatment options 
tend to be covered by Nevada Medicaid and/or CMS, chronically low 
reimbursement rates may hamstring the ability of treatment 
organizations to expand existing services, and there is little incentive 
for new agencies or providers to begin practices that serve our 
communities.  

It is theorized by the Board that increasing the reimbursement rates for 
behavioral health services from Nevada Medicaid and CMS (if 
possible), even if these increases are specific to services within rural 
Nevada, will facilitate the expansion of services that are available to 
the community members the Board serves.  

 

 

Tier 2: Affected by Tier 1 
 

Improved Care 
Transitions 

A common problem across all communities within the Rural Region 
and the agencies outside the region that serve community members 
seeking treatment is a lack of communication and warm hand-offs. 
These cold, unclear, or sometimes incomplete transitions of patient 
care create opportunities for patients to fall out of treatment at best, 
but more affect patient safety and well-being. Oftentimes, patients who 
are transported to inpatient and/or crisis care outside of the region are 
discharged with little to no plan to continue appropriate care upon 
returning to their home community, and their specific needs regarding 
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medication or other issues are not communicated to providers from 
whom they may seek further assistance.  

These transitions need to be improved in order to support improved 
outcomes for the patients. This may include altering the accessibility of 
information through the state’s health information exchange or use of 
another platform to not only create the opportunity for appropriate 
referrals, but for providers to communicate patient progress as a care 
team.  

 

Improved 
Safeguards for 
Quality of Care 

While filling gaps in provider shortages is an urgent priority, the Board 
wishes to be sure that creating safeguards to protect the quality of the 
services provided to rural community members is also taken into 
consideration. While having more options for care may assist in 
“weeding out” agencies or providers who give sub-quality care, it will 
be necessary to create additional safeguards or complaint options as 
providers are added to the regional behavioral health system.  

 

Improved Access 
to Mid-Level Care 

Currently, mid-level care options for persons with mental illness or 
substance use disorder are rare or non-existing in most communities 
in the region. Having access to intensive outpatient treatment or other 
options throughout the continuum of care is an imperative component 
to helping community members with behavioral health challenges get 
into and remain in a state of recovery. Most of these services cannot 
be provided via telebehavioral health means and require a higher level 
of expertise from providers; both of these issues create further 
challenges to creating a treatment system that assists persons in need 
of these levels of treatment.  

 
 

 

Tier 3: Highly Affected by Tier 1 and Tier 2 
 

Increased Access 
to Services for 
SMVF 
Populations 

As in previous years, the Rural RBHPB prioritizes improving the 
access to high-quality care for service members, veterans, and their 
families (SMVF) across the state, but particularly those who live within 
the Rural Region. Many persons within this population in the Rural 
Region must travel to either Las Vegas or Reno to receive covered 
services, but many must travel out of state to Utah or Idaho for 
services. Increasing the number of providers that accept Tricare 
insurance, work with VA benefit organizations, and have staff who are 
trained in culturally appropriate means of discussing and treating 
behavioral health among this population may improve their outcomes.  
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Expansion of 
Culturally 
Appropriate 
Programming 

While there are programs within the region that specialize in serving 
persons of color, particularly indigenous and Hispanic communities, 
these are few. The Board acknowledges that the number of programs 
and services that at the least maintain culturally appropriate services 
must be expanded to ensure high-quality care for all members of our 
communities.  

 

Leverage 
Telebehavioral 
Health Services 

During the COVID-19 pandemic, telebehavioral health services 
became the primary source of treatment for many individuals and 
treatment providers, some who had previously resisted engaging in 
any sort of telehealth services. With telebehavioral health practices 
now becoming more commonplace, the Board acknowledges that 
leveraging this technology for appropriate levels of care may help 
increase access for many rural residents, and should be leveraged for 
various programs and services to the extent that it fits within the 
service or treatment type while maintaining quality.  

 

Stigma 
Reduction 

 The stigma surrounding both mental illness and substance misuse 
and/or substance use disorder remains prevalent in the communities 
served by the Board. Stigma continues to create a barrier to the 
implementation of badly-needed programming, particularly for youth, 
and similarly acts as a barrier for persons of all groups to seeking 
care. Strategies to reduce the stigma surrounding these conditions 
and seeking care should be implemented across the region, with 
special focus on higher need populations, including youth, the elderly, 
and persons identifying as BIPOC.  
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Current Recommendations to the Governor’s Commission on 
Behavioral Health 
 

After reviewing the most updated data related to behavioral health in the region it serves, the 
Rural Regional Behavioral Health Policy Board would like to make the following 
recommendations to the Governor’s Commission on Behavioral Health:  

1. The Board recommends increased investments in programs to bolster the workforce of 
behavioral health providers and related staff across Nevada. This might include 
programs that address:  

a. Tuition reimbursement for providers serving within designated provider shortage 
areas;  

b. Tuition reimbursement or scholarship opportunities for new providers serving 
disadvantaged populations, including persons of lower socio-economic status 
and/or persons of color who are underserved in their respective communities;  

c. Increased reimbursement for behavioral health services, particularly for persons 
covered by Nevada Medicaid in Fee-For-Service areas, specifically rural and 
frontier Nevada;  

d. incentives for providers specializing in the treatment of children, the elderly, and 
other high-risk populations; 

e.  And support policy changes that expand the ability of interns to access 
completely remote supervision, expansion of the number of internship sites 
available, and to expedite licensure processes.   

2. The Board recommends investments in both evidence-based and novel transportation 
solutions for persons across the state needing to access emergency and non-
emergency behavioral health services. Transportation needs to be affordable, reliable, 
easy to book (if necessary), easy to access within short timeframes, and must enable an 
individual to get to and from their services in a manner that causes minimal impact to 
their daily lives. Some services for rural residents have been increased in recent years 
for this purpose, but unfortunately, the hours of operation, required lead time for booking, 
insurance accepted, and/or expenses related to utilizing these services creates further 
challenges to using them to access behavioral health treatment in “neighboring” 
communities.  

3. The Board recognizes that the communities within the region it serves have not been 
immune to the mental health crisis experienced by children nationwide. As such, the 
Board recommends policies and investments that increase the availability of services 
across the behavioral health continuum of care for children and adolescents struggling 
with mental illness, substance misuse, or dual diagnoses.  

4. The Board also recognizes there are breakdowns in communication among providers 
within the spectrum of behavioral health care, and recommends policies to ensure warm 
hand-offs and clear, open communication regarding patient needs, referrals, and 
preferred care throughout the system. This may include policy changes regarding the 
sharing of information, creation of referrals, and requirements for warm hand-offs, but 
may also include funding for patient care coordination that is not limited to one institution 
(such as community-based patient navigator), and vastly improved utility/accessibility of 
state’s health information exchange.  
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5. As workforce shortages for behavioral health professionals persists, the need to hire 
paraprofessionals within communities becomes more vital. The Board recommends 
supporting policy shifts that would enable the services of trained and certified 
Community Health Workers (CHWs) operating within the behavioral health field to be 
reimbursable by Nevada Medicaid. CHWs could play a vital role in connecting with 
community members throughout rural and urban communities in the state to act as 
navigators, trainers for evidence-based programs to recognize and respond to persons 
with mental illness or substance use disorder, or even as care coordinators after 
specialized training.  

 
These recommendations will be submitted to the CBH in March 2022 for consideration for its 
recommendations to the Governor. The Board hopes that together, we can improve the lives of 
those suffering with behavioral health challenges across the state. 
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Appendix A: Behavioral Health Data Presented to the Rural RBHPB During its 
February 2022 Meeting
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