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We do Harm Reduction

• Harm reduction, or harm minimization, refers to a range of 
intentional practices and public health policies designed to lessen the 
negative social and/or physical consequences associated with various 
human behaviors, both legal and illegal.[1] Harm reduction is used to 
decrease negative consequences of recreational drug use and sexual 
activity without requiring abstinence, recognizing that those unable or 
unwilling to stop can still make positive change to protect themselves 
and others

https://en.wikipedia.org/wiki/Public_health
https://en.wikipedia.org/wiki/Harm_reduction#cite_note-1
https://en.wikipedia.org/wiki/Recreational_drug_use
https://en.wikipedia.org/wiki/Sexual_activity
https://en.wikipedia.org/wiki/Sexual_activity


How ?

• Taking Impact Exchange services to persons – where they are at!

• Physically

• Emotionally

• Drug(s) of choice

• Needs

• Regardless of Gender, Age, Race, Orientation, Language, Appearance, 
Country of Origin, Smell, Housed or Out-n-About

• Five basic approaches to service(s) delivery



HOW - continued

1. Store front – daily hours – five days a week currently

2. Vending Machines – seven in Clark Co; five in Reno; one in rural

• Six more machines coming online in Washoe – northern NV within 12 months

• Six to eight machines coming online in Clark Co – including rural areas

3. Outreach – Static sites using same location place, time, day of week or month 
offering same types of products and services

4. Outreach – Fluid site visitation dependent on movement of participants within 
community for delivery of same service as static (if possible – testing?)

5. Mail delivery – though out Nevada including Clark Co., Rural, Washoe Co., and 
Carson City



WHY?

• To interact with participants in a consistent manner that –

• Builds trust

• Builds relationships

• Builds support systems

• Acts as a conduit to services

• Allows for narrowcasting of messages and news 

• New services within community

• News about drugs within the community – bad, good, whatever

• Allows awareness of hosting agencies: the type of agency, services 
offered,  and staff that provide when utilizing vending



Why-continued

• Distribution of products that bring the participant back into contact with 
services of Impact Exchange approximately every week 

• 40 syringes might hold a participant for eight days – maybe more or less

• Vending offering the support if less or lack of mobility to reach store 
front or outreach

• Outreach offers the third leg for participants requiring services sooner

• Distribution has an added component – gives participant exposure to  
services and staff of “hosting agency” basic free advertising 



Why - vending

• Vending machines 

• don’t -- Discriminate or Judge

• Allow --

• participant freedom of choice

• participants to not engage in discussions about what they are seeking –

• “could I have the extra large, non lubricated, ribbed, black, single 
pack condoms and five extra packages of lubricant”?

• “could I get two of the pregnancy test and condom kits”?

• offer privacy and access –

• without the cost of staff to engage with a person not seeking human 
contact



Structure - storefronts

• Three store fronts at Charleston and Jones

• 6114 W. Charleston Blvd -- Storefront for participants to obtain

• Supplies and SSP syringe disposal drop off

• HIV testing/referral/information

• Hepatitis testing/referral/information

• Wound care referral to Trac-B Exchange Care and Education unit 

• Syringe and sharps processing and disposal 

• Test strips for individual participant drug testing

• Drug testing of used syringes and actual products/containers

• Narcan and Naloxone 



Structure - storefronts

• Three store fronts at Charleston and Jones

• 6108 W. Charleston Blvd -- Care n Education Unit  

• Hygiene education

• Wound care – Impact Exchange Nurse Practitioner 

• Access to care and pharmacy partners onsite

• Additional drug testing site

• 6106 W. Charleston Blvd – Community Room 

• Participant meeting area

• Group project / education area

• Supplies of food, clothing, and other need items



Structure-warehouse

• Four warehouse units for supplies, product production, and vending 
program
• SSP Syringe and sharps container supply for entire State of Nevada

• Inventory of items to contain supplies for distribution – plastic/paper 
bags; boxes; pouches; mailers; etc.

• Vending machine repair and storage prior to location placement

• Mailing and shipping service site/office

• Transport services (Shipping and Delivery)

• Staffing, meeting and space for Board as needed



Structure warehouse - continued

• Production of various kits – to include but not limited to:
• Syringe kits (40 count); 
• Firstaid (various types); 
• Hygiene kits (from bare minimum to weekly item quantities);
• Drug testing kits 

• Simple single strip packets
• Multi drug test strip packets
• Total kit type - multi drug test strip kits (strips, sterile water, testing caps 

(plastic), disposal packaging 
• Narcan and Naloxone-(injection) kits for store front, outreach, vending
• Hormone injection kits 
• Condom packaging for distribution through storefront, vending, outreach
• Other products – pregnancy test kits, hydration and nutrition, services info  



Who am I

• Rick R Reich

• Executive Director

• rick@tracbexchange.com

• 702 960 2909

Thank you for your time today

mailto:rick@tracbexchange.com


Opioid Misuse
Prevention

in Clark County, NV
www.drugfreelasvegas.org

Presented by Ayla Babakitis, 
PACT Coalition Manager



PACT Coalition for 
Safe and Drug Free 
Communities

Mission : Empower Southern Nevada with the resources 
to prevent substance misuse for all ages and promote 
recovery through culturally competent advocacy, 
education, stigma reduction, support, and outreach. 

03. PACT also acts as a pass - through agency for 
large state and federal grants, administering 
sub -awards to local agencies to provide 
direct, evidence -based prevention 
programming. 

02. As a community agency, PACT provides 
education and outreach opportunities for 
the betterment of Clark County. 

01. PACT Coalition works to strengthen 
communities by acting as a neutral 
convening table and bringing together key 
stakeholders and decision -makers to 
address emergent issues and bring about 
systemic change

Neutral Convening Table

Education and Training

Pass -Through Agency



OVERDOSE/HARMS
The aim of tertiary prevention is to 
soften the impact of ongoing problems.

MISUSE
The aim of secondary prevention is to 
reduce the impact of a problem that has 
already occurred.

FIRST USE
The aim of primary prevention is to 
prevent use and abuse of alcohol, 
tobacco and other drugs before the 
behavior occurs.

Primary 
Prevention

Secondary 
Prevention

Tertiary 
Prevention

• Establish resiliency in Youth through Protective Factors
• Reduce exposures to risk factors
• Changing the environment to reduce access

The more  effective the primary prevention strategies, the less need there are for secondary and tertiary prevention.

• Na loxone  or  Fe nt a nyl Te st  St r ips
• Good Sa ma r it a n La w
• Educ a t ion on sa fe r  use  pra c t ic e s

• Dive rs ion progra ms
• Suppor t ive  workpla c e  re c ove ry
• Tra uma  Informe d Ca re

Source:  https://nam.edu/primary-secondary-and-tertiary-prevention-of-substance-use-disorders-through-socioecological-strategies/

https://nam.edu/primary-secondary-and-tertiary-prevention-of-substance-use-disorders-through-socioecological-strategies/


Opioid Misuse Prevention
Pain Management  Self MedicatingMedication Management

Ease of access to 
prescriptions from individuals 
in the households (not locked 
away and keeping unused 
medication for future use)

Over utilizing opioids for pain 
management and no 
education/resources on 
alternatives. 

Individual lack of education 
and coping skills that results 
in misuse.

Recommendation :
• Increase education on 

pain management 
alternatives 

• Reduce prescribing rates

Recommendation :
• Promote Pill Take Back 

Day and educate on safe 
medication management 
practices

• Medication adherence 
monitoring 

Recommendation :
• Increase education on 

healthy coping 
mechanisms

• Reduce prescribing 
amounts

https://www.mayoclinicproceedings.org/article/S0025-6196(17)30923-0/fulltext
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6175215/
https://www.ahrq.gov/patient-safety/reports/engage/interventions/medmanage.html#:%7E:text=Medication%20management%20is%20a%20strategy,important%20contextual%20factors%20limiting%20adherence.


100 Cups of Coffee Project
What do you believe are barriers to people receiving or carrying Narcan?

58

Availability Issues: Ha rd t o  f ind  it , la c k of  
up  t o  da t e  re sourc e  lis t s , not  e a s ily 
a c c e ss ib le  in e a c h zipc ode , not  knowing 
whe re  t o  obt a in, ha rd  t o  c a r ry, not  
e nough supplie s . 

34

Lack of knowledge:  On wha t  t he  
produc t s  a re , whe re  t o  obt a in it  (a nd 
for  f re e ), it s  impor t a nc e , how t o  use  
it . 

31 Stigma: Se e n a s  e na bling, a f ra id  t o  int e ra c t  
wit h some one  e xpe r ie nc ing a n ove rdose , not  
wa nt ing t o  c a r ry out  of  a ssoc ia t ion wit h 
drug use , fe a r  of  judge me nt , fe a r  of  be ing 
t ra c ke d.

“People don’t know enough about Good Samaritan Law 
and knowledge of distribution sites, people aren’t aware 

of the level of the problem and believe "not in their 
community".”

“They are scared that they will get in trouble with law 
enforcement. Some may also be intimidated about 

carrying and administering the Narcan to someone.”



100 Cups of Coffee Project
Now that more people are aware of and have access to harm reduction supplies 
such as Narcan and Fentanyl Test Strips, what are some factors contributing to 

overdose deaths not being dramatically reduced?

45 Lack of Concern: Not  in a  s t a t e  of  mind t o  use  it , not  t hinking t he ir  
drugs  a re  la c e d, dont  t hink it ll ha ppe n t o  t he m, more  foc use d on t he  
high t ha n pre ve nt ing ove rdose , us ing more  drugs  s inc e  t he y fe e l sa fe  
t o  ge t  pulle d  out  of  a n ove rdose

24 Accessibility : Use rs  a re  not  wit h sobe r  pe ople , pe ople  dont  wa nt  t o  
c a r ry it  on t he m (bulky), not  e a s ily a c c e ss ib le , pe ople  wont  go out  of  
t he ir  wa y t o  ge t  it

27
Lack of Knowledge : Not  knowing supplie s  e xis t  or  whe re  t o  ge t  it , 
ma rke t ing isnt  wide spre a d, not  a wa re  of  fe nt a nyl da nge r28
Potency : Subst a nc e s  nowa da ys a re  s t ronge r , “c a sua l” use rs  
una wa re  of  pot e nc y/da nge rs , t he re ’s  no s t a nda rd  dose  of  Na rc a n, 
some  pe ople  a re  se e king it  int e nt iona lly or  will s t ill use  s inc e  t he y 
bought  t he  drug 

“Some don’t care about using the HR 
supplies and also some don't care what is 
in their substances. They don’t believe an 

overdose would happen to them.”



100 Cups of Coffee Project

people rated ACEs as the 
most important thing for 
communities to address.

On a scale of 1 to 10, how important do you believe it is for communities to 
address and respond to the impact of Adverse Childhood Experiences (ACEs)?

“Trauma plays a significant role in coping and can lead to using substances to ease pain and stress.”

80 Rated ACE’s 8 or higher in 
importance for community 
to address

92



Harm Reduction 
Distribution Sites

*** Data collected as of March 2024 as part of 
the 2024 Comprehensive Community Prevention 

Plan



Adverse Childhood Experiences
People with  1  or 2 ACEs are:

• 2x more likely to have serious financial problems
• 2.5x more likely to smoke
• 2.6x more likely to develop pulmonary disease
• 3x more likely to have serious job problems
• 3x more likely to use antidepressants
• 4x more likely to develop STDs

People with 4 or more ACEs are:
• 12x more at risk for suicide 
• 7x more likely to develop alcoholism 
• 4x more likely to develop depression 
• 2-4x higher risk of using alcohol or other drugs 
• 2-4x more likely to begin substance use at a young age 
• 2x higher rate of heart disease or lung cancer 

Potentially traumatic events that can happen to children between the ages of 0 
and 17. ACEs can have long- term effects on a person's health, well - being, and 

opportunities

*2023 Data



Trauma Informed Care
Adopting trauma - informed practices can potentially improve patient 
engagement, treatment adherence, and health outcomes, as well as 
provider and staff wellness. 

Safety
Trustworthiness + Transparency
Peer Support
Collaboration
Empowerment
Humility + Responsiveness



Recommendations

01.
Increase distribution 
sites and community 

knowledge of supplies 
and how to use them.

02. 03.
Increase prescription 

education (alternatives, 
disposal methods, 

medication 
mangement).

Increase resiliency and 
coping mechanisms for 

mental and physical wellness 
to deter reliance on 

substances for pain relief.



Thank you 
very much!
Ayla Babakitis, PACT Coalition Manager
ababakitis@drugfreelasvegas.org



OPIOID DEATH REVIEW
09.19.2024
Melanie Rouse, Clark County Office of the Coroner / Medical Examiner

Brandon Delise, Southern Nevada Health District



Assembly Bill 132

• After reviewing data pursuant to subsection 2, the Task Force may 
elect to conduct: 

• (a)A systemic review of opioid overdose fatalities occurring on or after 
October 1, 2023, as necessary to determine the responsiveness of 
community services; or 

• (b)A review of opioid overdose fatalities in the zip codes of Clark 
County with the highest numbers of opioid overdose fatalities. 



Volume of Cases Summary
• From October 1, 2023 to August 1, 2024
• Looking at closed cases only 
• >600 opiate related fatalities 
• Performance of an in-depth review 

requires us to narrow the scope
• Based on the categories agreed upon by 

CCOCME and SNHD a thorough review of 
15 cases was completed 



Review
Category #1: ZIP 
Codes With 
Highest Crude 
Opioid Overdose 
Death Rates



Drug Overdose Death Comparisons 
All Opioid Fentanyl Meth + Fentanyl

Date 10/2023-08/2024 10/2022-08/2023 % Change 10/2023-08/2024 10/2022-08/2023 % Change 10/2023-08/2024 10/2022-08/2023 % Change
Age

Under 1 year 0 - - 0 - - 0 0 0
1 to 4 years - - - - - - 0 0 0
5 to 9 years - 0 - - 0 - 0 0 0

10 to 14 years 0 0 0 0 0 0 0 0 0
15 to 19 years - 6 - - - - - - -
20 to 24 years 11 19 -42.11 9 18 -50 - 5 -
25 to 29 years 45 33 36.36 41 33 24.24 21 12 75
30 to 34 years 74 50 48 71 40 77.5 38 16 137.50
35 to 39 years 49 62 -20.97 47 48 -2.08 32 27 18.52
40 to 44 years 43 39 10.26 37 32 15.63 21 11 90.91
45 to 49 years 36 36 0 33 22 50 16 14 14.29
50 to 54 years 36 30 20 28 23 21.74 16 17 -5.88
55 to 59 years 25 23 8.70 20 16 25 8 6 33.33
60 to 64 years 25 25 0 15 14 7.14 10 9 11.11
65 to 69 years 19 24 -20.83 14 14 0 - 6 -
70 to 74 years 5 5 0 - - - - - -
75 to 79 years - - - - - - 0 0 0
80 to 84 years - - - 0 - - 0 0 0

85 years and over 0 0 0 0 0 0 0 0 0
Race

Hispanic 90 78 15.38 84 67 25.37 38 30 26.67
Black 67 51 31.37 62 42 47.62 30 18 66.67
AI/AN - - - - - - - - -

Asian/PI 7 - - 6 - - - - -
White/Caucasian 192 214 -10.28 151 148 2.03 90 69 30.43

Other 5 - - - - - - - -
Multi-racial 11 7 57.14 10 6 66.67 - - -

Gender
Female 101 100 1.00 81 62 30.65 44 26 69.23

Male 275 260 5.77 240 210 14.29 127 99 28.28

Legend
>=50% 
Decrease
50-100% 
Increase
>=100% 
Increase

Category #2: Groups with a 50% or Greater Increase in Deaths: Oct 2023 - Aug 2024 vs. Oct 2022 - Aug 2023.
 



Category #3: Emerging Drug-Related Fatalities

Smoking Fentanyl:

Drug and Alcohol Dependence: Transition from injecting opioids 
to smoking fentanyl in San Francisco, California

Human Organization: Fentanyl smoking in San Francisco: Early 
signs of a new connoisseurship 

National Library of Medicine: Changes in injecting versus 
smoking heroin, fentanyl, and methamphetamine among people 
who inject drugs in San Diego, California, 2020 to 2023 

MMWR: Routes of Drug Use Among Drug Overdose Deaths —
United States, 2020–2022

Novel Substances:

• Drug overdose deaths involving 
xylazine among Clark County 
residents have risen from 1 death in 
2020 to 5 deaths in 2024.

• Drug overdose deaths involving 
carfentanil among Clark County 
residents have risen from 0 deaths 
in 2020 to10 deaths in 2024.

https://www.sciencedirect.com/journal/drug-and-alcohol-dependence
https://www.sciencedirect.com/science/article/abs/pii/S0376871621004981
https://www.sciencedirect.com/science/article/abs/pii/S0376871621004981
https://www.tandfonline.com/doi/full/10.1080/00187259.2024.2361846
https://www.tandfonline.com/doi/full/10.1080/00187259.2024.2361846
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC10925373/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC10925373/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC10925373/
https://www.cdc.gov/mmwr/volumes/73/wr/mm7306a2.htm
https://www.cdc.gov/mmwr/volumes/73/wr/mm7306a2.htm


Categories Of 
Cases 
Reviewed

• ZIP Codes
•89101
•89104
•89106
•89119
•89121
•89103
•89011
•89123
•89115

Category #1: ZIP 
Codes with the 
Highest Crude 

Opioid Overdose 
Death Rates

• Fentanyl Deaths  
• 30–34-Year-olds 
• 45–49-Year-olds 

• Meth & Fentanyl Deaths 
• 30–34-Year-olds
• 40–44-Year-olds 

Category #2: 
Groups with 

Marked Increase in 
Deaths

• Smoking Fentanyl

• Novel Substances

Category #3: 
Emerging Drug-

Related Fatalities



CDC: 
Social Determinant of 
Health 



Categories for Data Calculation 

• Hx recurrent hospitalizations
• Hospitalizations with c/o pain
• Hospitalizations w/o UDS
• Issuance of Narcotics w/o drug 

screen
• Hx past OD
• Hx of Receiving Narcan 
• Hx Mental Illness
• L2K hold 
• Hx of arrests, jail, incarceration 

• Hx of outpatient treatment
• Hx of inpatient treatment 
• Hx of admission to substance 

abuse
• Hx ETOH use
• Hx of smoking/vape
• Hx job loss
• Hx unemployment
• Hx of being unhoused 
• Hx of lacking permanent housing
• PMP 



Percentage with Risk 
Factor 
Methamphetamine 
and Fentanyl

Percentage with Risk 
Factor Fentanyl

Percentage with Risk 
Factor Smoking 
Fentanyl

Percentage with Risk 
Factor Novel 
Substances

Total Percentages 
Across all Groups

Hx recurrent hospitalizations 50.0% 100.0% 66.7% 66.7% 66.7%
Hospitalizations with c/o pain 83.3% 100.0% 66.7% 33.3% 73.3%
Hospitalizations w/o UDS 66.7% 66.7% 66.7% 33.3% 60.0%
Issuance of Narcotics w/o drug screen 66.7% 33.3% 33.3% 33.3% 46.7%
Hx past OD 50.0% 33.3% 66.7% 33.3% 46.7%
Hx of Receiving Narcan 50.0% 33.3% 66.7% 33.3% 46.7%
Hx Mental Illness 83.3% 100.0% 66.7% 0.0% 66.7%
L2K hold 33.3% 33.3% 66.7% 0.0% 33.3%
Hx of outpatient treatment 50.0% 33.3% 66.7% 33.3% 46.7%
Hx of inpatient treatment 16.7% 33.3% 66.7% 0.0% 26.7%
Hx of arrests, jail, incarceration 50.0% 66.7% 33.3% 0.0% 40.0%
Hx of admission to substance abuse 83.3% 100.0% 100.0% 100.0% 93.3%
Hx ETOH use 16.7% 33.3% 66.7% 66.7% 40.0%
Hx of smoking/vape 50.0% 33.3% 66.7% 33.3% 46.7%
Hx job loss 16.7% 33.3% 33.3% 0.0% 20.0%
Hx unemployment 83.3% 66.7% 100.0% 66.7% 80.0%
Hx of being unhoused 50.0% 33.3% 66.7% 66.7% 53.3%
Hx of lacking permanent housing 66.7% 33.3% 66.7% 66.7% 60.0%
PMP 83.3% 66.7% 100.0% 66.7% 80.0%


Sheet1

				Methamphetamine and Fentanyl		Percentage with Risk Factor Methamphetamine and Fentanyl		Fentanyl 		Percentage with Risk Factor Fentanyl		Smoking Fentanyl 		Percentage with Risk Factor Smoking Fentanyl		Novel Substances 		Percentage with Risk Factor Novel Substances		Total Percentages Across all Groups

		Hx recurrent hospitalizations		3		50.0%		3		100.0%		2		66.7%		2		66.7%		66.7%

		Hospitalizations with c/o pain		5		83.3%		3		100.0%		2		66.7%		1		33.3%		73.3%

		Hospitalizations w/o UDS		4		66.7%		2		66.7%		2		66.7%		1		33.3%		60.0%

		Issuance of Narcotics w/o drug screen		4		66.7%		1		33.3%		1		33.3%		1		33.3%		46.7%

		Hx past OD		3		50.0%		1		33.3%		2		66.7%		1		33.3%		46.7%

		Hx of Receiving Narcan 		3		50.0%		1		33.3%		2		66.7%		1		33.3%		46.7%

		Hx Mental Illness		5		83.3%		3		100.0%		2		66.7%		0		0.0%		66.7%

		L2K hold 		2		33.3%		1		33.3%		2		66.7%		0		0.0%		33.3%

		Hx of outpatient treatment		3		50.0%		1		33.3%		2		66.7%		1		33.3%		46.7%

		Hx of inpatient treatment 		1		16.7%		1		33.3%		2		66.7%		0		0.0%		26.7%

		Hx of arrests, jail, incarceration 		3		50.0%		2		66.7%		1		33.3%		0		0.0%		40.0%

		Hx of admission to substance abuse		5		83.3%		3		100.0%		3		100.0%		3		100.0%		93.3%

		Hx ETOH use		1		16.7%		1		33.3%		2		66.7%		2		66.7%		40.0%

		Hx of smoking/vape		3		50.0%		1		33.3%		2		66.7%		1		33.3%		46.7%

		Hx job loss		1		16.7%		1		33.3%		1		33.3%		0		0.0%		20.0%

		Hx unemployment		5		83.3%		2		66.7%		3		100.0%		2		66.7%		80.0%

		Hx of being unhoused 		3		50.0%		1		33.3%		2		66.7%		2		66.7%		53.3%

		Hx of lacking permanent housing		4		66.7%		1		33.3%		2		66.7%		2		66.7%		60.0%

		PMP 		5		83.3%		2		66.7%		3		100.0%		2		66.7%		80.0%

				6 cases				3 cases 				3 cases 				3 cases 

				Disclosed smoking "French Oil" 				Above Average OD risk noted in PMP				Above average x2				Above Average 1

				UDS positive for Methamphertamine/Amphetamine 







Key Highlights 
• “Smoking the French Oil” 
• Average and Above Average PMP 

reports
• Noted 2 year limitation on PMP

• Positive UDS screens 
• Lack of UDS screens 
• Admission to Drug Abuse
• Unemployment 
• Hospitalizations with c/o pain



Additional Factors for 
Consideration 

• Heat Related Fatalities and Drug 
Deaths 

• Study by PHD candidates and ME
• Liam J. Johnson, Katherine Gaddis, Lisa 

Gavin



Why is this Relevant? 

• Thermoregulation 
• Stimulants impact the ability to thermoregulate 
• Causes hyperthermia 



Environmental Exposures and Drug-Related 
Deaths

Drug Category Heat Cold Unknown

Cocaine 7 0 0

Fentanyl 1 0 0

Methamphetamine 204 7 1

Methamphetamine and 
Cocaine 3 0 0

Methamphetamine and 
Fentanyl 1 0 0

Fentanyl and Cocaine 0 0 0

Methamphetamine, Fenta
nyl, and Cocaine 1 0 0

Other Drugs 0 0 0

Total 225



Drug Related Deaths by Month
Drug Category Totals

Methamphetamine Only 335

Fentanyl Only 9

Cocaine Only 41

Methamphetamine and Fentanyl 38

Methamphetamine and Cocaine 12

Fentanyl and Cocaine 1

All Drugs 1

Other Drugs Only 59

Total 496



References 

• Clark County Office of the Coroner/Medical Examiner. (n.d.). 
Moon client. Moon Client. https://clark.vertiq.us/ 

• Johnson, L. Gaddis, K. Gavin, L. (2024). Heatwaves and Health: 
Exploring thermoregulation and mortality risks among the 
unhoused. 



Clark County Regional 
Opioid Task Force

Overview of Presentations Received 



Overview of AB132 Requirements

➢  Review data relating to opioid overdose fatalities and near fatalities in the county to identify gaps in 
community services relating to opioids and opioid overdose fatalities.

➢  Conduct a review of opioid overdose fatalities on or after October 1, 2023 to determine responsiveness of 
community services or review of opioid overdose fatalities in the zip codes of Clark County with the highest 
numbers of opioid overdose fatalities. 

➢  Identify trends in social determinants of health relating to opioid overdose and opportunities  for 
collaboration to leverage existing resources to prevent opioid overdose fatalities, prevent substance misuse 
and promote recovery for persons with addictive disorders.



Gaps

➢  Lack of funding

➢  Limited services and resources

➢  Lack of available data

➢  Workforce challenges



Social Determinants of Health

➢ Unequal access to treatment

➢ Transportation

➢ Lower income, housing vouchers and housing assistance for at risk 

population

➢ Stigma



Opportunities for Collaboration 

➢  Data collection

➢  Data sharing

➢  Agency partnerships



Recommendations 

➢  Increase funding

➢  More real time data gathering and sharing

➢  Increase preventative measures

➢ Increase services and service areas

➢  Community education on Narcan training and 

harm reduction 

➢  Overdose fatality review teams



Presentations
• Office of Analytics
• Substance Use Response Group (SURG)

3/14/2024 

• Clark County Coroner’s Office
• Southern Nevada Health District
• Southern Nevada Opioid Advisory Council (SNOAC)
• Fentanyl Awareness Campaign (City of Henderson) 

4/18/2024 

• Tina 
• Nevada Opioid Treatment Association (NOTA)
• Crossroads of Nevada
• Bridge Counseling
• Clark County Fire Department 
• Las Vegas Metropolitan Police Department Overdose 

Response Team 
• The Southern Nevada Post Response Team (SPORT)

7/18/2024

http://https/webfiles.clarkcountynv.gov/COMBINED%20PRESENTATION%20FILE%20POSTED.pdf
https://webfiles.clarkcountynv.gov/COMBINED%20PRESENTATION%20FILE%20POSTED.pdf
https://webfiles.clarkcountynv.gov/Combined%20PDF%20Presentations.pdf
https://webfiles.clarkcountynv.gov/Combined%20PDF%20Presentations.pdf
https://webfiles.clarkcountynv.gov/Combined%20PDF%20Presentations.pdf
https://webfiles.clarkcountynv.gov/Combined%20PDF%20Presentations.pdf
https://clarkcountymediastorage.blob.core.windows.net/adminsvcs/240718%20Opioid%20Task%20Force.mp4
https://webfiles.clarkcountynv.gov/7.18.24%20Combined%20Presentations.pdf
https://webfiles.clarkcountynv.gov/7.18.24%20Combined%20Presentations.pdf
https://webfiles.clarkcountynv.gov/7.18.24%20Combined%20Presentations.pdf
https://webfiles.clarkcountynv.gov/7.18.24%20Combined%20Presentations.pdf
https://webfiles.clarkcountynv.gov/7.18.24%20Combined%20Presentations.pdf
https://webfiles.clarkcountynv.gov/7.18.24%20Combined%20Presentations.pdf
https://webfiles.clarkcountynv.gov/7.18.24%20Combined%20Presentations.pdf


➢ Handout with follow up questions, answers and referenced documents. 
• Substance Use Response Working Group (SURG)

o RxStat 
• Office of Analytics

o Nevada Opioid Needs Assessment and Statewide Plan 2022 

➢ Clark County Regional Opioid Task Force Webpage at 
https://www.clarkcountynv.gov/government/departments/opioid_task_force/index.php 

• AB132
• Presentations and recorded meetings

➢ Please reach out to Sue or Ariana if you have any questions.

 

Resources

https://cms8.revize.com/revize/clarkcounty/9-19-24 Combined Presentations.pdf
https://cms8.revize.com/revize/clarkcounty/9-19-24 Combined Presentations.pdf
https://www.clarkcountynv.gov/government/departments/opioid_task_force/index.php
https://webfiles.clarkcountynv.gov/Administrative%20Services/Opioid%20Task%20Force/AB132.pdf


Clark County Regional Opioid Task Force, March 14, 2024 Follow up Questions 

1. What gaps have you identified in community services related to opioids and opioids overdose
fatalities?

Gaps in Primary Prevention 
• Community-based prevention programs across all counties, especially for families and youth
• Full implementation of the Zero Suicide Initiative
• School-based prevention programs with measured outcomes that are implemented

statewide and are culturally sensitive
• Prescription drug disposal programs
• Patient education on the addictive potential of opioids, and alternative therapies for chronic

pain and chronic illness
• Education among high school students around SUDs, awareness of the opioid epidemic, and

naloxone use, and attitudes about discussing these topics with health care providers
• Anxiety over seeking help, especially among veterans and tribal members
• Homeless encampment outreach
• Collaborative practice agreements and communication between prescribing providers
• Culturally competent and culturally centered prevention efforts targeted at underserved

populations

Gaps in Provider Education 
• Education and monitoring with additional metrics and demographic information
• Participation in Project ECHO
• Education of patients on pain management expectations
• Utilization of/referrals to other pain management options
• Pre-treatment screening and care plans that include alternative pain management
• Insufficient screening for SUDs, especially in Medicaid managed care and in rural areas

Gaps in Secondary Prevention 
• Broad adoption and implementation of SBIRT models, including in primary care and other

community-based health care settings
• School-based secondary prevention
• Trainings for people and their family members who use or misuse opioids and/or have

experienced a nonfatal overdose, including overdose prevention and reversal strategies
• Programs to decrease stigma among medical providers
• Programs to decrease stigma among community members likely to interact with people in

recovery
• Statewide programs to address stigma in the public
• Education on treatment options for OUDs
• Education for family members on treatment of OUDs

Gaps in Tertiary Prevention and Harm Reduction 
• Limited hours of operation for harm reduction services
• Community education for the use of Naloxone
• Education on harm reduction resources and methods in rural areas
• Privacy from the public and from law enforcement when using harm reduction resources,

especially in rural areas

Responses from Office of Analytics (Kyra Morgan and Natalie Bladis)



• Education in encampment communities  
• Needle exchange capacity is low relative to need in all regions of the state  
• Prohibitive prior authorization requirements for peer recovery support services 

 Gaps in Outpatient Treatment  

• Data on equity and disparities in treatment outcomes for racial and ethnic minorities • 
Provider availability for pregnant women with OUD  

• Treatment/provider availability for individuals with co-occurring disorders, especially youth, 
and serving youth in inpatient and residential facilities  

• Access to mental health care as compared with disease prevalence and demand for 
treatment  

• Residential and outpatient MAT programs in rural and frontier areas  
• Transportation to treatment and recovery supports, especially in rural and frontier areas 

and for non-Medicaid populations  
• Withdrawal management services with seamless transfer to treatment after detoxification  
• Utilization of existing OTPs to capacity  
• Availability of OTPs in most counties  
• OBOT in rural and frontier areas  
• Counseling for individuals receiving OBOT  
• Psychiatrists and psychologists specializing in SUD psychotherapy  
• Outpatient detoxification and licensed drug and alcohol counselors in rural regions  
• MAT and other treatment interventions in justice facilities  
• Evidence-based treatment protocols for those using multiple substances and for those with 

co-occurring mental health and physical health disorders 

Gaps in Inpatient, Residential, and Detoxification/Withdrawal  

• Short- and long-term rehabilitation in all regions of the state  
• Funding for withdrawal and residential treatment beds for Medicaid beneficiaries (ages 22 

years–64 years) and the uninsured  
• Supports for people who have completed detoxification but are awaiting treatment  
• Short-term rehabilitation (< 30 days) and long-term rehabilitation (30+ days) statewide  
• Access to inpatient, residential, and withdrawal management services in rural areas  
• Funding for infrastructure to expand withdrawal and other levels of care 

Gaps in Crisis Services  

• Statewide, consistent and coordinated, in-person, 24/7 mobile crisis response system  
• Single point of contact for behavioral health crises  
• Dispatch independent mobile crisis teams through central crisis call center  
• Mobile crisis teams that are trained in harm reduction and carry naloxone  
• CSUs, especially accessible to rural and frontier areas  
• Staffing for crisis system 

 

 



Gaps in Treatment in the Criminal Justice System  

• Post-release bridging services to offer engagement during incarceration and transitional 
support into the community  

• Knowledge base of probation/parole offices on the needs of individuals on 
release/community reentry regarding treatment support options and harm reduction  

• Statewide availability of drug courts and transitional/reentry services and supports ranging 
from treatment to housing  

• Public support for treatment and prevention services for individuals re-integrating into the 
community post-incarceration  

• Access to MAT and other treatment interventions within the jails and prisons 

Gaps in Recovery Support 

• Access to desired peer supports for pregnant and postpartum women  
• Statewide availability of peer supports throughout the treatment and recovery system 

Gaps in SDOH 

• Lower income and higher unemployment and poverty for those living on tribal lands  
• Housing vouchers and housing assistance for at-risk populations (especially Northern and 

Southern regions and Clark and Washoe Counties)  
• Transportation for both treatment and recovery support activities  
• Employment for those receiving treatment  
• Volunteer and vocational opportunities for those in recovery  
• Internet access for people engaging in treatment  
• Financial resources for people in treatment and recovery 

2. What recommendations do you have to address the gaps you’ve identified? 

Recommendations can be found on page 83, Section 6 of the Opioid Needs Assessment and Statewide 
Plan . These are further broken down in the Statewide Opioid Plan (Section 7, page 115) into goals, 
strategies, objectives and activities. 

3. If you were tasked with this responsibility, what would your first initiatives be?  

 Some of our first initiatives have been to build capacity focusing on evidence based practices, MOUD 
treatment in carceral facilities, youth prevention/treatment, transitional housing, and harm reduction.  

4. How can we improve data collection and reporting systems to better monitor and track opioid 
overdose deaths? 

Recommendations for improving data collection and reporting systems can be found on page 85, 
Section 6 of the Opioid Needs Assessment and Statewide Plan. The recommendations are summarized 
below: 

• Establish Nevada all-payer claims database (APCD). The State is currently making progress on 
this recommendation. The database is intended to and should include claims for all medical, 
dental, and pharmacy benefits. The advisory committee that will make recommendations on the 
analysis and reporting of the data should ensure that key data elements are maintained through 

https://dhhs.nv.gov/uploadedFiles/dhhsnvgov/content/Programs/FRN/R_Updated%20Nevada%20Opioids%20Needs%20Assessment%20and%20Statewide%20Plan%202022(1).pdf
https://dhhs.nv.gov/uploadedFiles/dhhsnvgov/content/Programs/FRN/R_Updated%20Nevada%20Opioids%20Needs%20Assessment%20and%20Statewide%20Plan%202022(1).pdf
https://dhhs.nv.gov/uploadedFiles/dhhsnvgov/content/Programs/FRN/R_Updated%20Nevada%20Opioids%20Needs%20Assessment%20and%20Statewide%20Plan%202022(1).pdf


the de-identification process to ensure the data remain meaningful. Critical needs include the 
ability to stratify by special population characteristics (race/ethnicity, geography, LGBTQ+ status, 
pregnancy, etc.), and enough detail to identify physical and behavioral health comorbidities. 

• Develop an overdose fatality review committee(s). 
• Support the Automated Program Interface (API) connection to EMS/Image Trend for data 

collection and reporting through the overdose mapping and application program (ODMAP). 
• Support Poison Control hotline and data collection/reporting to track and trend; establish a 

communications system and dashboard. 
• Expand reporting to the prescription drug-monitoring program to include methadone to 

increase patient safety and reduce prescribing risk. 
• Share standardized data between public safety agencies and those monitoring local overdose 

spike response plans. This will support local partners so they may act quickly when needed. 
• Evaluate the outcomes from the Association of State and Territorial Health Officials Opioid Use, 

Maternal Outcomes, and Neonatal Abstinence Syndrome Initiative and State Opioid Response 
grant projects for pregnant and postpartum women and their infants, and implement lessons 
learned. Ensure that outcome data is detailed and stratified by important demographic 
characteristics in order to detect and address health disparities. Review of the outcomes from 
these projects will allow Nevada to analyze lessons learned and apply successes for future 
initiatives addressing SUD in additional identified special populations. 

• Establish a minimum data set for suspected opioid use and overdose death data collection to 
standardize data across the state and better prevent overdoses. The NV -OD2A program has 
identified a minimum data set from law enforcement and other first responder agencies. The 
minimum data set relates to indicators that law enforcement agencies can collect and report on, 
although at the time the report was written , none were using the full minimum data points. 

• Improve and standardize forensic toxicology testing and data. There are additional ways the 
State could get toxicology information to inform public health and public safety agencies about 
what is in the drug supply and what the potential risk for an overdose may be. These Data  
methods include testing of seized drugs through a lab or by field test, testing of syringes, 
wastewater testing, and urinalysis of people who have experienced a nonfatal overdose. 

• Develop data tools to collect and report racial, ethnic, housing status, sexual orientation, and 
gender identity across datasets. 

• Develop a statewide forensic toxicology lab that can support surveillance sample testing and 
other types of toxicology testing that Data may increase the amount of information used to 
inform community awareness of overdose risk, including substances involved in suicides. 

• Increase data sharing using the HIE. Promote the use of HealtHIE Nevada chart provider portal 
at no cost to providers. Funding should be provided to providers in need of system updates or 
changes to Data allow for participation. This will increase the ability to share data across 
behavioral and physical health providers. 

• Develop and maintain consistent query code and query logic for reporting on standard metrics 
across agencies to facilitate consistent reporting and monitoring of priority indicators related to 
the opioid Data epidemic. Develop and maintain a consistent timeline for when metrics should 
be run and reported. Develop a standard process for quality control and consistencies, as well as 
reporting caveats. 

• Increase reporting of Treatment Episode Data Set (TEDS) for all Data certified providers. 



• Increase availability and access to real-time substance use disorder (SUD) and opioid use 
disorder (OUD) reports. The State of Nevada has multiple sources that could provide real-time 
data. The health Data information exchange (HIE), electronic health record (EHR) systems, birth 
registries, the Prescription Drug Monitoring Program (PDMP), and OpenBeds should be 
evaluated for interoperability-based use cases that will provide the needed data for analysis. 
Non-claims-based data sources should also be utilized to ensure the capture of all necessary 
data. 

• Partner with local coroner/medical examiner, medical schools, and other relevant stakeholders 
to develop an accredited forensic pathology program. 

• Expand surveillance testing. This will require a new funding formula for forensic toxicology, as 
well as better leveraging of federal funds. 

 

5. What are the key risk factors (e.g., social determinants of health) associated with an increased 
risk of opioid overdose fatalities? 

 Key risk factors associated with an increased risk of opioid overdose fatalities include: 

- Economic Instability: Unemployment, poverty, and housing instability are significant risk 
factors. Economic hardship can lead to increased stress, reduced access to healthcare services, 
including substance use treatment, and greater engagement in risky drug-use behaviors (Galea, 
S., et al., 2021). 

- Access to Healthcare Services: Limited access to healthcare services, including mental health 
and substance use treatment programs, is a critical risk factor. Individuals without adequate 
healthcare coverage may not receive necessary treatment for substance use disorders or 
chronic pain, increasing the risk of overdose (Tsai, J., et al., 2020). 

- Social Environment and Support Networks: Social isolation, lack of social support, and 
community-level drug availability are important determinants. Areas with high rates of drug 
trafficking and availability often see higher overdose rates. Additionally, individuals who lack 
supportive networks are at greater risk (Hadland, S. E., et al., 2018). 

- Mental Health: Co-occurring mental health disorders, such as depression and anxiety, 
significantly increase the risk of substance use and, consequently, overdose fatalities. The self-
medication of these conditions with opioids can lead to addiction and increased overdose risk 
(Volkow, N.D., et al., 2019). 

- Educational Opportunities: Lower levels of education are associated with increased risk of 
substance use disorders and overdose fatalities. Education often affects employment 
opportunities, income levels, and access to information about the risks of drug use (Lopez, W. 
D., et al., 2017). 

- Stigma and Discrimination: Stigma associated with drug use can prevent individuals from 
seeking help for substance use disorders. Discrimination in healthcare settings can further limit 
access to effective treatment options (Earnshaw, V., et al., 2019). 

- Criminal Justice Involvement: Incarceration and criminal justice involvement have been linked 
to higher risks of opioid overdose upon release. The lack of continuity of care for those with 
substance use disorders exacerbates the risk (Binswanger, I. A., et al., 2018). 



- Prescription Practices: Over prescription of opioids and inadequate monitoring of patients have 
been identified as significant factors contributing to opioid misuse and overdose fatalities (Guy, 
G. P. Jr., et al., 2017). 

 

6. What are the most effective strategies for preventing opioid overdose fatalities, such as 
naloxone distribution, safe consumption sites, and medication-assisted treatment? 

 Prevention Recommendations can be found on page 88, Section 6 of the Opioid Needs Assessment and 
Statewide Plan. The recommendations on ranked by impact, urgency, and feasibility. The top 3 
recommendations most effective strategies are summarized below: 

- Establish a "bad batch" communications program to alert communities to prevent mass casualty 
events. 

- Establish a disease investigation model for non-fatal overdoses to identify and mitigate risk. 
- Utilize an education and awareness campaign focused on identification of the need for 

treatment and treatment options, targeted to people using opioids and their families. The 
campaign should be tailored for different populations in order to promote health equity. 
Populations targeted should include those without housing. 

 

7. How can we improve access to and utilization of promising and evidence-based harm reduction 
interventions, particularly among high-risk populations? 

One of the DHHS’s responsibilities is the development of a Statewide Needs Assessment and a Statewide 
Plan to identify implementation priorities related to addressing opioid-related harms using a data-driven 
and evidence-based approach, it’s recommended the committee review the document. See page 132 
regarding implementing evidence-based practices.  

8. How can healthcare systems and community-based organizations better collaborate and 
coordinate their efforts to address the opioid crisis? 

This may be a area to consider MOU’s for a more holistic patient care model to include ED induction, 
crisis care response for opioid poisoning/OD, wrap around services and referrals, etc. Potentially EHR 
API connections for data sharing and patient care. For example, the creation of the All Payor Claims 
Database for medical, dental and pharmacy including BH. Continuation of ECHO clinics, Stigma reduction 
and education for providers. This should also include tribal connections.  

9. What recommendations would you like to see in the Regional Opioid Task Force final report 
made to the Governor’s Office and the Director of the Legislative Counsel Bureau? 

Recommendations I would like to see in the Regional Opioid Task Force final report can be found in 
Section 6. Recommendations of the Opioid Needs Assessment and Statewide Plan. These 
recommendations include data, prevention, treatment, SDOH and Recovery Support recommendations. 
The DHHS would like to see more of a focus towards youth services, treatment for carceral populations 
and workforce development.  

https://dhhs.nv.gov/uploadedFiles/dhhsnvgov/content/Programs/FRN/R_Updated%20Nevada%20Opioids%20Needs%20Assessment%20and%20Statewide%20Plan%202022(1).pdf
https://dhhs.nv.gov/uploadedFiles/dhhsnvgov/content/Programs/FRN/R_Updated%20Nevada%20Opioids%20Needs%20Assessment%20and%20Statewide%20Plan%202022(1).pdf
https://dhhs.nv.gov/uploadedFiles/dhhsnvgov/content/Programs/FRN/R_Updated%20Nevada%20Opioids%20Needs%20Assessment%20and%20Statewide%20Plan%202022(1).pdf
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Section 1 
Executive Summary 
In 2021, it is estimated that more than 107,000 people died of drug overdose in the 
United States, marking the highest ever recorded annual number of overdose deaths in the 
nation.1 The country’s unprecedented overdose crisis, largely driven by opioids, has left no 
community untouched, including across the State of Nevada (State or Nevada). In response 
to the alarming rates of opioid misuse, opioid use disorder (OUD), and overdose, Nevada 
passed Senate Bill (SB) 390 in March 2021, establishing the Fund for a Resilient Nevada 
(referred to in this document as “the Fund”) within the Nevada Department of Health and 
Human Services (DHHS). This measure was codified at Nevada Revised Statutes (NRS) 
433.712 through 433.744. One of the DHHS’s responsibilities is the development of a 
Statewide Needs Assessment and a Statewide Plan to identify implementation priorities 
related to addressing opioid-related harms using a data-driven and evidence-based 
approach. 

Mercer Government Human Services Consulting (Mercer), part of Mercer Health & Benefits 
LLC, was contracted by the State to develop the Needs Assessment in partnership with 
DHHS, the Advisory Committee for a Resilient Nevada (ACRN), and the Attorney General’s 
Office Substance Use Response Working Group (SURG). The Needs Assessment was 
informed by quantitative and qualitative data, including input from people with lived 
experience. Between December 2021 and May 2022, Mercer staff collected and analyzed 
data and information from local and State agencies and organizations, including more than 
50 reports provided by DHHS. Mercer staff also conducted stakeholder conversations with 
key informants and members of ACRN and SURG to gain a more in-depth understanding of 
the needs across the state. 

Data and information were analyzed to better understand the impact of opioid misuse on 
Nevadans, including: 

• The available quantitative and qualitative data related to substance use and rates of 
OUD, other substance use disorders (SUDs), and co-occurring disorders 

• Health equity and the identification of disparities across racial and ethnic populations, 
geographic regions, and special populations 

• The risk factors that contribute to opioid misuse and OUD 

• The current state of prevention, treatment, and recovery services for OUD and related 
issues, such as mental health and other SUDs 

Findings from the Needs Assessment demonstrate the impacts the opioid crisis has had on 
Nevadans, which include 788 overdose deaths occurring in 2020, an increase of 55% 

1 Ahmad, F. B., Cisewski, J. A., Rossen, L. M., & Sutton, P. (2022, June 15). “Provisional drug overdose death counts.” National Center for Health Statistics. 
https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm 

Mercer 1 
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compared to 2019. Most overdose deaths involved opioids; however, stimulant use and 
stimulant-involved overdoses have also increased significantly in recent years. Needs 
Assessment data show that certain racial and ethnic communities, geographic locations, and 
other groups have been disproportionately impacted by opioid-related harms. For example, 
overdose rates among youth have risen 550% between 2019 and 2020, and Hispanic people 
faced significantly higher increases in overdose death rates compared to other races and 
ethnicities. Although a large amount of state and local data is available for some populations, 
trends among certain groups are unknown. For example, little data is available for youth in 
the juvenile justice system; people experiencing homelessness; and people who identify as 
lesbian, gay, bisexual, transgender, intersex, queer/questioning, or asexual. 

Needs Assessment findings also show that Nevada has built a strong foundation of 
evidence-based treatment, services, and supports across its current system of care, 
including prevention, treatment, and recovery supports. However, opportunities for 
strengthening the current system also exist across all components of care. 

Primary, secondary, and tertiary prevention needs that were identified include, but are not 
limited to: 

• School-based prevention programs with measured outcomes that are culturally sensitive 

• Prescription drug disposal programs 

• Collaborative practice agreements 

• Increased adoption of and implementation of Screening, Brief Intervention, and Referral 
to Treatment (SBIRT) models in primary care and other community-based settings 

• Harm reduction and treatment access trainings for people who use or misuse opioids 
and/or have experienced a nonfatal overdose 

• Programs to decrease stigma among providers and community members 

• Increased access to harm reduction services, including syringe services programs 

• Community education on the use of naloxone 

Treatment needs that were identified include, but are not limited to: 

• Increased provider availability for pregnant women with OUD and people with 
co-occurring SUDs and other conditions 

• Increased residential and outpatient medication-assisted treatment programs in rural and 
frontier areas and justice facilities 

• Transportation to treatment and recovery supports 

• Increased access to and utilization of opioid treatment programs 

• Increased access to office-based treatment  for  OUD  

Mercer 2 
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• Increased access to crisis services 

Recovery needs that were identified include, but are not limited to: 

• The elimination of prior authorization requirements for peer recovery support services 

• Increased access to peer support services for pregnant and postpartum women 

• Statewide availability of peer support services throughout the treatment and recovery 
system 

Data gathered through the Needs Assessment were used to identify recommendations that 
were prioritized based on their impact, urgency, and feasibility, as well as whether they 
addressed a legislative target area. The Needs Assessment recommendations were 
categorized based on Johns Hopkins School of Public Health Principles for the Use of Funds 
from Opioid Litigation2: 

1. Broaden access to naloxone 

2. Increase use of medications to treat OUD 

3. Provide treatment and supports during pregnancy and the postpartum period 

4. Expand services for neonatal opioid withdrawal syndrome 

5. Fund warm handoff programs and recovery services 

6. Improve treatment in jails and prisons 

7. Enrich prevention strategies 

8. Expand harm reduction programs 

9. Support data collection and research 

Per NRS 433.738 paragraphs (a) through (c), the Statewide Plan recommends funding 
priorities, which include infrastructure and framework for planning and implementing 
programs based on broad recommendations resultant from the Needs Assessment. The 
State will engage stakeholders and other subject matter experts in a more detailed planning 
process, which will include local subject matter experts to contribute to the planning of 
activities to fulfill the goals and objectives in the plan. Attention to health equity through 
Choice Point Thinking and the use of best practices and evidence-based programs are 
essential to implementing programs that will be effective, sustainable, and equitable for all of 
Nevada. Appendices to the report provide the required policies and procedures for the 
distribution of funds as well as requirements for the use of the funds. 

2 Johns Hopkins School of Public Health. Principles for the Use of Funds from the Opioid Litigation, 2021. Available at: https://opioidprinciples.jhsph.edu/wp-
content/uploads/2021/01/Litigation-Principles.pdf 
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Mercer worked with the Nevada DHHS, ACRN, SURG, and other stakeholder groups and 
communities to apply findings from the Needs Assessment to strategically plan how to best 
apply the Fund for a Resilient Nevada to improve outcomes for all Nevadans. 
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Section 2 
Introduction 
From 2011 to 2015, opioid overdoses and prescribing rates were rising across the 
United States. In 2015, the State of Nevada (State or Nevada) had the second highest 
prescribing rates of hydrocodone and oxycodone nationally.3 By late 2015, the Obama 
Administration declared the opioid epidemic a national emergency and began funding efforts 
to combat the crisis in early 2016. With the newly available federal funding, Nevada began 
working to address the crisis by holding a statewide Opioid Conference and developing 
legislation to curb prescribing. In 2017, Nevada implemented the Drug Enforcement 
Administration (DEA) High-Intensity Drug Trafficking Areas (HIDTA) program to determine 
the critical drug trafficking areas within the state. In 2018, methamphetamines and fentanyl 
use rates drastically increased; by 2019, Nevada saw opioid overdose deaths with stimulants 
as a contributing factor drastically increase. 

Despite improvement, Nevada ranked twenty-eighth in opioid overdose deaths and twentieth 
in opioid prescribing in 2019.4 In 2020, while navigating the Coronavirus Disease 2019 
(COVID-19) public health emergency (PHE), the United States saw an overall increase by 
30% in opioid-related overdose deaths nationwide.5 Nevada was not spared from the sharp 
increase. From 2019 to 2020, opioid-related overdose deaths increased by 42% in Nevada. 
There was also a significant increase in fentanyl-involved overdose deaths by 227%, and 
opioid-related emergency department (ED) encounters increased by 23%.6 The percentage 
of drug-related overdose deaths in people of Hispanic origin increased by 120% from 2019 to 
2020, and by 227% for fentanyl-related deaths. No other race/ethnicity categories have 
shown such a significant increase.7 Nevada also experienced a sharp rise in polysubstance 
overdoses and illicit pill consumption. Opioid use within subpopulations in Nevada also 
increased, such as the self-reported use of heroin and other opioids among pregnant 
women, which has quadrupled since 2012, while neonatal opioid exposure has doubled. 

In March 2021, Nevada passed Senate Bill (SB) 390, codified in Nevada Revised Statutes 
(NRS) 433.712 through 433.744, establishing the Fund for a Resilient Nevada within the 
Nevada Department of Health and Human Services (DHHS).8 Per NRS 433.736 statewide 
Needs Assessment must be conducted to establish priorities for the use of the funds 
described in subsection 1 of NRS 433.732. Such priorities must include, without limitation, 
priorities related to the prevention of overdoses, addressing disparities in access to health 
care and the prevention of substance use among youth. Per NRS 433.736, the Needs 
Assessment must use qualitative and quantitative data and evidenced-based practices. In 
addition, NRS 433.726 required the creation of the Advisory Committee for a Resilient 
Nevada (ACRN) to ensure those with direct knowledge of opioid use disorders (OUDs), 

3 Nevada Overdose to Action and University of Nevada School of Community Health Sciences. Nevada's Overdose Landscape Presentations, July 7, 2021. 
4 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure 
Assessment Report, 2020. 
5 State of Nevada Department of Health and Human Services, Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 
2020 – Statewide, 2020. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf 
6 Ibid. 
7 Griswold, T., Packham, J., Warner, J., & Etchegoyhen, L. Nevada rural and frontier health data book – tenth edition. University of Nevada, Reno, 2021. 
8 Senate Bill 390 Overview. (2021). Available at: https://www.leg.state.nv.us/App/NELIS/REL/81st2021/Bill/8095/Overview 
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including those with lived experience, were included in the decision-making process. In 2021, 
Assembly Bill (AB) 374, codified in NRS 458.450 through 458.490, established the 
Substance Use Response Working Group (SURG) under the Attorney General’s Office. All of 
their duties can be found in NRS 458.480 and includes the study, evaluation and making 
recommendations regarding substance use prevention, intervention, harm reduction, 
treatment, recovery and expenditures to address substance use disorders (SUDs)9 

throughout the state. 

Mercer Government Human Services Consulting (Mercer), part of Mercer Health & Benefits 
LLC, was contracted by the State of Nevada (State) DHHS to objectively review and assess 
provided documents and materials to assemble a concise Needs Assessment summary with 
an accompanying presentation for the state's ACRN. The state’s Advisory Committee will 
prioritize recommendations from the Needs Assessment to submit to the DHHS, including 
feedback from the public and other stakeholder groups. 

Following the recommendations from SURG and ACRN, Mercer collaborated with State staff 
to prioritize funding pursuant to the Statewide Plan to address program areas and target 
populations focused on the state- level needs identified in the Needs Assessment. This may 
have involved recommendations on programs to implement or revise new services and other 
activities to address the identified needs. The Statewide Plan defines the funding priority for 
the implementation of programs and initiatives. The State will support a high-level budget 
and evaluate the expected cost of implementing any activities contemplated in developing 
the Statewide Plan. 

9 Assembly Bill 374. (2021). Available at: https://www.leg.state.nv.us/Session/81st2021/Bills/AB/AB374.pdf 
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Section 3 
Methodology 
This document includes both the Nevada Needs Assessment and the Statewide Plan for 
implementation of mitigation programs and services to address opioid misuse and OUDs in 
Nevada. Per NRS 433.736, the Needs Assessment uses qualitative and quantitative data 
and evidence-based practices to determine the gaps and recommendations. The Statewide 
Plan, per NRS 433.738, establishes policies and procedures for the administration and 
distribution of money from the Fund; allocates the money in the Fund; and establish 
requirements governing the use of money allocated from the Fund. The Statewide Plan may 
allocate money to statewide projects, or grants to regional, county, local and tribal agencies 
and private-sector organizations whose work relates to opioid use disorder and other 
substance use disorders. Nevada DHHS is also responsible for ensuring a complete and 
accurate reporting of the use of all opioid settlement and bankruptcy recoveries for all funded 
programs. 

Nevada DHHS provided key seminal reports to Mercer, with information about the 
opioid-related issues, needs, and conditions in Nevada. These documents provided vital 
information on the following: 

• Quantitative and qualitative data on the use of substances and the rates of an OUD, 
other SUDs, and co-occurring disorders in Nevada 

• Health equity and identification of disparities across racial and ethnic populations, 
geographic regions, and special populations in Nevada 

• The risk factors that contribute to opioid use 

• The current state of prevention, treatment, and recovery services for OUDs and related 
issues such as mental health and other substances 

Over 50 reports were provided by DHHS and reviewed by Mercer. A complete list of data 
sources and resources reviewed can be found in Appendices A and B. Mercer reviewed all 
reports to pull critical information and data for analysis and synthesis to prepare this report. 
Mercer presented early concepts and draft outlines of the Needs Assessment to the ACRN 
and SURG subcommittees for feedback. Mercer also met with various stakeholders to further 
discuss available reports and data. 

Structure of the Report 
In accordance with NRS 433.736, the Needs Assessment is evidence-based and uses 
information from damages reports created by experts as part of the litigation. The Needs 
Assessment includes a focus on health equity and identifying disparities across all racial and 
ethnic populations, geographic areas, and special populations. This report identifies health 
disparities across all racial and ethnic populations, geographic regions, and special 
populations, where informative data is currently available. With the support of its Office of 
Minority Health and Equity, Nevada will employ a health equity lens to ensure the 
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development and implementation of strategies to combat the opioid crisis directly to address 
the needs of communities disproportionately impacted. 

This document is divided into the following sections: 

• Section 1: Executive Summary 

• Section 2: Introduction 

• Section 3: Methodology 

• Section 4: Opioid Impact in Nevada 

• Section 5: Current System Addressing Opioids in Nevada 

• Section 6: Recommendations 

• Section 7: Statewide Plan 

• Section 8: Next Steps 

Sections 3 through 6 comprise the Needs Assessment. Sections 4 and 5 present the opioid 
impact and currently available systems, as well as the corresponding gaps. The gaps were 
taken from documents provided by the State. Gaps have been identified through reviews of 
prior reports and feedback from State staff and the ACRN. Some gaps were implied by data, 
but absent in the available reports (e.g., there are many prevention efforts in schools, but the 
use of opioids in adolescents is still relatively high). The gaps identified in sections 4 and 5 
informed each recommendation in Section 6. Many of the recommendations were taken from 
reports submitted by the State. Section 7 provides the Statewide Plan with goals, strategies, 
objectives, and activities developed from the recommendations and stakeholder feedback 
that may be funded through the Fund for Resilient Nevada and other funding sources. 
Section 8 offers details on the next steps for further detailing activities in the Statewide Plan 
and preliminary allocation proposals. 

Scoring Methodology 
Mercer used a Likert rating scale to assign a value to the recommendations included in this 
document. The priority rating reflects Mercer’s evaluation of the potential impact of the 
request, as well as urgency and feasibility. Recommendation topics prioritized in legislation 
for this needs assessment are identified through a target rating. 

Scoring Definitions 
The impact, urgency, and feasibility scoring were facilitated by reviewing the factors listed 
under each area below. The ratings for the elements were averaged within each category to 
produce a composite rating for each of the impact, urgency, and feasibility categories. They 
were rated based on whether the recommendation met one of the three legislative priorities: 
a zero (not responsive to legislative priorities) or a three (responsive to at least one 
legislative priority). The ACRN was given a copy of all ratings, with a total score comprising 
the sum of the impact, urgency, and feasibility ratings with the target rating added to indicate 
legislative priorities. 
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Impact 
The impact was assigned based on a review of the following factors: 

1. The number of lives that would benefit or be impacted 

1 2 3 4 5 
Low Moderate High 

Low = Impacts a small proportion of the population of Nevada residents 

High = Impacts almost the entire population with minimal to no exclusions 

2. The magnitude of the individual impact (i.e., improves well-being versus saving lives) 

1 2 3 4 5 
Low Moderate High 

Low = Minimal impact to health/safety/daily life 

High = Saves lives or provides major improvement in quality of life or services 

3. The relative impact to health equity for special populations or underserved groups 

1 2 3 4 5 
Low Moderate High 

Low = Recommendation would be detrimental to health equity or result in disparities 

High = Recommendation is focused on alleviating disparities/promoting equity 

Mercer 9 
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Urgency 
The urgency was assigned based on the need for timely implementation of the 
recommendation according to the following factors: 

1. Availability of alternatives 

1 2 3 4 5 
Low Moderate High 

Low = Program or service already exists for the vast majority of those who need it 

High = Program or service does not exist/is not being accessed by those who need it 

2. Negative consequence or risk of a delay in implementation 

1  2  3  4  5  
Low  Moderate  High  

Low =  Minimal  risk to the health/safety of  the intended population  

High  = Imminent risk to health/safety of the intended population; target population left 
vulnerable to negative outcomes  

Feasibility 
The feasibility was assigned based on: 

1. Current infrastructure 

1  2  3  4  5  
Low  Moderate  High  

Low =  Infrastructure does not currently exist  

High  = Existing  infrastructure  can  support  recommendation  implementation  

Mercer 10 
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2. Ease of implementation (effort) 

1 2 3 4 5 
Low Moderate High 

Low = Significant effort required, complex barriers or hurdles exist (e.g., complicated 
policy/regulatory changes, heavy State staff involvement), difficult to implement 

High = Minimal effort required for implementation, easy to implement 

3. Availability of resources for implementation (staff, community, and relative financial 
resources) 

1 2 3 4 5 
Low Moderate High 

Low = High one-time cost and/or ongoing investment necessary with unknown resources 
for sustainability 

High = Low one-time cost and/or small impact to current funding streams 

Target 
Target was assigned based on identification as one of three legislative priorities from NRS 
433.736(1)(e), which are consistent with Johns Hopkins Guiding Principles for the use of 
opioid settlement or bankruptcy recoveries.10 

1. Prevention of overdoses 

2. Addressing disparities in access to health care 

3. Prevention of substance use among youth 

Legislative Target Area Score 

Yes 3 

No 0 

10 Johns Hopkins School of Public Health. Principles for the Use of Funds from the Opioid Litigation, 2021. 
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Section 4 
Opioid Impact in Nevada 
Nevada has experienced serious impacts from the opioid epidemic over the last 10 years, 
resulting in high rates of opioid-related overdoses, increased health care utilization, 
escalating rates of neonatal abstinence syndrome, insufficient access to treatment, and 
increased family involvement within child welfare. To understand the impact of the opioid 
epidemic on Nevada, it is important to consider indicators of opioid use, such as prescription 
monitoring, survey data, criminal justice data, and overdoses, as well as co-occurring 
behavioral health and comorbid physical health conditions and opioid-related utilization of 
EDs and hospitals. Focusing on health disparities and the impact on youth within each of 
these areas further elucidates the impact of opioids. 

Opioid Prescribing in Nevada 
In 2011, estimates of Nevada’s opioid dispensing was 100.3 prescriptions per 100 people, 
while the US average was 79.2 prescriptions per 100 people. In response to high rates of 
opioid prescribing, Nevada developed model legislation in 2017 focused on increased 
utilization of the Prescription Drug Monitoring Program (PDMP), informed decision-making, 
and best practices for prescribing controlled substances. From January 2017 to May 2022, 
Nevada has seen a 31% decrease in opioid prescribing in prescriptions per 100 people and a 
67% decrease in co-prescribing benzodiazepines and opioids. Opioid prescriptions with a 
less than 30-day supply and prescriptions with a supply greater than or equal to 90 days both 
decreased by 54%. 

Figure 1. Opioid Painkiller Prescriptions per 100 Population (2011–2017)11 

11 NRS 433.736. “Requirements and procedures for statewide needs assessment.” Available at: https://www.leg.state.nv.us/NRS/NRS-
433.html#NRS433Sec736 
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Although  opioid-related  overdoses increased during the PHE,  prescribing rates decreased.  In 
2020,  the Centers for  Disease Control  and Prevention (CDC)  reported the national  opioid 
dispensing rate was 43.3 per  100 persons,  a decrease from 46. 7 per  100 persons in 2019.12  
Nevada  maintained a higher  opioid dispensing rate than the national  average in 2019 and 
2020,  with rates of  49.4 per  100 persons and 47.4 per  100 persons,  respectively.  Three of  
Nevada’s  five  neighboring  states  also  had  opioid  dispensing  rates  higher  than  the  national  
average in 2020.  The State of  Idaho,  the State of  Oregon,  and the State of  Utah had opioid 
dispensing rates of  49.9,  45.6,  and 48.4 per  100 persons,  respectively.  The State of  
Arizona’s  rate  was  just  under  the  national  rate  at  40.5  per  100  persons  in  2020,  and the State 
of  California’s rate was 28.5 per  100 persons,  the lowest  of  the neighboring states.   

Specific  counties  within  Nevada  also  had  high  opioid  dispensing  rates  in  2020.  Carson  City  
had the highest  rate of  opioid dispensing at  95.9 per  100 persons,  over  two times the 
national  rate.  Carson City’s rate was almost  high enough for  each person in the county to 
have an opioid prescription.  As shown in Table  4.1 below,  five of  the 17 counties in Nevada 
had opioid dispensing rates higher  than the national average.13  

Table  4.1.  Opioid  Dispensing  Rate  by  County  in 202014,15   

County 

Carson City   

Rate  per  100 
Persons 

95.9   

Difference between 
County and State Rate* 

48.5  

Difference between 
County and National Rate* 

52.6  

Washoe  53.5  6.1  10.2  

Lincoln  48.4  1  5.1  

Clark  47.4  0  4.1  

Mineral  46.6  −0.8 3.3  

Douglas  43.2  −4.2 −0.1 

Nye  38.5  −8.9 −4.8 

Churchill  38.1  −9.3 −5.2 

Storey  29.9  −17.5 −13.4 

White Pine   28.6  −18.8 −14.7 

Elko  25.2  −22.2 −18.1 

Pershing  14.9  −32.5 −28.4 

Lyon  10.2  −37.2 −33.1 

  

 

 

 
12   Centers  for  Disease  Control  and  Prevention.  “Drug  Overdose,  U.S.  State  Opioid Dispensing Rates,  2020.”  Available at:  
https://www.cdc.gov/drugoverdose/rxrate-maps/state2020.html  
13   Ibid.  
14   Source:  CDC,  IQVIA Xponent  2006–2020 Note:  Xponent  is based on a number  of  pharmacies that  account  for  nearly 92 percent  of  retail  prescriptions in  
the United States. Includes new and refill prescriptions. Opioid prescriptions, including buprenorphine, codeine, fentanyl, hydrocodone,  hydromorphone,  
methadone,  morphine,  oxycodone,  oxymorphone,  propoxyphene,  tapentadol,  and  tramadol  
15   See Note 12 above.  
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County Rate per 100
Persons 

Difference between 
County and State Rate* 

Difference between 
County and National Rate* 

Humboldt 9.7 −37.7 −33.6

Eureka 8.2 −39.2 −35.1

Lander 1.7 −45.7 −41.6

           
  

 

  
 

    
 

 
   

 
   

    

    

    
           

     

          
  

   
      

   
  

             
          

   
           

 
    

    

    
             

      
  

        
      

 

 

 

 

 

 
             

 

 
              

 
       

    

*Positive numbers indicate that the county rate is higher than state/national rates and negative numbers indicate that the county
rate is below the state/national rates.

Nevada’s DHHS Office of Analytics maintains a PDMP dashboard.16 This dashboard uses 
data from Nevada’s Prescription Drug Monitoring Program (NV PDMP) to provide the rates of 
opioid prescription by top diagnosis, rate of opioid prescriptions by month, opioid prescription 
by morphine milligram equivalent, days’ supply, and day supplies greater than 15 days. The 
dashboard is updated monthly and is based solely on the number of prescriptions filled by 
Nevada residents. 

While analytic reports are available for the prescribing rates of opioids and benzodiazepines 
within Nevada, limited reports are available for other drugs co-prescribed along with opioids, 
such as gabapentin, which is increasingly associated with overdose deaths nationally.17 

Because many opioid overdoses involve other drugs, such as benzodiazepines, expanding 
the reports available for drugs tracked by the PDMP would provide better insight into 
polysubstance use. Reports available through the PDMP are also limited in their description 
of the characteristics of the individuals receiving prescriptions. 

Other Opioid Use Indicators 
Survey, arrest, and overdose data are additional means of identifying the prevalence of 
drugs used without prescriptions. According to the 2019–2020 National Survey on Drug Use 
and Health (NSDUH), opioid use in Nevada is on the rise, with many substances exceeding 
US prevalence. The survey estimated the same or higher rates of drug misuse for most drug 
categories for ages 12 years and up for Nevada, as depicted in Table 4.2 below.18 

16 State of Nevada Department of Health and Human Services Office of Analytics, Nevada Prescription Drug Monitoring Program Nevada 2017–2022. 
Available at: 
https://app.powerbigov.us/view?r=eyJrIjoiYjgyYzkyMzctNDg0OS00ZGY1LWJiMWYtM2E0NDlkZjI0MmEyIiwidCI6ImU0YTM0MGU2LWI4OWUtNGU2OC04Z 
WFhLTE1NDRkMjcwMzk4MCJ9 
17 Public Library of Science. “Gabapentin may increase risk of fatal opioid overdose.” (2017, October 3). Available at: https://medicalxpress.com/news/2017-
10-gabapentin-co-use-fatal-opioid-overdose.html#:~:text=Gabapentin%20co-
use%20may%20increase%20risk%20of%20fatal%20opioid,1.49%3B%2095%25%20confidence%20interval%201.18%20to%201.88%2C%20p%3C0.001%2 
9. 
18 Substance Abuse and Mental Health Services Administration, 2019–2020 National Survey on Drug Use and Health: Model-Based Prevalence Estimates 
(50 States and the District of Columbia), 2021. Available at: https://www.samhsa.gov/data/report/2019-2020-nsduh-state-prevalence-estimates 
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Table 4.2. 2019–2020 NSDUH: Model-based Prevalence Estimates19 

Estimated percentage 
of  those ages   

12  years–17  years  

Estimated percentage  of 
those  ages 18 years  

and  older  
 

 
 

 

 

  
  

  
    

Cocaine  use  past  year  
Illicit drug  use past  month  

Nevada  United States United States  Nevada  
8.35  7.71  21.16 13.79  
0.34  0.36  2.53  2.08  

Heroin use past  year  — —  0.39  0.33  
Methamphetamine  use past  year  0.12  0.13  1.41  0.89  
Prescription pain  reliever  misuse  past  
year  

2.38  1.93  4.02  3.59  

Illicit drug  use disorder past  year  4.39  4.85 8.65  6.82 
Prescription pain reliever use disorder 
past year 

0.35 0.32 0.84 0.89 

This  table presents  select  estimated percentages  of  the population based on national  survey  data.  These estimates  are 
presented in the source document  with confidence intervals  to aid in accurate interpretation.  These statistics  are estimates  
based on limited survey  data.  

Compared to the overall US rates, Nevada is estimated to have slightly higher rates of illicit 
drug use for adolescents, and much higher rates for those ages 18 years and older. 
Prescription pain reliever misuse is also estimated to be higher for Nevada than national 
rates across all age groups. 

In addition to survey data, opiates, especially illicit fentanyl and heroin, have been identified 
as high threat substances, in part due to increased availability, seizures, arrests, and 
overdoses.20 Fentanyl has increased in risk, with 196% increase in fentanyl overdose deaths 
between 2019 and 2020. The 2020 Nevada HIDTA report indicates fentanyl has surpassed 
heroin as Nevada’s second biggest threat following methamphetamines. 

NSDUH is known to undercount OUDs. To determine more realistic estimates for opioid 
misuse and OUDs for Nevada, data analyses from other data sources were used for 
modeling of the prevalence of OUD. Using three different calculations, it is estimated over 
117,000 individuals in Nevada met criteria for an OUD in 2021. 

19 Substance Abuse and Mental Health Services Administration, 2019–2020 National Survey on Drug Use and Health: Model-Based Prevalence Estimates 
(50 States and the District of Columbia), 2021. Available at: https://www.samhsa.gov/data/report/2019-2020-nsduh-state-prevalence-estimates 
20 Nevada HIDTA Investigative Support Center, 2021 Threat Assessment, 2021. 

https://www.samhsa.gov/data/report/2019-2020-nsduh-state-prevalence-estimates
https://overdoses.20
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Figure 2. OUDs in Nevada, 1999–2021 (2021 based on provisional death count)21 

Opioid Use in Special Populations 
Special populations are defined within NRS 433.722, as veterans; pregnant women; youth; 
people who identify as lesbian, gay, bisexual, transgender, intersex, queer/questioning, or 
asexual (LGBTQ+); juvenile justice; and children in the welfare system. Drug-related and 
opioid-related fatal and nonfatal overdose data are limited for these populations. 

The 2019 Nevada State Health Needs Assessment noted that the populations with the 
highest risk for SUD include those with behavioral health issues, seniors, children, low-
income families, minority populations, homeless populations, veterans, individuals with 
intellectual and developmental disabilities, individuals with chronic disease, young adults and 
transition-aged youth, and victims of domestic abuse/sex trafficking.22 These characteristics 
and co-occurring conditions impact individuals on both a systems and individual level, and 
interventions need to be planned both globally and locally. 

Veterans 
Nevada’s State Unintentional Drug Overdose Report System (SUDORS) data reports the 
rate of drug-related overdose deaths for military individuals at 6.6% in 2020 (out of 788 total 
overdose deaths).23 Despite 6.2% of Nevadans being veterans, there is little additional data 
on this population and opioids. 

21 NRS 433.736. “Requirements and procedures for statewide needs assessment.” Available at: https://www.leg.state.nv.us/NRS/NRS-
433.html#NRS433Sec736 
22 University of Nevada, Reno, School of Public Health, Forensic Toxicology & Nevada’s Overdose Surveillance System; Needs 
Assessment & Recommendations. 2020. 
23 Nevada State Opioid Response. Nevada State Unintentional Drug Overdose Reporting System Polysubstance Report, 2019–2020 — Statewide, 2019. 
Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors-polysubstance-report-2019-2020.pdf 
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Homeless 
There is limited data available for individuals experiencing homelessness beyond the 8.9% of 
drug-related overdoses that were reported in 2020.24 

Pregnant Women 
Based on self-reported data collected by the DHHS’ Office of Analytics, an average of 
42 babies are born each year in Nevada with prenatal substance use specific to opioids. The 
rate of babies born to a mother using opioids (excluding heroin), as well as the rate born to 
mothers using heroin, increased from 2018 to 2019. The number of substance-exposed 
infants reported to the Nevada Division of Child and Family Services more than tripled from 
2012 to 2020.25 Between 2012 and 2016, self-reported use of heroin among pregnant 
women was highest in Nye, Esmeralda, and Lincoln Counties, and Elko, Eureka, and White 
Pine were highest for self-reported opioid use.26 Neonatal abstinence syndrome rates in 
Nevada were highest in Southern Nevada, with an incidence rate of 8.2 per 1,000 hospital 
births.27 

Youth 
On the Nevada Youth Behavior Risk Survey in 2019, 8% of high school students reported 
taking pain medication, such as Adderall®, codeine, OxyContin®, Percocet®, Ritalin®, 
Vicodin®, or Xanax®, without a prescription or differently than prescribed within the past 
30 days.28 17% of high school students reported they thought it would be fairly easy to get 
prescription medication they wanted, while 11.1% thought it would be very easy. 2.2% 
reported ever injecting drugs. 

LGBTQ+ 
There is evidence that anti-LGBTQ+ discrimination, marginalization, and victimization create 
elevated levels of stress (often conceptualized as minority stress) that can disrupt an 
individual’s psychological processes, such as the ability to cope adaptively, regulate 
emotions, and achieve positive interpersonal relationships. External stigma can become 
internalized, leading to identity concealment, self-hate, feelings of worthlessness, and fear of 
rejection. To avoid or numb the resulting distress, some people belonging to LGBTQ+ 
communities may use opioids or other substances. 

Certain clinical situations specific to LGBTQ-identified people place them at increased risk of 
prescription opioid exposure and, therefore, potential misuse. For example, 
transgender-identified adults with Medicare health coverage were found to have an 
increased prevalence of chronic pain compared with cisgender (non-transgender) adults.29 

24 Ibid. 
25 Data received from the State of Nevada Department of Health and Human Services, January 27, 2022. 
26 State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
27 Batra, K, Cruz, P, et al. “Incidence of Neonatal abstinence syndrome epidemic and associated predictors in Nevada: A statewide audit,” Int J Environ Res 
Public Health, Volume 18 Issue 1 (2020). 
28 Diedrick, M., Lensch, T. Zhang, F., Peek, J., Clements-Nolle, K., Yang, W. State of Nevada, Division of Public and Behavioral Health and the University of 
Nevada, Reno. 2019 Nevada High School Youth Risk Behavior Survey (YRBS) Report. 
29 Girouard, M., Goldhammer, H., Keuroghlian, A. “Understanding and treating opioid use disorders in lesbian, gay, bisexual, transgender, and queer 
populations,” Substance Abuse, Volume 40 Issue 3 (2019), pp. 335–339. 
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LGBTQ-identified people appear to be at elevated risk of opioid use and misuse. According 
to the 2015 NSDUH, 10.4% of LGB (lesbian, gay, bisexual) adults misused prescription pain 
medications in the past year, compared with 4.5% of heterosexual adults. LGB adults were 
also more likely to have a disorder related to pain reliever use compared with heterosexual 
adults (2.0% vs. 0.7%), and more likely to use heroin in the past year (0.9% vs. 0.3%).30 

Data from the 2018 NSDUH suggests that substance use patterns reported by sexual 
minority adults (in this survey, sexual minority adults include individuals who describe 
themselves as lesbian, gay, or bisexual) are higher compared to those reported by 
heterosexual adults. Past year opioid use (including misuse of prescription opioids or heroin 
use) was also higher with 9% of sexual minority adults aged 18 years or older reporting use 
compared to 3.8% among the overall adult population. Additionally, 9% of sexual minority 
adults aged 26 years or older reported past year misuse of prescription opioids — an 
increase from the 6.4% who reported misuse in 2017. However, there was a significant 
decline in past year prescription opioid misuse among sexual minority adults aged 
18 years–25 years, with 8.3% reporting use in 2018.31 

Juvenile Justice 
Data are limited regarding opioid use among those involved with the juvenile justice system 
in Nevada. National data estimate that 20% of adolescents and young adults in the juvenile 
justice system are opioid-dependent, with disproportionate rates for people of color.32 

Children in the Welfare System 
In 2020, 1,892 infants were reported to the Nevada Division of Child and Family Services 
with substance exposure. This number has tripled since 2012.33 A total of 11,976 Child 
Protective Services reports included drug or alcohol use-related characteristics. Of the 2,687 
children in the foster care system in 2020, 14.2% were removed due to parental drug and/or 
alcohol use. Of those removed, 17.6% were under the age of one year. An additional data 
analysis estimated that between 2015 and 2019, 9% of child welfare cases and 14% of foster 
care placements. 

Emergency Service Utilization 
Poison Control Center Services 
Poison control centers provide confidential services to individuals seeking information 
including the identification of pills, answering questions about drug interactions, appropriate 
dosing, advising on responses for exposure, and response in the event of overdose. Nevada 

30 Substance Abuse and Mental Health Services Administration. 2019 National Survey on Drug Use and Health: Lesbian, Gay, & Bisexual (LGB) Adults, 
2020. Available at: https://www.samhsa.gov/data/report/2019-nsduh-lesbian-gay-bisexual-lgb-adults 
31 National Institute on Drug Abuse. “Substance Use and SUDs in LGBTQ* Populations.” Available at: https://nida.nih.gov/drug-topics/substance-use-suds-in-
lgbtq-populations 
32 University of Washington, School of Social Work. “SDRG looks at ways to prevent opioid dependence among incarcerated youth, (2021, May 17). Available 
at: https://socialwork.uw.edu/news/sdrg-looks-ways-prevent-opioid-dependence-among-incarcerated-
youth#:~:text=Nationally%2C%20nearly%2020%25%20of%20adolescents%20and%20young%20adults,which%20is%20a%20strong%20predictor%20of%20 
subsequent%20re-incarcerations. 
33 Data received from the State of Nevada Department of Health and Human Services, January 27, 2022. 
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poison control center data systems indicate that between 2015 and 2019, 30.5% of 
informational calls and 3.6% of all exposure calls were related to prescription opioids.34 

Opioid-Related ED and Inpatient Utilization — All Payers 
In June 2019, Nevada completed a system-wide assessment using the Substance Abuse 
and Mental Health Services Administration’s (SAMHSA’s) Calculating an Adequate System 
Tool (CAST).35 The tool results indicate areas of least resources and, therefore, greatest 
overall risk for substance misuse-related hospitalizations, broken out by county and Regional 
Behavioral Health Policy Boards. Of Nevada’s five regions, only Nevada’s mostly rural 
Northern Region fell below the national median for risk for hospitalizations, meaning the rest 
of the state’s regions are equal to or greater than the national median for substance 
use-related hospitalization risk. 

From 2010 to 2020, opioid-related ED encounters increased by 96%, and inpatient 
admissions increased by 95%.36 The rate of ED encounters per 100,000 Nevada residents 
increased from 109.5 to 184.3, and the rate per 100,000 Nevada residents of inpatient 
admissions increased from 161.2 to 269.7. 

In terms of demographics, in 2021, the rate of opioid-related ED encounters was highest 
among people of Black, non-Hispanic ethnicity, at 298.4 per 100,000.37 Inpatient admissions 
were highest among those reporting white, non-Hispanic ethnicity, at 325.0 per 100,000 
Nevada residents. Rates were highest among Nevada residents ages 25 years–34 years 
(24%). From 2010 to 2020, opioid poisonings in the ED increased by 23%, and inpatient 
admissions decreased by 25%. The rate per 100,000 Nevada residents in the ED increased 
from 28.8 to 30.5, and inpatient rates per 100,000 Nevada residents decreased from 22.1 to 
14.3. 

34 NRS 433.736. “Requirements and procedures for statewide needs assessment.” Available at: https://www.leg.state.nv.us/NRS/NRS-
433.html#NRS433Sec736 
35 State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health. Nevada Substance Abuse Prevention and Treatment 
Agency. Capacity Assessment Report: Nevada, 2019. 
36 State of Nevada Department of Health and Human Services Opioid Dashboard, Available at: 
https://app.powerbigov.us/view?r=eyJrIjoiODQ2MjJjMjktOWE5NC00MThmLTlkMmEtYzZjMDU0YWU3MmUyIiwidCI6ImU0YTM0MGU2LWI4OWUtNGU2OC0 
4ZWFhLTE1NDRkMjcwMzk4MCJ9 
37 Ibid. 
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Figure 3. Opioid-Related Hospitalizations by Quarter, Nevada Residents38 

Stimulant-Related ED and Inpatient Utilization — All Payers 
Nevada has seen sharp increases in methamphetamine and other stimulant use between 
2011 and 2020.39 Methamphetamine-related ED visits increased from 115.7 to 512.7 per 
100,000, and inpatient admissions increased from 88.6 to 402.4 per 100,000. Carson City 
had the highest increases in both ED visits and inpatient utilization related to 
methamphetamine. 

Opioid-Related ED and Inpatient Utilization — Medicaid Payers 
From 2010 to 2017, opioid-related ED visits for Nevada Medicaid beneficiaries rose from 400 
to 3,463 visits. From 2019 to 2020, opioid-related ED visits increased by 26% (from 2,185 to 
2,755 visits), while drug-related ED visits statewide increased by about 3% (from 8,117 visits 
to 8,352 visits). Table 4.3 depicts the rise in ED visits per 100,000 for December for each 
month from 2019 to 2021 for opioid and drug-related visits. 

In 2018, ED visits and hospitalizations for all opioids except heroin were highest for those 
aged 15 years–24 years in Humboldt County.40 In 2021, Medicaid paid 53% of opioid-related 
ED encounters.41 

38 Ibid. 
39 State of Nevada Department of Health and Human Services, Office of Analytics, Methamphetamine and Stimulant Dashboard, data dated 
November 24, 2011. Available at: 
https://app.powerbigov.us/view?r=eyJrIjoiY2U2YzNlNmItZDI2OS00YTJlLTk2YmQtNzY1Nzk0MDFkZWMzIiwidCI6ImU0YTM0MGU2LWI4OWUtNGU2OC04Z 
WFhLTE1NDRkMjcwMzk4MCJ9 
40 Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure 
Assessment Report, 2020. 
41 See Note 37 above. 
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Table 4.3 Medicaid ED Visits per 100,000 Opioids and Other Drugs42 

December 
2019 

Rate per
100,000 

December 
2020 

Rate per
100,000 

December 
2021 

Rate per
100,000 

Opioid-
related Ed 
visits 

5.8 6.2 7.8 

Drug-
related ED 
visits 

21.3 20.0 22.1 

In 2021, Medicaid paid 44% of the opioid-related inpatient admissions in Nevada.43 

Opioid-related inpatient visits also increased by 97% from 2010–2018, with 317.2 admissions 
per 100,000 in 2018.44 Part of this significant increase could be explained by Medicaid 
expansion in 2014, as the state saw a 25% increase in admissions from 2014 to 2015. 

In 2018, 73% of opioid-related ED visits and 73% of opioid-related hospitalizations were 
among people who are of white, non-Hispanic race/ethnicity.45 White, non-Hispanic 
Nevadans aged 25 years–34 years made up the largest percentage of hospitalizations at 
28%. 

Fatal Opioid Overdoses 
Data on opioid overdoses further elucidates the picture of opioid impact in Nevada. This 
section provides an overview of the magnitude of opioid overdoses in Nevada, while a later 
section will detail demographic characteristics of those involved in overdoses. 

Overdose Data Sources 
In 2019, the CDC launched a multi-year Overdose Data to Action (OD2A) program through a 
cooperative agreement that aims to support jurisdictions in “collecting high quality, 
comprehensive, and timely data on nonfatal and fatal overdoses.”46 Nevada is one of the 
66 recipients using the OD2A funding to capture state- and county-level data. The Nevada 
OD2A (NV-OD2A) program is focused on mortality data and on opioid prescribing data via 
NV PDMP. NV-OD2A supports Nevada’s SUDORS, National Syndromic Surveillance 
Program (NSSP), and the NV PDMP. 

42 State of Nevada Department of Health and Human Services, Nevada Overdose to Action, Lawson Institute. Suspected Nevada Drug Overdose 
Surveillance Monthly Report: October 2021: Statewide Report. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/opioid-surveillance-
january-2022-statewide.pdf 
43 State of Nevada Department of Health and Human Services Opioid Dashboard. Available 
at: https://app.powerbigov.us/view?r=eyJrIjoiODQ2MjJjMjktOWE5NC00MThmLTlkMmEtYzZjMDU0YWU3MmUyIiwidCI6ImU0YTM0MGU2LWI4OWUtNGU2O 
C04ZWFhLTE1NDRkMjcwMzk4MCJ9 
44 State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
45 Ibid. 
46 Centers for Disease Control and Prevention. “Drug Overdose, About OD2A.” Available at: https://www.cdc.gov/drugoverdose/od2a/about.html 
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SUDORS captures fatal overdose data via death certificates, as well as coroner/medical 
examiner reports, which include post-mortem, toxicology, death scene investigations, route 
of drug administration, and other risk factors that may be attributed to a fatal overdose. All 
coroner/medical examiner offices currently report the following: 

• Overdose deaths are defined as a death occurring in Nevada, where the decedent’s 
place of residence is within the state and assigned an International Classification of 
Diseases 10 (ICD-10) code of X40–X44 (unintentional drug poisoning) or Y10–Y14 (drug 
poisoning of undetermined intent) 

• Deaths determined to be a drug overdose death by the coroner or medical examiner 

NSSP data captures real-time non-fatal overdose data via hospital electronic health records. 
Overdoses are counted when the chief complaint and/or discharge diagnosis is associated 
with an overdose-related ICD-10 code. The NSSP data captures visits from 90%–95% of all 
Nevada EDs. This data is limited in that it only includes individuals who can get to an ED. 

Nevada Overdoses 
In 2019, Nevada ranked twenty-eighth in opioid overdose deaths and twentieth in opioid 
prescribing.47 In 2020, there were 541 opioid-related overdose deaths among Nevada 
residents (rate: 17.1 per 100,000). This is a significant increase from 374 in 2019 (rate: 12.0 
per 100,000). Preliminary data from 2021 show 269 opioid-related overdose deaths among 
Nevada residents. Deaths from synthetic opioids (e.g., illicit fentanyl) increased in 2020, from 
less than 50 in 2010 to nearly 200 in 2020.48 According to additional data analysis, which 
includes accounting for overdose deaths from undetermined drugs, it is estimated that 
previous opioid overdose fatalities have been undercounted. 

47 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
48 Data received from the State of Nevada Department of Health and Human Services, January 27, 2022. 
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Figure 4. Ruhm-Adjusted Opioid Death Counts and the Portion with Drugs Identified 
by Year, Nevada, 1995–202149,50 

First paralleling Keyes et al. (2022), we estimated OUD counts excluding fentanyl from 1999–2021 by dividing Nevada opioid 
overdose death counts, again excluding fentanyl, by the number of overdose deaths per OUD.51 Based on a meta-analysis of 
published ratios, we started with a divisor of 0.0052.52 The articles underlying this divisor preceded the passage of laws that 
allowed Emergency Medical Services (EMS) calls for drug overdose without fear of arrest and made the overdose reversal drug 
naloxone available without a prescription and often without charge. When Nevada adopted those interventions under SB 459 of 
2015, it lowered the divisor. We reduced the divisor post-implementation by 26.9% starting in 2016 based on a study that found 
a Good Samaritan Law reduces the death rate by 15% and a naloxone access law reduces it by 14%.53 We based a divisor for 
fentanyl on a study that found fatality risk among people with OUD was 1.62 times higher if the person used fentanyl. 2021 
counts are provisional and may underrepresent actual numbers.54 

Deaths resulting from methamphetamine use increased from 4.4 to 13.7 per 100,000, with 
the highest prevalence among Black, non-Hispanic males and those between 
50 years–59 years old. Stimulant prescriptions increased from 10.1 to 14.7 per 100 
residents, with the highest prevalence among females aged 30 years–39 years.55 

In 2020, opioids contributed to 65.2% of drug-related overdose deaths.56 Of the 
opioid-related overdose deaths, 32.4% were due to illicitly manufactured fentanyl (IMF), 
28.2% were due to prescription opioids, 15.7% were due to heroin, and approximately 5% 
were due to methadone. Opioid overdose deaths due to fentanyl increased by 227% 

49 NRS 433.736. “Requirements and procedures for statewide needs assessment.” Available at: https://www.leg.state.nv.us/NRS/NRS-
433.html#NRS433Sec736 
50 Ruhm CJ. “Corrected US opioid-involved drug poisoning deaths and mortality rates, 1999–2015,” Addiction, Volume 113 Issue 7 (2018), pp. 1339–1344. 
Available at: https://www.ncbi.nlm.nih.gov/pubmed/29430760. 
51 Keyes KM, Rutherford C, Hamilton A, Barocas JA, Gelberg KH, Mueller PP, Feaster DJ, El-Bassel N, Cerdá M. “What is the prevalence of and trend in 
opioid use disorder in the United States from 2010 to 2019? Using multiplier approaches to estimate prevalence for an unknown population size.” Drug and 
Alcohol Dependence Reports, Volume 3, 100052 (2022). 
52 Larney S, Tran LT, Leung J, Santo T Jr, Santomauro D, Hickman M, Peacock A, Stockings E, Degenhardt L. “All-Cause and Cause-Specific Mortality 
Among People Using Extramedical Opioids: A Systematic Review and Meta-analysis,” JAMA Psychiatry, Volume 55 Issue 5 (2020), pp. 493–502. Note: 
Some ratios in the study, but not this one, count extra-medical users of drugs rather than OUDs per overdose death. 
53 McClellan C, Lambdin BH, Ali MM, Mutter R, Davis CS, Wheeler E, Pemberton M, Kral AH. “Opioid-overdose laws association with opioid use and 
overdose mortality,” Addict Behav, Volume 86 (2018), pp. 90–95. 
54 Pearce L A, Min J E, Piske M, Zhou H, Homayra F, Slaunwhite A et al. “Opioid agonist treatment and risk of mortality during opioid overdose public health 
emergency: population based retrospective cohort study,” BMJ, 2020; 368:m772. 
55 State of Nevada Department of Health and Human Services Opioid Dashboard. Available at: 
https://app.powerbigov.us/view?r=eyJrIjoiODQ2MjJjMjktOWE5NC00MThmLTlkMmEtYzZjMDU0YWU3MmUyIiwidCI6ImU0YTM0MGU2LWI4OWUtNGU2OC0 
4ZWFhLTE1NDRkMjcwMzk4MCJ9 
56 State of Nevada Department of Health and Human Services, Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 
2020 – Statewide, 2020. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf 
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Substance* 2019 2020 Trend* 
N=510 N=788 

Opioids 
Any opioids 292 514 ↑ 76.0% 

↑ 226.9% IMF 78 255 

Heroin 103 124 ↓ 20.4% 

Prescription opioids 128 180 

Non-Opioids 
Methamphetamine 264 376 

Benzodiazepines 89 168 

Alcohol 79 97 

Cocaine 52 86 

Diphenhydramine 24 34 

Gabapentin 23 45 

Kratom 16 24 

Amphetamine* 8 30 ↑ 275.0% 

Polysubstance Abuse 
Opioid + Stimulants 125 210 

Opioid + Benzos 76 149 

Opioid + Alcohol 58 71 
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between 2019 and 2020. Data also identified a 275% increase in amphetamine-related 
unintentional overdose deaths. Table 4.4 below demonstrates the significant increases 
contributing to death in opioids, IMF, and amphetamines.57 

Table 4.4. Top substances contributing to death among unintentional or undetermined 
overdose related deaths in Nevada, 2019 to 2020 

*Only statistically significant differences between 2019 and 2020 rates are included in this table. Source: SUDORS Statewide
2019–2020 report and 2020 regional reports. Overdose deaths were limited to Nevada resident deaths that occurred in Nevada
with the underlying cause of death reported as X40–X44 or Y10–Y14. Data completeness is dependent on information
documented at time of death.

Other Substances Contributing to Overdose Deaths 
There has also been an increase in overdose deaths related to multiple substances. 
According to the CDC, although deaths involving only prescription opioids declined between 

57 Ibid. 
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2017 (276) and 2018 (235), heroin-involved deaths and those involving synthetic opioids 
other than methadone (mainly fentanyl and fentanyl analogs) remained stable, with 
108 heroin deaths and 85 synthetic opioid deaths in 2018.58 However, from 2019 to 2020, 
overdose deaths involving one or more substances increased by 16% (from 263 to 473 
overdoses).59 Overdoses due to stimulants and one or more other substances increased by 
17% (147 to 248), with overdose deaths due to opioid and one or more substances 
increasing by only 4% (228 to 419), controlling for population growth. 

There was an increase in overdose deaths involving both an opioid and a stimulant of one 
person per 100,000 in the Rural Behavioral Health Region and an increase from 0 to 7 
people per 100,000 in the Southern Region from 2019–2020.60 Clark County saw an 80% 
increase (3.8 to 6.8) while the Washoe Region reported a 21% increase (6.7 to 8.1), with 
percentages controlling for population growth.61 

Unintentional overdose deaths involving multiple substances that include fentanyl and 
benzodiazepines saw a significant increase from 20 deaths in 2019 to 83 deaths in 2020.62 

Clark is the only behavioral health region that reported a similar increase in opioid and 
benzodiazepine overdose deaths from 2019 (39 deaths) to 2020 (101 deaths). Otherwise, 
polysubstance overdoses involving benzodiazepines remained relatively stable statewide. 

Routes of Drug Administration 
The routes of drug administration used by Nevadans who died of an overdose should also be 
discussed to inform targeted prevention and harm reduction efforts. In 2020, the most 
common route of administration used in drug-related overdose deaths was ingestion. The 
percentage of overdose deaths involving ingestion rose from 43.1% in 2019 to 44.4% in 
2020.63,64 The second most common route was smoking, which accounted for 21.0% of 
deaths in 2020. Snorting/sniffing-related overdose deaths increased by 215.4% between 
2019 and 2020 from 26 deaths in 2019 to 82 in 2020. 

Population Characteristics of Overdose Cases 
Youth 
As shown in Table 4.5, overdoses among the under 24-year-old population increased 
dramatically between 2019 and 2020. Overdose deaths among individuals under the age of 
18 years increased from two deaths to 13 deaths (a 550% increase) and from 36 deaths to 
93 deaths among those aged 18 years–24 years (a 158% increase). 

58 Wilson, N., Mbabazi, K., Puja, S., “Drug and Opioid-Involved Overdose Deaths — United States, 2017–2018,” MMWR Morb Mortal Wkly Rep, Volume 69 
(2020), pp. 290–297. Available at: https://www.cdc.gov/mmwr/volumes/69/wr/mm6911a4.htm 
59 Nevada State Opioid Response. Nevada State Unintentional Drug Overdose Reporting System Polysubstance Report, 2019-2020 — Statewide. Available 
at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors-polysubstance-report-2019-2020.pdf 
60 Ibid. 
61 Ibid. 
62 Ibid. 
63 Note that the total number of overdoses in 2019 was 510 and in 2020 it was 788, therefore comparisons of the significance of the percent of increase 
should be interpreted with caution. 
64 State of Nevada Department of Health and Human Services. Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 2020 
— Statewide. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf 
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Racial/Ethnic Disparities 
Evidence clearly shows that Black, Indigenous, and other people of color who use drugs or 
have SUDs experience disproportionately negative outcomes due to discriminatory systemic 
policies and practices. For example, people of color have less access to evidence-based 
treatment, receive lower quality of care, and are more likely to be punished for their 
substance use, compared to white people. In 2020, Nevada's diverse population included 
people who are Hispanic and Latino (28.7%), Black and African American (12.1%), Asian 
(11.4%), American Indian and Alaska Native (3.4%), and Native Hawaiian and Other Pacific 
Islander (1.7%), among others. 65 Nevada is also home to many immigrants. In 2018, 
immigrants comprised nearly 20% of Nevada's population, half of whom were naturalized 
US citizens. Approximately 210,000 people in Nevada lacked a legal immigration status in 
2016. 9% of individuals under the age of 65 years have disabilities, over 12% live in poverty, 
over 30% speak a language other than English at home, and 11% are uninsured, all of which 
are characteristics that also make the experience of health disparities more likely. 

Nevada has 27 federally recognized tribes, each with separate reservations or colonies, and 
97% of which are rural.66 American Indian/Alaskan Native (AI/AN) make up 1.2% of Nevada’s 
population and experience a variety of risk factors for disparities in SUDs and treatment, 
including higher unemployment, lower four-year high school graduation rates, and lower 
annual household income. According to United States Census Bureau aggregate data 
(2015–2019), the median income among those living on tribal lands is lower, and 
unemployment rates and poverty rates are higher compared to Nevada overall. 

The overdose death rates for AI/AN people in Nevada (14.0 per 100,000) were higher than 
that of Hispanic (6.3 per 100,000) or Asian/Pacific Islander (3.2 per 100,000) Nevadans. 
From 2015–2020 negative health consequences and substance use rates among AI/AN 
people in Nevada were consistently high.67 

As shown in Table 4.5, from 2019–2020, the statewide percentage of drug-related fatal 
overdoses increased by 119.7% for Hispanic populations and 43.7% for white populations.68 

The majority of unintentional drug-related overdoses in Nevada in 2019 and 2020 occurred in 
white men, 25 years–64 years of age, with a high school diploma. 

It is also important to note that while the rate of growth of the Hispanic population is projected 
to be 21% from 2021 to 2031 (more than twice that of the overall population [9.3%]),69 

overdose deaths for this population have seen a statistically significant increase beyond that 
of people of Asian and Black races/ethnicities. The percentage of drug-related overdose 
deaths in people of Hispanic origin has increased by 120% from 2019 to 2020, and by 227% 
for fentanyl-related deaths. No other race/ethnicity categories have shown such a significant 
increase.70 

65 State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
66 Ibid. 
67 Nevada Center for the Application of Substance Abuse Technologies, Nevada State Opioid Response, and Nevada Department of Health and Human 
Services. Nevada State Opioid Response Grant II, Year 1: September 20, 2020–September 29, 2021, Annual Performance Progress Report, 2021. 
68 State of Nevada Department of Health and Human Services, Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 
2020 – Statewide 2020. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf 
69 Griswold, T., Packham, J., Warner, J., & Etchegoyhen, L. Nevada rural and frontier health data book – tenth edition. University of Nevada, Reno, 2021. 
70 Larson Institute/Nevada Overdose to Action. 2020 Hispanic/Latinx Overdose, 2021. 
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Table 4.5. Statewide Drug-Related Overdose Death Demographics71 

Demographics  2019 Counts  2020 Counts  Significant Relative  
Percentage Changes*   

Sex  
Male   326  538  

 

Female   184  250  
 

Race/Ethnicity  
Asian/Pacific Islander   18  19   
Black (non-Hispanic)   72  107   

Hispanic  66  145  ↑ 119.7%   

White  343  493  ↑ 43.7%   

Other  5  9  

Age  
<18 years  2  13  ↑ 550.0%   

18 years–24 years  36  93  ↑ 158.3%   

25 years–34 years  83  149   

35 years–44 years  99  144   

45 years–54 years  120  158  
 

 
55 years–64 years  126  162  

65+ years  44  69   

Education  

 Less than high school  66  118  

  High school/GED  271  391  

  Some college  56  101  

 Associates  31  62  

 Bachelors  32  47  

 Masters/Doctorate  9  9  

           
  

 

  
 

 
      

                 
       

                 
  

 
  

*Only statistically significant differences between 2019 and 2020 rates are included in this table. Source: SUDORS Statewide 
2019–2020 report and 2020 regional reports. Overdose deaths were limited to Nevada resident deaths that occurred in Nevada 
with the underlying cause of death reported as X40–X44 or Y10–Y14. Data completeness is dependent on information 
documented at time of death. 

71 See Note 67 above. 
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Geography of Overdose Fatalities 
Statewide and Regional Overdose Fatalities 
From 2019–2020, the State experienced a 55% increase in drug-related overdose deaths, 
with overdose deaths attributable to opioids increasing by 76%. In 2020, 788 drug-related 
overdose deaths occurred, as shown in Table 4.6. Of those deaths, 65.2% were attributable 
to opioids.72 

In the Northern Behavioral Health Region73 of the state, opioids were listed as the cause of 
death for 61% of overdose deaths and 67% of overdose deaths in the Southern Behavioral 
Health Region.74 

Table 4.6. State and Regional-Level Drug-Related Overdose Death Rates 
2019 2020 Percentage

Change 
State-Level 
Drug-related overdose deaths 510 788 ↑ by 55%* 

           
  

 

  
 

    
    

      
        

    
   

     
      

   

    

    
 

 
      

       
  

      
       

  

      

       
            

                   
               

   
              

          
         

   

              
             

    
             

      
 

                
     

      
 

  
                

Overdose deaths attributable to opioids 292 514 ↑ by 76%* 
Region-Level: Northern 
Drug-related overdose deaths 172 219 ↑ by 27% 
Overdose deaths attributable to opioids 104 133 ↑ by 28% 
Region-Level: Southern 
Drug-related overdose deaths 338 569 ↑ by 68%* 
Overdose deaths attributable to opioids 188 381 ↑ by 103%* 

*Indicates statistically significant difference between 2019 and 2020. Source: SUDORS Statewide 2019–2020 report and 2020 
regional reports. Overdose deaths were limited to Nevada resident deaths that occurred in Nevada with the underlying cause of 
death reported as X40–X44 or Y10–Y14. Data completeness is dependent on information documented at time of death. 

County-Level Overdose Fatalities 
The University of Nevada, Reno School of Medicine, published the tenth edition of the 
Nevada Rural and Frontier Health Data Book in February 2021. This health data book 
categorizes Nevada counties as urban, rural, or frontier using the Nevada State Office of 
Rural Health’s guidance.75 

Of the 17 counties within Nevada, three counties are classified as urban (Carson City, 
Clark County, and Washoe County); another three are classified as rural (Douglas County, 
Lyon County, and Storey County); and the other 11 counties are classified as frontier. This 
means over half of the counties (64.7%) within Nevada are considered frontier. While 90.9% 
of Nevada’s population resides in urban areas, 13.1% of the state’s land, the remaining 9.1% 

72 State of Nevada Department of Health and Human Services, Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 
2020 – Statewide 2020. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf 
73 Includes the following counties: Washoe, Carson City, Storey, Douglas, Lyon, Churchill, Mineral, Esmeralda, Lincoln, Humboldt, Pershing, Lander, Eureka, 
Elko 
74 Includes the following counties: Clark, Nye, White Pine 
75 University of Nevada, Reno School of Medicine, Nevada Rural and Frontier Health Data Book, 2021. 
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of the population lives in rural or frontier counties, which spans 86.9% of the state’s land, 
approximately 95,431 square miles. 

With almost 9.1% of the population in rural or frontier counties, the State faces many 
challenges when it comes to ensuring access to resources and treatment in these areas, due 
to unique populations with specific needs. Rural and frontier counties tend to have older 
populations than urban counties, which generally results in a greater risk of death and 
disability within those counties. These counties also have a higher percentage of 
Nevada-born residents, at approximately 27.7% compared to 26.3% in urban counties. 

While 75.5% of the population in rural and frontier counties is white, 17.3% of the population 
in these counties is Hispanic. Approximately 13.8% of the Nevada veteran population live in 
rural and frontier counties. Approximately 26.5% of the current prison population are 
incarcerated in rural or frontier counties. Income also tends to be lower in rural and frontier 
counties. In 2019, the average per capita income for rural and frontier counties was lower 
than that of urban counties by more than $6,000 dollars per year ($47,990 versus $54,879). 

The frontier counties of Mineral, Lincoln, Eureka, and Esmeralda, and the rural county of 
Storey, have the smallest populations (less than 5,000 persons) in Nevada. Lincoln County’s 
opioid-related overdose death rate was 19.3 per 100,000 in 2020, one of the highest rates in 
Nevada. Due to low populations, the rate of opioid-related overdose death rates could not be 
reported for Storey, Eureka, and Esmeralda Counties (see Table 4.7).76 Of the remaining 
frontier counties, Douglas, Humboldt, Pershing, and Lander Counties all reported increases 
in the rate of opioid-related drug overdoses in 2020. 

The three urban counties are home to over 90% of the population. Clark County is the largest 
urban county, by far, with a population of a little over 2.2 million persons. Although Carson 
City experienced a decrease in the rate of opioid-related overdose deaths, Clark and 
Washoe Counties experienced increases. 

Rates of drug-related and opioid-related overdoses increased in nine of the 12 counties with 
reportable rates from 2019 to 2020, as seen in Table 4.7 below. Douglas, Elko, and Nye 
Counties experienced increases by at least 10 deaths per 100,000 in 2020. While the change 
in rate from 2019 to 2020 cannot be calculated for Lander, Lincoln, and Pershing Counties, 
due to the 2019 rate of zero or too low to report, it can be inferred that the rates have 
significantly increased because 2020 data are above zero and reportable. 

Table 4.7. Drug-Related and Opioid-Related Overdose Death Rates77 

County 
Drug-Related Overdose Death 

Rates 
Opioid-Related Overdose Death 

Rates 
2019 2020 Change 2019 2020 Change 

Carson City 26.6 19.5 ↓ 7.1 16.0 8.8 ↓ 7.2 
Churchill 23.3 19.3 ↓ 4.0 19.4 15.5 ↓ 3.9 

76 State of Nevada Department of Health and Human Services. Suspected Nevada Drug Overdose Surveillance Monthly Report, January 2022: Statewide 
Report. 
77 State of Nevada Department of Health and Human Services, Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 2020 
– Statewide 2020. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf 
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County 
Drug-Related Overdose Death 

Rates 
Opioid-Related Overdose Death 

Rates 
2019 2020 Change 2019 2020 Change 

Clark 19.2 24.5 ↑ 5.3 11.0 16.6 ↑ 5.6 
Douglas 14.2 20.1 ↑ 5.9 5.1 18.1 ↑ 13.0 
Elko 5.5 12.7 ↑ 7.2 1.8 12.7 ↑ 10.9 
Esmeralda — — — — — — 
Eureka — — — — — — 
Humboldt 29.3 17.6 ↓ 11.7 11.7 17.6 ↑ 5.9 
Lander — 33.4 ↑* — 33.4 ↑* 

 

 
 

 
 

 
      

         
        

       
       

       
         

       
       

        
       

       
       

       
         

         

Lincoln — 19.3 ↑* — 19.3 ↑* 
Lyon 33.4 20.7 21.1 12.1 ↓ 12.7 ↓ 9.0 
Mineral 21.7 — ↓* 21.7 — ↓* 
Nye 22.7 26.6 10.3 20.5 ↑ 3.9 ↑ 10.2 
Pershing — 14.4 ↑* — 14.4 ↑* 
Storey — — — — — — 
Washoe 27.9 31.9 ↑ 4.0 16.8 22.1 ↑ 5.3 
White Pine 28.3 28.4 18.8 9.5 ↑ 0.1 ↓ 9.3 

           
  

  
 

           
         

             
         

                
  

      
               

 
           

      
            

               
         

       
         

 

 
        

        
 

              
   

        

Source: Suspected Nevada Drug Overdose Surveillance Monthly Report January 2022, Statewide Report. Data include 
accidental poisonings, intentional self-poisonings, and assault by drug poisonings, and drug poisoning of undetermined intent 
for drug-related overdose deaths and where any of the following opioid-related substances contributed to the cause of death: 
opium, heroin, natural and semi-synthetic opioids, methadone, synthetic opioids, and other/unspecified opioids. 

Note: “—” indicates data where the rate may be 0 or was suppressed due to low counts. “*” indicates a change in the rate could 
not be calculated 

Availability of Opioids and Other Drugs 
Polysubstance use in Nevada has been on the rise from 2019 to 2020. 78 The Nevada HIDTA 
found several polysubstance issues when reviewing both drug trafficking and use in the 
state.79 The HIDTA notes various combinations of fentanyl available. The most common 
combination reported was fentanyl-laced pills combined with oxycodone, as well as 
fentanyl-laced pills combined with Xanax. According to the DEA 2020 National Drug Threat 
Assessment, illicit fentanyl presents a major concern in the ongoing opioid crisis in the United 
States. The National Drug Helpline placed Nevada on "red alert" status for increased risk of 
death from overdose, and in April of 2022, the DEA released a letter warning states of mass 
overdose events caused by fentanyl-laced drugs which the victims did not know contained 
fentanyl. 

Stimulants 
Methamphetamine is in abundant supply due to the low cost of making the drug. Although 
the overall rate of methamphetamine arrests accounted for 61% of all drug-related arrests in 

78 Nevada State Opioid Response. Nevada State Unintentional Drug Overdose Reporting System Polysubstance Report, 2019-2020 — Statewide. Available 
at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors-polysubstance-report-2019-2020.pdf 
79 Nevada HIDTA Investigative Support Center. 2021 Threat Assessment, 2021. 
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Las Vegas, these arrests declined by 11% from 2019 to 2020.80 As evident in Table 4.2, 
methamphetamine use in Nevada is estimated to be higher than national estimates. 

The age range accounting for most of the methamphetamine-related arrests were adults 
aged 25 years–34 years, followed closely by adults aged 35 years–44 years. Data received 
from both the Clark County Office of the Coroner/Medical Examiner and the Washoe County 
Regional Medical Examiner’s Office indicate that methamphetamine is still the most 
prevalent illicit drug encountered in overdose deaths, followed by fentanyl in 2020. They also 
indicate that heroin, cocaine, and methylenedioxy-methamphetamine were attributed to 
increases in overdose deaths. 

Geography Contributing to Availability 
The geography of Nevada and the surrounding areas contribute to the availability and 
distribution of opioids. Nevada has primarily desert landscape with many mountain ranges. 
The large expanse of the interstate highway through frontier and rural areas provides a direct 
route for drug traffickers to move and sell drugs. Highways have minimal traffic which allow 
for transportation of narcotics on interstates that connect to California, Utah, Arizona, and 
other areas on less traveled transportation routes. 

In addition, Las Vegas presents a unique challenge with its high occurrence of gaming, 
money laundering, and drug trafficking. Initially, the PHE slowed the pace of drug trafficking 
into the United States. However, the threat of illicit drugs, including the rates of overdoses, 
persisted as traffickers adapted and as drug compositions like fentanyl became more potent. 
Additionally, during the lockdown, drug dealers were able to turn to the dark web to sell and 
purchase drugs and other illicit commodities. 

Many of the substances coming into the state originate in Mexico and are brought across the 
border with personal and commercial vehicles. Mexican drug trafficking organizations 
continue to be the predominant source of supply for the primary substance types in Nevada. 
It is anticipated that the Mexican drug trafficking organizations in Nevada will continue to 
utilize violence to expand and maintain their operations and control within an area. 

80 Ibid. 
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Technology Contributing to Availability 
As drug traffickers become more technologically well-informed, the use of the dark web for 
drug trafficking will become more common and increase access to illegal substances. Other 
methods of drug trafficking that continue to become increasingly common include Snapchat 
and Instagram, particularly for fentanyl-laced pills. 

Gaps in Opioid Data 

• Reports indicating duplication of individuals and appropriateness of prescribing in 
the PDMP 

• PDMP reporting for other drugs that are being co-prescribed along with opioids, 
such as gabapentin 

• Single-point of information-gathering for comprehensive aspects of Nevada-based 
opioid data, including other commonly co-occurring substances 

• Demographic-based reports indicating characteristics of people more likely to 
receive aberrant prescriptions for opioids 

• Race/ethnicity data and indicators of membership in special populations in all 
opioid-related data (special populations include veterans, homeless population, 
pregnant women, youth, LGBTQ+, juvenile justice, and children in the child welfare 
system) 

SUD and Co-Occurring Behavioral Health and Comorbid
Physical Health Conditions 
Co-Occurring Behavioral Health Disorders 
Co-occurring mental illness and OUDs are common in both adults and children.81 It is unclear 
whether the comorbidity of the conditions results from common risk factors for both, from 
mental illness increasing the likelihood of developing OUD (such as through self-medication 
of symptoms), or from substance use contributing to mental illness through physiological 
changes. Roughly half of the people who have a mental illness can expect to develop a SUD 
in the future, and about half of those with SUDs can expect to develop a mental illness.82 

Although less often studied, comorbidity appears to be high between opioids and both 
anxiety and stress-related disorders and major depression. Numerous studies have found a 
higher chance of comorbidity with mental health diagnoses among people with OUDs than 
those without. One study reported that more than half of the annual opioid prescriptions 

81 National Institute on Drug Abuse. Part 1: The Connection Between Substance Use Disorders and Mental Illness, 2021. Retrieved from 
https://nida.nih.gov/publications/research-reports/common-comorbidities-substance-use-disorders/part-1-connection-between-substance-use-disorders-
mental-illness 
82 Ibid. 
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across the country are given to individuals with depression or anxiety. Additionally, people 
suffering from mental health disorders are more likely to use opioids in the long-term. 
SAMHSA reports that over a third of people who seek treatment for opioid use have a 
co-occurring mental health diagnosis. 

As many as 43% of people with an OUD who are in treatment for the OUD also have 
symptoms of another mental health disorder such as anxiety or depression.83 Comorbidities 
can affect treatment and prognosis, as well as risk for disorders. People who have bipolar 
disorder in particular experience more difficulty with recovery; and groups with anxiety, 
depression, and bipolar disorder all experience more significant physical and psychological 
symptoms than do people without a comorbid mental health diagnosis.84 Conversely, having 
a mental disorder (e.g., personality disorder, mental illness, or another SUD) greatly 
increases the risk of non-medical opioid use. People who have both an OUD and a comorbid 
mental health condition are at higher risk of self-harm, especially when they have previously 
experienced trauma. 

A national cross-sectional study found that approximately 19% of adults with a behavioral 
health disorder also used opioids, and 16% of individuals who have a behavioral health 
disorder receive over half of all opioids prescribed in the US in 2017.85 

In 2020, approximately 34.5% of individuals who died due to a drug-related overdose in 
Nevada had a co-occurring mental health problem.86 Of the drug-related overdose deaths of 
people of Hispanic origin, 25% reported a prior mental health problem while 7% reported a 
non-alcohol-related substance use issue.87 

Washoe County Mental Health court reported that 86% of mental health court participants 
had a co-occurring SUD, which is consistent with the estimate that 75% of Nevada’s mentally 
ill offenders have co-occurring mental health and SUDs.88 While data are available indicating 
whether a co-occurring mental health condition was present, information is limited on the 
types of behavioral health conditions, and the demographics of those individuals are not 
available. This is primarily due to how overdose deaths are reported. 

Suicide 
As of 2019, Nevada ranked seventh in the nation for the highest number of suicides, with a 
rate of 19.8 per 100,000 persons.89 Over 600 people die by suicide each year in Nevada, 
with approximately 12% occurring in youth. 

83 Goldner EM, Lusted A, Roerecke M, Rehm J, & Fischer B. “Prevalence of Axis-1 psychiatric (with focus on depression and anxiety) disorder and 
symptomatology among non-medical prescription opioid users in substance use treatment: systematic review and meta-analyses,” Addict Behav, Volume 39 
Issue 3 (2014), pp. 520–531. 
84 Zhu, Y., Mooney, L.J., Yoo, C., Evans, E.A., Kelleghan, A., Saxon, A.J., Curtis, M.E., & Hser, Y. “Psychiatric comorbidity and treatment outcomes in 
patients with opioid use disorder: Results from a multisite trial of buprenorphine-naloxone and methadone,” Drug Alcohol Dependence, Volume 228 (2021). 
85 Davis, M.A., Lin, L.A., Liu, H. & Sites, B.D. “Prescription opioid use among adults with mental health disorders in the United States,” Journal of the 
American Board of Family Medicine, Volume 30 Issue 4 (2017), pp. 407–417. 
86 Nevada State Opioid Response, Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 2020 – Statewide. Available at: 
https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf 
87 Larson Institute/Nevada Overdose to Action. 2020 Hispanic/Latinx Overdose, 2021. 
88 State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
89 State of Nevada Department of Health and Human Services: Office of Analytics, Youth Suicide: Behaviors and Circumstances, Nevada 2020, 
February 2022. Available at: 
https://dhhs.nv.gov/uploadedFiles/dhhsnvgov/content/Programs/Office_of_Analytics/Youth%20Suicide%20Behaviors%20and%20Circumstances%20Nevada 
%202020.pdf 
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There is limited data available for suicides that involve drugs, particularly opioid overdoses. 
Information about death from suicide can often be challenging due to the variation in 
methods hospitals use for medical record documentation. 

SUDORS data demonstrates that in 2020, 9.9% of those who died due to a drug-related 
overdose had a history of suicidal thoughts, plans, or attempts, and 6.1% had a history of 
attempting suicide.90 In 2019, suicide was the leading cause of death for those ages 
10 years–17 years, and the second leading cause of death for those ages 
18 years–24 years.91 From 2017 to 2020, youth suicide rates were highest in males (75.3%), 
occurring mostly in white and Hispanic populations (46.8% and 28.6%, respectively). 

Suicide ranks as the ninth primary cause of death among veterans in the United States. 
Approximately 2% of veteran deaths in Nevada were due to suicide between 2017 and 
2020.92 From 2016 to 2020, about 88% of veterans who died by suicide were white, 5% were 
Black, and 3% were Hispanic. Veteran suicides are occurring at the highest rate among 
individuals 20 years–34 years of age. SUDORS data indicated that 6.6% of drug-related 
overdose deaths occurred in active-duty military members or veterans, although the 
delineation between active and veteran cannot be delineated due to the method of data 
capture. 

In 2019, the National Institute on Drug Abuse and the National Institute of Mental Health 
collaborated to highlight the relationship between suicide deaths and the opioid crisis and 
called for collaborative care models to treat people for both OUD and co-occurring mental 
illness. Nevada’s consistently high rankings for suicide deaths underscores the need to 
attend to both. 

Co-Occurring SUDs 
As noted previously, polysubstance use in Nevada has been on the rise from 2019 to 2020. 
Overdose deaths involving one or more substances increased by 16%, with substances 
including opioid and one or more substances having increased by 4%, and stimulants and 
one or more other substances having increased by 17%.93 

Nevada recognized the need to address polysubstance use as part of its response to the 
opioid crisis. The Las Vegas-based Eighth Judicial Medication-Assisted Treatment (MAT) 
Re-entry Court has expanded the population they can serve with State Opioid Response 
(SOR) II funds, allowing them to enroll individuals with a stimulant use disorder into the 
program. The first client was admitted into this program in March 2021.94 

The need for additional treatment options for polysubstance use persists. Although initial 
steps have been taken, an additional review of existing treatment options for best practices 
for those using multiple substances will assist in improved treatment options and outcomes. 
Gold standard options for treatment of opioids, such as MAT, do not address the additional 

90 State of Nevada Department of Health and Human Services, Nevada State Unintentional Drug Overdose Reporting: Report of Deaths 2019 to 
2020 – Statewide. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf 
91 See Note 88 above. 
92 State of Nevada Department of Health and Human Services, Office of Analytics, Special Surveillance Report Veteran Suicide, November 2021. Available 
at: https://dhhs.nv.gov/uploadedFiles/dhhsnvgov/content/Programs/Office_of_Analytics/Veteran%20Suicide%20Report%20November%202021.pdf 
93 Nevada State Opioid Response. Nevada State Unintentional Drug Overdose Reporting System Polysubstance Report, 2019-2020 — Statewide. Available 
at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors-polysubstance-report-2019-2020.pdf 
94 Nevada Center for the Application of Substance Abuse Technologies, Nevada State Opioid Response, and Nevada Department of Health and Human 
Services, Nevada State Opioid Response Grant II, Year 1: September 20, 2020-September 29, 2021, Annual Performance Progress Report, 2021. 
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needs of individuals with methamphetamine or other addictions, which will need to be 
addressed simultaneously during treatment. 

Physical Health Comorbidities 
SUD is often accompanied by physical health conditions. The National Institute of Drug 
Abuse found that chronic pain conditions, cancer, and heart disease are common physical 
health disorders in those with SUDs.95 Chronic pain conditions, tobacco use, and infectious 
disease are strong contributors to SUDs, especially OUD. 

Chronic Conditions 
The CDC found that individuals with chronic conditions who experience chronic pain 
(e.g., cancer, stroke, asthma, and obesity) have a higher likelihood of receiving one or more 
opioid prescriptions and, therefore, are at a higher risk of developing an OUD.96 In fact, 
patients with two or more chronic conditions accounted for over 90% of opioid-related 
hospitalizations from 2011 to 2015.97 

More than 30% of individuals in the US have some form of an acute or chronic pain 
disorder.98 Approximately 10% of people with chronic pain disorders misuse prescription 
opioids.99 The Nevada DHHS Office of Analytics PDMP Dashboard provides the Top 10 
ICD-10 diagnoses in which an opioid was prescribed for less than 30 days, greater than 
90 days, and 30 days–90 days. As depicted in the PDMP Dashboard (Table 4.8 below), 
chronic pain disorders (e.g., dorsalgia, nerve pain, joint/muscle pain) are the top diagnoses 
for opioid prescriptions.100 Chronic pain conditions can also be exacerbated by behavioral 
health conditions, such as depression and anxiety,101 which increases a person’s risk for 
developing SUD. 

95 National Institute on Drug Abuse. Common Comorbidities with Substance Use Disorders Research Report, 2020. 
96 Rajbhandari-Thapa J, Zhang D, Padilla HM, Chung SR. “Opioid-Related Hospitalization and Its Association with Chronic Diseases: Findings from the 
National Inpatient Sample, 2011–2015,” Prev Chronic Dis, Volume 16 (2019). 
97 US Department of Labor, “Risk Factors for Opioid Misuse, Addiction, and Overdose.” Available at: https://www.dol.gov/agencies/owcp/opioids/riskfactors 
98 Longo, D. “Opioid Abuse in Chronic Pain – Misconceptions and Mitigation Strategies,” New England Journal of Medicine, Issue 374 (2016), pp. 1253–1263. 
Available at: https://www.nejm.org/doi/pdf/10.1056/NEJMra1507771?articleTools=true 
99 National Institute on Drug Abuse, Common Comorbidities with Substance Use Disorders Research Report, accessed February 2022. Available at: 
https://nida.nih.gov/publications/research-reports/common-comorbidities-substance-use-disorders/part-2-co-occurring-substance-use-disorder-physical-
comorbidities 
100 State of Nevada Department of Health and Human Services Office of Analytics, Nevada Prescription Drug Monitoring Program Nevada 2017–2022. 
Available at: 
https://app.powerbigov.us/view?r=eyJrIjoiYjgyYzkyMzctNDg0OS00ZGY1LWJiMWYtM2E0NDlkZjI0MmEyIiwidCI6ImU0YTM0MGU2LWI4OWUtNGU2OC04Z 
WFhLTE1NDRkMjcwMzk4MCJ9 
101 National Institute on Drug Abuse, Common Comorbidities with Substance Use Disorders Research Report, 2020. 
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Table 4.8 Top 10 Diagnoses for Opioid Prescriptions with Supplies less than 30 Days, 
Greater than 90 Days, and 30 Days–90 Days102 

Less than 30 Days Greater than 90 Days 30 Days–90 Days 
• Diseases of the nervous 

system, pain not 
elsewhere classified 

• Dorsalgia 
• Other joint disorder, not 

elsewhere classified 
• Thoracic, thoracolumbar, 

and lumbosacral 
intervertebral disc 
disorders 

• Dental caries 
• Spondylosis 
• Diseases of pulp and 

periapical tissues 
• Pain, unspecified 
• Abdominal and pelvic 

pain 
• Opioid-related disorders 

• Dorsalgia 
• Other joint disorder, not 

elsewhere classified 
• Thoracic, thoracolumbar, 

and lumbosacral 
intervertebral disc 
disorders 

• Diseases of the nervous 
system, pain not 
elsewhere classified 

• Migraine 
• Neuralgia 
• Other and unspecified 

osteoarthritis 
• Spondylosis 
• Other spondylopathies 
• Polyosteoarthritis 

• Dorsalgia 
• Thoracic, thoracolumbar, 

and lumbosacral 
intervertebral disc 
disorders 

• Spondylosis 
• Diseases of the nervous 

system, pain not 
elsewhere classified 

• Other joint disorder, not 
elsewhere classified 

• Intraoperative and 
post-procedural 
complications and 
disorders of 
musculoskeletal system, 
not elsewhere classified 

• Cervical disc disorder 
with radiculopathy, 
unspecified cervical 
region 

• Other spondylopathies 
• Neuralgia 
• Osteoarthritis of knee 

Viral Infections 
Individuals suffering from OUD who inject or administer drugs intravenously have a high rate 
of transmission and contraction of viruses such as hepatitis C, hepatitis B, and HIV. These 
viruses are often found in the OUD population.103 A recent Nevada report on HIV indicated 
that, in 2020, there were 15 new cases of HIV through injection drug use and 14 new cases 
through injection drug use combined with male-to-male sexual contact (MSM), most of which 
occurred in Clark County.104 Additionally, 754 Nevadans are known to be living with HIV 
transmitted through injection drug use, and 755 through MSM and injection drug use. 

Hepatitis is a viral inflammatory disorder that often involves pain. Individuals with untreated 
hepatitis C may experience joint pain, and those with hepatitis B may experience joint and 

102 State of Nevada Department of Health and Human Services Prescription Drug Monitoring Program Dashboard, data for 2021. Available at: https://modi-
dark.talusanalytics.com/resource/nevada-prescription-drug-monitoring-dashboard/ 
103 Centers for Disease Control and Prevention, “Persons who Inject Drugs: Infections Diseases, Opioids, and Injection Drug Use.” Available at: 
https://www.cdc.gov/pwid/opioid-use.html#:~:text=A%20deadly%20consequence%20of%20the,cause%20heart%20infections%20(endocarditis%20). 
104 State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health, Office of HIV and Office of Analytics, Nevada 2020 
HIV Fast Facts, 2020 
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abdominal pain. Individuals who contract HIV may also experience joint and muscle pain due 
to inflammation. Therefore, not only are people who use opioids through injection or 
intravenously at risk for contracting these diseases, but chronic pain associated with the 
diseases increases the likelihood of opioid misuse. 

Bacterial Infections 
In the July 2017 edition of the CDC’s Morbidity and Mortality Weekly Report, the CDC 
studied the bacterial and fungal infections of persons who inject or use drugs intravenously in 
Western New York, an area with a high rate of opioid overdoses.105 Bacterial and fungal 
infections, such as infective endocarditis, osteomyelitis, pneumonia, empyema, septic 
arthritis infections, central nervous system abscesses, and skin and soft tissue infections are 
associated with SUDs.106 Approximately 74% of the opioid users included in the study had 
infections in the skin and soft tissue. Approximately 24% of the people who use opioids with 
these types of infections were hospitalized for at least 30 days.107 Data limitations of the 
study include an underestimate of bacterial and fungal infections because some individuals 
do not seek care; therefore, there is a lack of outpatient visit information. For those who do 
seek care, medical records do not always specify the route of drug administration. 

While not specific to Nevada, the study provides insight into the type of infections that could 
develop, interventions that could help to avoid these types of infections, and the cost of care 
that is associated with these infections. The CDC notes that although the study is limited to a 
small population, that does not lessen the point that these skin and tissue infections could be 
prevented by using proper hand hygiene and cleaning the site prior to injection. Education 
regarding hygiene and safe equipment could have a positive impact on these rates. 

Also in Nevada, the number of annual cases of congenital syphilis, another bacterial infection 
commonly associated with injection drug use, has risen by 12%108 between 2019109 

(114.7 per 100,000 live births) and 2020110 (131.2 per 100,000 live births). Nevada has 
consistently ranked fourth in the nation for rates of reported congenital syphilis in 2019 and 
2020. 

105 Hartnett, K., Jackson, K., et al., “Bacterial and Fungal Infections in Persons Who Inject Drugs – Western New York, 2017” MMWR Morb Mortal Wkly Rep, 
Volume 68 Issue 26 (2019), pp. 583–586. Available at: https://www.cdc.gov/mmwr/volumes/68/wr/pdfs/mm6826a2-H.pdf 
106 McCarthy, N., Baggs, J., See, I., Reddy, S.C., Jernigan, J.A., Gokhale, R.H. & Fiore, A.A. “Bacterial Infections Associated with Substance Use Disorders, 
Large Cohort of United States Hospitals, 2012–2017.” Clinical Infectious Diseases, Volume 71 Issue 7 (2020), pp. e37–e44. Available at:  
https://academic.oup.com/cid/article/71/7/e37/5697426 
107 Ibid. 
108 Casado, F. “Cases of babies born with syphilis rise in Nevada in 2020.” Kolo TV, April 19, 2022, accessed May 2, 2022. Available at: 
https://www.kolotv.com/2022/04/19/cases-babies-born-with-syphilis-rise-nevada/ 
109 Centers for Disease Control and Prevention, “Sexually Transmitted Disease Surveillance 2019, Table 40. Congenital Syphilis — Reported Cases and 
Rates of Reported Cases by State, Ranked by Rates, United States, 2019.” Available at: https://www.cdc.gov/std/statistics/2019/tables/40.htm 
110 Centers for Disease Control and Prevention, “Sexually Transmitted Disease Surveillance 2020, Table 20. Congenital Syphilis — Reported Cases and 
Rates of Reported Cases by State, Ranked by Rates, United States, 2020.” Available at: https://www.cdc.gov/std/statistics/2020/tables/20.htm 

Mercer 37 

https://www.cdc.gov/std/statistics/2020/tables/20.htm
https://www.cdc.gov/std/statistics/2019/tables/40.htm
https://www.kolotv.com/2022/04/19/cases-babies-born-with-syphilis-rise-nevada
https://academic.oup.com/cid/article/71/7/e37/5697426
https://www.cdc.gov/mmwr/volumes/68/wr/pdfs/mm6826a2-H.pdf


           
  

 

  
 

 

 

  
               

   
             

      
   

     
       

 
         

  

      
 

       
  

         
 

      
   

           
 

     
  

         

Nevada Opioid Needs Assessment and Statewide Plan 2022 State of Nevada 

Gaps Related to SUD and Co-Occurring Behavioral and Physical Health 
Conditions 

• Data that accurately capture co-occurring behavioral health and physical health 
conditions within Nevada’s OUD population 

• Zero Suicide Initiative is progressing, but still lacking in sufficient training on 
suicide signs, risk factors, and evidence-based interventions applicable to suicide 
and substance use. Efforts are needed in the school system, for parents, for law 
enforcement, and for other community partners 

• Data on health outcomes, especially longitudinal data stratified according to 
population characteristics 

• Data on co-occurring substance use and treatment access for individuals using 
multiple substances 

• Capacity for crisis intervention in the community rather than in EDs and inpatient 

COVID-19 PHE Impact 
The data presented in this report are as current as available and, therefore, include data 
collected during the COVID-19 PHE. The impact of COVID-19 on the opioid epidemic is 
mixed, with significant increases in overdoses and overdose deaths across the country, and 
yet reports of less substance use during the PHE per the 2020 NSDUH.111 The NSDUH 
demonstrates that rising numbers during the PHE are not necessarily due to increasing use 
among those already using opioids. Figure 5 shows that most respondents reported using 
drugs other than alcohol about the same or less than they had prior to COVID-19. 

111 Substance Abuse and Mental Health Services Administration. Key Substance Use and Mental Health Indicators in the United States: Results from the 
2020 National Survey on Drug Use and Health, 2021. 
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Figure 5. Perceived COVID-19 PHE Effect on Drug Use: Among Past Year Users of 
Drugs Other than Alcohol Aged 12 Years or Older; Quarter 4, 2020.112 

As shown in Figure 5, the Survey reported that in Quarter 4 of 2020: 

• Among people aged 12 years or older who used drugs other than alcohol in the past 
year, about one in three perceived that they used these drugs “a little less or much less” 
than they did before the COVID-19 PHE began, and more than half (57.5% or 60.6 
million people) perceived that they used these drugs “about the same” as they did before 
the COVID-19 PHE began. An estimated 10.3% of past year users of drugs other than 
alcohol (or 10.9 million people) perceived that they used these drugs “a little more or 
much more” during the COVID-19 PHE than they did before. It is not known, however, 
whether people who reduced or increased their use of these drugs will return to their 
earlier levels of use over time. 

• Nearly half of adolescents aged 12 years to 17 years who used drugs other than alcohol 
in the past year (46.4% or 2.0 million people) perceived that they used these drugs “a 
little less or much less” than they did before the COVID-19 PHE began. This percentage 
among adolescents was higher than the corresponding percentages among young adults 

112 Substance Abuse and Mental Health Services Administration. Key Substance Use and Mental Health Indicators in the United States: Results from the 
2020 National Survey on Drug Use and Health, 2021. (page 50). Available at: 
https://www.samhsa.gov/data/sites/default/files/reports/rpt35325/NSDUHFFRPDFWHTMLFiles2020/2020NSDUHFFR1PDFW102121.pdf 
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aged 18 years to 25 years (31.8% or 4.2 million people) and those aged 26 years or older 
(31.5% or 27.7 million people) who used these drugs. In relation to perceived reductions 
in alcohol use, these adolescents could increase their use of other drugs, as they have 
more opportunities to engage in social activities with peers. 

• Adolescents and young adults who used drugs other than alcohol in the past year were 
more likely than their counterparts aged 26 years or older to perceive that they used 
these drugs “a little more or much more” than they did before the COVID-19 PHE. 
Specifically, 15.2% of adolescents (or 665,000 people) and 18.7% of young adults (or 
2.5 million people) perceived that they used these drugs “a little more or much more” than 
they did before the COVID-19 PHE began. In comparison, 8.8% of adults aged 26 years 
or older who used drugs other than alcohol in the past year (or 7.7 million people) 
perceived that they used these drugs “a little more or much more” than they did before 
the COVID-19 PHE. 

In 2020, health service utilization for conditions other than those related to COVID-19 
decreased, particularly during the first months of the PHE and into 2021.113 It is significant 
that opioid-related ED visits increased during this period when individuals were, for the most 
part, not accessing services. It suggests that the decreased utilization of outpatient services 
and/or the effects of the PHE could have driven some of the ED utilization presented later in 
the report. The survey above suggests that these may be among a mix of people who are 
new to opioid use and those who have continued use from before the PHE. 

Finally, felony admissions for drug possession dropped nearly 17% during the PHE, while the 
justice system saw a 20% increase in admissions among people with behavioral health 
treatment needs.114 

In Summary: Opioid Impact in Nevada 
The impact of the opioid epidemic in Nevada, from opioid and polysubstance use, to 
co-occurring behavioral health and physical condition comorbidity, overdose, and ED and 
hospital utilization, is just beginning to be fully understood with the data and analyses that 
are available. The impact of the COVID-19 PHE on the opioid epidemic made trends more 
difficult to identify. Although the data is somewhat limited, it is feasible to identify 
recommendations based on gaps identified in this section. 

Findings and Gaps Summary 
• Nevada experienced serious impacts of the opioid epidemic over the last 10 years. In 

2019, Nevada ranked twenty-eighth in opioid overdose deaths and twentieth in opioid 
prescribing. Opioid and polysubstance use is increasing rapidly, with alarming increases 
in subsequent deaths from suicide and overdose. The National Drug Helpline placed 
Nevada on “red alert” status for increased risk of death from overdose. 

• Health disparities are not fully understood and require high-priority attention. Capturing 
race/ethnicity, as well as population data, would provide insights into health equity. These 

113 State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
114 Crime and Justice Institute, Nevada Sentencing Commission Presentation: “Impact of COVID 19 on Nevada's Prison Population: Project Update,” 
September 2021. 
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insights would support prioritizing populations and developing interventions that are 
designed for and meet specific needs of these populations. 

• There are several contributors to the availability and distribution of substances: Nevada’s 
location and geography, the increasing use of technology and digital means, and provider 
prescribing patterns. While opioid prescribing rates are declining, Nevada maintained a 
higher dispensing rate than the national average. It will be important for Nevada to 
capture diagnoses and other drugs co-prescribed with opioids. This insight would assist 
in a better understanding of the extent of appropriate and inappropriate provider 
prescribing patterns. The State could then collaborate with managed care organizations 
(MCOs) to develop and implement outcome-based programs to support appropriate 
provider prescribing and curb member behaviors that contribute to seeking multiple 
prescribers. 

• Those with co-occurring behavioral health disorders and/or physical health comorbidities 
have a greater likelihood of receiving one or more opioid prescriptions and, subsequently, 
are at greater risk of developing OUD. Access to behavioral and physical health services 
in the state could be further assessed to ensure these services are available to those 
who need them in the way that they need to access them to proactively manage these 
types of conditions. 
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Section 5 
Current System Addressing 
Opioids in Nevada 
Nevada’s multiple agencies and stakeholder groups are responsible for reducing harms 
related to opioid misuse, opioid overdose, and OUD through prevention, treatment, harm 
reduction, and recovery supports. The following section reviews the current system and 
identifies gaps in access and availability of programs and services that are likely contributing 
to vulnerabilities leading to adverse impacts of opioid misuse, opioid overdose, and OUD on 
the residents of Nevada. 

Prevention 
The SAMHSA recommends five steps and two guiding principles within its Strategic 
Prevention Framework (“Framework”) that should be applied when planning prevention 
interventions and programs to decrease substance use-related risks and harm. The 
Framework's five steps include assessment, capacity, planning, implementation, and 
evaluation. Cultural competence and sustainability should be considered key principles in the 
five steps. The Framework offers jurisdictions a systematic approach to identifying and 
prioritizing specific problems, affected populations, protective factors, and resources; building 
community awareness, engagement, and capacity; selecting appropriate interventions and 
developing comprehensive project plans; implementing programs with fidelity and 
appropriate adaptations; and evaluating prevention programs.115 

A range of evidence-based prevention strategies can be applied to reduce risks across a 
continuum of substance use, including preventing opioid misuse and OUD. Additionally, 
prevention efforts may be designed to offer universal, selective, or individualized 
interventions. For purposes of this report, three categories of prevention efforts are 
discussed: primary, secondary, and tertiary. Tertiary prevention efforts are primarily 
addressed in the context of harm reduction. The 2019 assessment of the overall Nevada 
behavioral health care system identified that prevention is at 84% unmet need/insufficient 
capacity statewide.116 

Primary Prevention: Preventing Misuse and New Cases of
OUD 
Primary prevention aims to prevent disease or injury by avoiding exposure to the hazards 
that cause the disease or damage, altering behaviors that increase risks, and increasing 

115 Substance Abuse and Mental Health Services Administration. A Guide to SAMHSA's Strategic Prevention Framework, 2019. Available at: 
https://www.samhsa.gov/sites/default/files/20190620-samhsa-strategic-prevention-framework-guide.pdf 
116 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
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resistance to disease or injury if exposure does occur.117 In the context of OUD, primary 
prevention includes efforts to prevent opioid misuse and reduce risk of OUD if misuse does 
occur. Examples of primary prevention efforts include identifying and addressing adverse 
childhood experiences (ACEs), offering school-based prevention education, educating 
providers on safe prescribing practices, and implementing public education campaigns to 
increase awareness of ways to prevent opioid misuse and OUD. Nevada is implementing 
several evidence-based primary prevention efforts to prevent opioid misuse, opioid overdose, 
and OUD, which are discussed below; however, opportunities to expand prevention efforts in 
the state also exist. The 2019 system-wide assessment using SAMHSA’s CAST identified 
prevention services as the second highest collective need for Nevada, based on a 
comparison of regional priorities.118 

Identifying and Addressing ACEs 
A large body of evidence clearly shows that ACEs, such as physical and emotional abuse, 
neglect, or household dysfunction, are strongly correlated to a higher risk of substance 
misuse, SUDs, and other substance use-related harms.119,120,121,122 Among people with OUD, 
ACEs are positively correlated with overdose, injection drug use, and earlier age of opioid 
initiation.123 ACEs impact people across the lifespan and can lead to an earlier death.124 

Prevention and early identification of ACEs and interventions to address childhood trauma 
are recommended to prevent substance use and other health-related risks among youth and 
adults across the lifespan.125 

Impact of ACEs on Youth in Nevada126 

The Youth Risk Behavior Survey (YRBS) is a national surveillance system established in 
1991 by the CDC to monitor the prevalence of health risk behaviors among youth.127 In 
Nevada, YRBS data are routinely collected from high school and middle school students. 
Concerningly, Nevada YRBS data show that among students with three or more ACEs, rates 
of ever taking prescription pain medicine without a prescription or differently than prescribed 
are high and are similar to rates of ever smoking cigarettes. Among high school students, 
rates of ever taking prescription pain medicine are higher than ever smoking cigarettes 

117 Substance Abuse and Mental Health Services Administration, Center for the Application of Prevention Technologies. “Primary, Secondary and Tertiary 
Prevention Strategies & Interventions for Preventing NMUPD and Opioid Overdose across the IOM Continuum of Care,” (n.d.). Available at: 
https://cadcaworkstation.org/public/DEA360/Shared%20Resources/Root%20Causes%20and%20other%20research/Crosswalk%20PST_USI_models%20wit 
h%20NMUPD_PDO__%20examples_9_27_2016_revised.pdf 
118 State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health. Nevada Substance Abuse Prevention and 
Treatment Agency. Capacity Assessment Report: Nevada, 2019. 
119 Rogers, C. J., Pakdaman, S., Forster, M., Sussman, S., Grigsby, T. J., Victoria, J., & Unger, J. B. “Effects of multiple adverse childhood experiences on 
substance use in young adults: A review of the literature,” Drug and Alcohol Dependence, Volume 234 Issue 109407 (2022). 
120 Bryant, D. J., Coman, E. N., & Damian, A. J. “Association of adverse childhood experiences (ACEs) and substance use disorders (SUDs) in a multi-site 
safety net healthcare setting,” Addictive Behaviors Reports, Volume 12 Issue 100293 (2020). 
121 Stein, M. D., Conti, M. T., Kenney, S., Anderson, B. J., Flori, J. N., Risi, M. M., & Bailey, G. L. “Adverse childhood experience effects on opioid use 
initiation, injection drug use, and overdose among persons with opioid use disorder,” Drug and Alcohol Dependence, Volume 179 (2017), pp. 325–329. 
122 Felitti, V. J., Anda, R. F., Nordenberg, M. C., Williamson, D. F., Spitz, A. M., Edwards, V., Koss, M. P., & Marks, J. S. “Relationship of Childhood Abuse 
and Household Dysfunction to Many of the Leading Causes of Death in Adults: The Adverse Childhood Experiences (ACE) Study,” American Journal of 
Preventive Medicine, Volume 13 Issue 4 (1998), pp. 245–258. 
123 See Note 120 above. 
124 See Note 121 above. 
125 Centers for Disease Control and Prevention. Preventing Adverse Childhood Experiences: Leveraging the Best Available Evidence, 2019. Available at: 
https://www.cdc.gov/violenceprevention/pdf/preventingACES.pdf 
126 Additional results from ACEs and YRBS are included in Appendix D. 
127 Starcevich, K., Zhang, F., Clements-Nolle, K., Zhang, F., & Yang, W. University of Nevada, Reno. 2018 and 2020 Nevada Behavioral Risk Factor 
Surveillance System (BRFSS): Adverse Childhood Experiences (ACEs) Special Report. 
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(among high school students, 33.6% ever took prescription pain medicine compared to 
31.7% who ever smoked cigarettes).128 

The Nevada Middle School YRBS is an anonymous and voluntary biennial survey of 
students in grades six through eight in public, charter, and alternative schools. The 2019 
Nevada Middle School YRBS ACEs Special Report compared students’ exposure to ACEs to 
health behaviors across five categories: behaviors that lead to unintentional injuries and 
violence, tobacco use, alcohol and other drug use, unhealthy dietary behaviors, and physical 
inactivity. Survey results showed that ACEs exposure was positively correlated to any 
substance use and substance use before the age of 11 years. Risk of suicide was also 
positively correlated to ACEs exposure among middle school students. Among students with 
three or more ACEs, 52% seriously considered dying by suicide, 34.7% made a plan for how 
they would die by suicide, and 25.5% attempted suicide in the 12 months prior to the survey. 
A graded dose response between the number of ACEs and likelihood of substance use and 
other health risk behaviors was present in the results; as the number of ACEs exposure 
increased, so did the likelihood of engaging in health risk behaviors.129 

The Nevada Middle School YRBS results showed that among middle school students with 
three or more ACEs: 

• 62.3% ever drank alcohol and 29.8% drank alcohol for the first time before age 11 years 

• 34.7% ever used marijuana and 8.4% tried marijuana for the first time before age 
11 years 

• 29.2% ever smoked cigarettes and 14.9% smoked cigarettes for the first time before age 
11 years 

• 25.9% ever took prescription pain medicine without a doctor’s prescription or differently 
than prescribed 

• 7.3% ever used synthetic marijuana 

• 4.9% ever used ecstasy 

• 4.7% ever used cocaine 

• 3.2% ever used methamphetamines 

• 2.5% ever used heroin130 

Similarly, exposure to ACEs was positively correlated to health risk behaviors, including 
substance use, among high school students in Nevada. The 2019 Nevada High School 
YRBS ACEs Special Report described survey data from a random sample of students in 
99 high schools. ACEs scores were calculated for 4,939 youth who answered at least one 

128 Maxson, C. Lensch, T., Diedrick, M., Zhang, F., Peek, J., Clements-Nolle, K., & Yang, W. State of Nevada, Division of Public and Behavioral Health and 
the University of Nevada, Reno. (2019). 2019 Nevada Middle School Youth Risk Behavior Survey (YRBS): Adverse Childhood Experiences (ACEs) Special 
Report. https://scholarworks-dev.unr.edu/handle/11714/3254 
129 Maxson, C. Lensch, T., Diedrick, M., Zhang, F., Peek, J., Clements-Nolle, K., & Yang, W. State of Nevada, Division of Public and Behavioral Health and 
the University of Nevada, Reno. (2019). 2019 Nevada Middle School Youth Risk Behavior Survey (YRBS): Adverse Childhood Experiences (ACEs) Special 
Report. https://scholarworks-dev.unr.edu/handle/11714/3254 
130 Ibid. 
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ACEs-related question. Risk of suicide among high school students was positively correlated 
to ACEs exposure. Among high school students with three or more ACEs, 38.5% seriously 
considered dying by suicide, 33.7% made a plan for how they would die by suicide, and 
19.7% attempted suicide in the 12 months prior to survey. 

The High School YRBS results show that among high school students with three or more 
ACEs: 

• 77.9% ever drank alcohol and 30.5% drank alcohol for the first time before age 13 years 

• 56.3% ever used marijuana and 13.3% tried marijuana for the first time before age 
13 years 

• 33.6% ever took prescription pain medicine without a doctor’s prescription or differently 
than prescribed 

• 31.7% ever smoked cigarettes and 12.3% smoked cigarettes for the first time before age 
13 years 

• 13.5% ever used synthetic marijuana 

• 9.9% ever used cocaine 

• 8.6% ever used ecstasy 

• 4.7% ever used methamphetamines 

• 4.5% ever used heroin 

• 3.2% ever injected illegal drugs131 

Impact of ACEs on Adults in Nevada 
The Behavioral Risk Factor Surveillance System (BRFSS), established by the CDC, collects 
data to monitor and assess the prevalence of chronic disease, health risk behaviors, and use 
of preventive services among adults through a national system of telephone surveys.132 The 
Nevada BRFSS is an annual anonymous voluntary telephone survey of adults aged 18 years 
or older. Like the Nevada YRBS ACEs Special Reports on middle and high school students, 
the 2018 and 2020 Nevada BRFSS ACEs Special Reports compared exposure to ACEs with 
health risk behaviors among Nevadan adults. 

The BRFSS ACEs Special Report data show that 36.1% of all respondents experienced at 
least one ACE and 29.9% experienced three or more. Black non-Hispanic respondents 
(33.3%) and people who identified their race as Other (41.9%) were more likely to 
experience three or more ACEs compared to white, Asian, or Hispanic respondents. Adults 

131 Maxson, C. Lensch, T., Diedrick, M., Zhang, F., Peek, J., Clements-Nolle, K., & Yang, W. State of Nevada, Division of Public and Behavioral Health and 
the University of Nevada, Reno. (2019). “2019 Nevada Middle School Youth Risk Behavior Survey (YRBS): Adverse Childhood Experiences (ACEs) Special 
Report.” https://scholarworks-dev.unr.edu/handle/11714/3254 
132 Centers for Disease Control and Prevention, 2020 BRFSS Data, 2020. 
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ages 18 years to 34 years were more likely to experience three or more ACEs compared to 
people 35 years and older.133 

Among adults with three or more ACEs: 

• 28.6% reported ever using a prescription pain reliever in a way not directed by a doctor 

• 24.9% reported they used marijuana or cannabis in the past 30 days 

• 21.5% reported they binge drink 

• 21.1% reported they took a prescription drug without a doctor’s prescription 

• 20.2% reported being current smokers 

• 10.1% reported they drank heavily 

• 3% reported using any illegal drug, not including marijuana, in the past 30 days134 

From 2003 to 2020, approximately 53% of Nevadans under the age of 35 years experienced 
at least one ACE, totaling over 1.7 million aggregate ACEs. It is estimated that 17.3% of 
Nevada residents ages 0 years–34 years have experienced the ACE of non-recreational 
opioid misuse by an immediate family member. 38% of all Nevada residents have 
experienced at least one ACE related to the opioid crisis.135 

Enhanced supports utilizing evidence-based practices, such as home visitation and 
strategies to address trauma and ACEs, are necessary for children and families impacted by 
substance misuse and SUDs including OUD or stimulant use disorder. Growing evidence 
shows that providing a family-focused approach will have beneficial effects on family 
members to support the recovery process and build resiliency and protective factors within 
the family structure. Family-focused programs being implemented in Nevada include SUD 
prevention and treatment, in-home skills-based parenting programs that include skills 
training, education, and counseling, Kinship Navigator Programs, residential parent-child 
substance use treatment programs, and developmentally appropriate transition supports with 
older youth and adolescents.136 

Additionally, addressing unmet social needs is important to build stability among families. 
Housing, income, and employment instability worsen risk factors related to substance misuse 
and SUDs. The 2019 system-wide assessment using SAMHSA’s CAST identified that 

133 Starcevich, K., Zhang, F., Clements-Nolle, K., Zhang, F., & Yang, W. University of Nevada, Reno. (n.d.). 2018 and 2020 Nevada Behavioral Risk Factor 
Surveillance System (BRFSS): Adverse Childhood Experiences (ACEs) Special Report. 
134 Starcevich, K., Zhang, F., Clements-Nolle, K., Zhang, F., & Yang, W. University of Nevada, Reno. (n.d.). 2018 and 2020 Nevada Behavioral Risk Factor 
Surveillance System (BRFSS): Adverse Childhood Experiences (ACEs) Special Report. 
https://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/ClinicalSAPTA/Meetings/5c%20-%20BRFSS%2018%2020%20ACEs%20report_8-17-
21.pdf 
135 NRS 433.736. “Requirements and procedures for statewide needs assessment.” Available at: https://www.leg.state.nv.us/NRS/NRS-
433.html#NRS433Sec736 
136 Nevada Center for the Application of Substance Abuse Technologies, Nevada State Opioid Response, and Nevada Department of Health and Human 
Services, Nevada State Opioid Response Grant II, Year 1: September 20, 2020-September 29, 2021, Annual Performance Progress Report, 2021. 
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housing vouchers and affordable housing programs are needed in the Northern and 
Southern regions of Clark County and Washoe County.137 

Suicide Prevention 
Suicide prevention efforts are an important part of Nevada's overall prevention strategy due 
to the complex relationship between childhood trauma and ACEs, depression and substance 
use, and intentional overdose. Nevada has implemented several initiatives to prevent 
suicide.138 Two coordinator positions within the Nevada Office of Suicide Prevention were 
established to collaborate with hospitals throughout the state to initiate the adoption and 
implementation of Zero Suicide and to begin to introduce the new crisis continuum to 
communities. The coordinators provided technical assistance to nine of 12 hospital systems 
from April 2021 to August 2021. They also held Community of Practice meetings monthly to 
provide formalized technical assistance for participating hospital systems and personalized 
intensive technical assistance. More work remains to be done to fully implement the Zero 
Suicide Initiative. 

School-Based Education 
Preventing opioid misuse among youth is critically important, as early initiation of substance 
use is a risk factor for developing a SUD.139 Analysis of adolescent data from the NSDUH 
from 2004 to 2011 shows that youth initiating non-medical use of prescription opioids at 
10 years to 12 years old had the highest risk of transitioning to heroin use in young 
adulthood, and the most frequently reported initiation age of non-medical prescription opioid 
use was 16 years to 18 years old.140 

Alarmingly, drug overdose and poisoning deaths among youth 18 years and younger have 
increased in Nevada by 550% between 2019 and 2020.141 During the same time period, 
nationwide drug overdose deaths and poisonings among children and adolescents have 
increased by 83.6%. Drug overdose and poisoning is currently the third leading cause of 
death among children and adolescents in the United States.142 Rates of illicit drug use among 
youth in Nevada are slightly higher than the national average, with 8.35% of Nevadan youth 
ages 12 years to 17 years reporting they used an illicit drug in the past month, compared to 
7.71% of youth nationwide.143 Additionally, compared to the national average, youth in 
Nevada report lower perceived risk of harm from using cocaine monthly and trying heroin 
(see Table 5.1).144 

137 State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health, Nevada Substance Abuse Prevention and 
Treatment Agency. Capacity Assessment Report: Nevada, 2019. 
138 See Note 135 above. 
139 US Department of Health and Human Services, Office of the Surgeon General. Facing Addiction in America: The Surgeon General’s Report on Alcohol, 
Drugs, and Health, 2016. Available at: https://addiction.surgeongeneral.gov/sites/default/files/surgeon-generals-report.pdf 
140 Cerda, M., Santaella, J., Marshall, B. D., Kim, J. H., & Martins, S. “Nonmedical Prescription Opioid Use in Childhood and Early Adolescence Predicts 
Transitions to Heroin Use in Young Adulthood: A National Study,” Journal of Pediatrics, Volume 167 Issue 3 (2016), pp. 605-12. e1-2. 
141 State of Nevada Department of Health and Human Services. Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 
2020 – Statewide, 2020. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf 
142 Goldstick, J. E., Cunningham, R. M., & Carter, P. M. “Current Causes of Death in Children and Adolescents in the United States,” New England Journal of 
Medicine, Volume 386 (2022), pp. 1955–1956. 
143 Substance Abuse and Mental Health Services Administration. 2019–2020 National Survey on Drug Use and Health: Model-Based Prevalence Estimates 
(50 States and the District of Columbia), 2021. Available at: https://www.samhsa.gov/data/report/2019-2020-nsduh-state-prevalence-estimates 
144 Ibid. 
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Table 5.1. 2019–2020 NSDUH: Perceived Risk Estimates145 

Percentage of those ages 
12 years–17 years 

Percentage of those ages 
18 years and older 

Nevada United 
States 

Nevada United 
States 

Perceive great risk from 
using cocaine monthly 

51.59 53.29 69.3 70.08 

Perceive great risk from
trying heroin 

59.29 62.03 86.4 86.33 

           
  

 

  
 

  
     

  
    

    
 

 
 

 
    

  
    

    
 

    

 

   
    

             
     

           
         

       
             

              
  

     
    

      
      
       

       
      

       
        

 
 

   

  

   
             
           

   
         

 
 

             
            

 
  

In 2017, the Washoe County School District reported that approximately 35% of students in 
grades nine to 12 lived with someone who misused alcohol, had an alcohol use disorder, or 
misused drugs.146 Family history of substance use is a risk factor for high-risk substance use 
among youth.147 To reduce substance use-related harms among youth, the Healthier Nevada 
Youth Educational Modules, a substance misuse prevention curriculum, was created by 
medical students from University of Nevada, Reno School of Medicine. The curriculum was 
implemented in the Washoe County School District with students in grades nine to 12 and 
was designed to educate youth on SUDs, the opioid epidemic, and naloxone. 

To assess the impact of the curriculum on students’ knowledge and attitudes related to 
substance use and comfort discussing substance use-related issues with health care 
providers, a pre- and post-survey was administered. Results from the survey, conducted with 
682 students, showed that the curriculum substantially increased students’ knowledge and 
awareness about SUDs, the opioid epidemic, and naloxone. Prior to receiving the curriculum, 
65% of students reported their understanding and awareness of naloxone was very poor or 
poor, and 33% reported their understanding of the opioid epidemic was very poor or poor. 
Following the presentation of the curriculum, only 6% of students reported their 
understanding and awareness of naloxone was very poor or poor, and 3% reported their 
understanding of the opioid epidemic was very poor or poor. Students’ comfort level 
discussing substance use-related issues with healthcare providers also improved following 
the curriculum presentation. 28% of students strongly agreed they would feel comfortable 
discussing substance use-related information with their doctor following receiving the 
curriculum, compared to 19% prior to receiving the curriculum presentation.148 

In Lyon County, prevention efforts in schools are aided by youth-led peer-to-peer prevention 
teams, as well as school resource officers, who are also community health workers, as part 
of their effort to approach treatment and prevention as whole person, integrated care, and to 
include nutrition and wellness activities as part of prevention and harm reduction. The 
Healthy Communities Coalition of Lyon and Storey Counties used similar data to other local 
coalitions of YRBS and community stakeholder data to develop recommendations around 
local partnerships, local educational efforts in the school and the community on prevention 

145Ibid. 
146 Rescigno, M., Allen, A., & Meyer, D. “Substance Use and Addiction Education for Northern Nevada Youth,” Pediatrics, Volume 147 (2021), pp. 222–223. 
147 Centers for Disease Control and Prevention, “High-Risk Substance Use Among Youth,” 2020. Available at: https://www.cdc.gov/healthyyouth/substance-
use/index.htm 
148 See Note 145 above. 
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and opportunities for treatment, and the importance of cross-section participation in the 
coalition and delivering services to the community.149 

Other school-based prevention opportunities in Nevada have also been identified. The 
Prevention, Advocacy, Choices, Teamwork (PACT) Coalition identified several prevention 
needs in Southern Nevada, including engaging students in high-risk environments in 
after-school programming for youth empowerment, and implementing strategies to reduce 
binge drinking and drug use among youth ages 18 years to 21 years.150 Additionally, the 
2019 system-wide assessment using SAMHSA’s CAST included a review of prevention 
capacity across several categories, including school-based prevention programs. Among the 
five regions assessed, only one was rated to have sufficient capacity for school-based 
prevention programs (Southern Rural Behavioral Health Region).151 

Public Education 
Funding supported by the CDC’s Prevention for States program has supported a prescription 
awareness campaign titled, Wake up Nevada. Additional efforts include the Southern 
Nevada Health District’s (SNHD’s) OD2A project in collaboration with the PACT Coalition 
called Back to Life, a targeted campaign to reduce naloxone stigma among law enforcement. 
Several additional opportunities for public education efforts have been identified through local 
data collection and coalition efforts focused on preventing substance use-related harms. The 
2020 Clark County Community Perceptions of Drug Use and Harm Reduction Survey 
identified two areas of action in the public education category.152 Based on survey data, both 
educational prevention initiatives in the community for youth and providers and community 
awareness initiatives on how to prevent drug use and misuse and reduce stigma should be 
implemented in communities. Additionally, the PACT Coalition identified the need to work 
with cross-system agencies, such as educational institutions, first responders, and law 
enforcement, to leverage opportunities for community-level change. Efforts noted included 
developing and strengthening linkages to available resources. Preventing prescription drug 
use for non-medical purposes, with or without a prescription, was also identified as a priority 
by the Coalition.153 

Despite demonstrated needs related to primary prevention programming, public perception 
supporting the use of State resources to promote prevention appears to be limited according 
to the 2020 Clark County Community Perceptions of Drug Use and Harm Reduction 
Survey.154 The survey found that only 35.2% of respondents agreed or strongly agreed that 
taxpayer money spent to prevent the misuse of drugs is money well spent. 

Provider Education 
Safe and appropriate prescribing is also essential to reduce risk of opioid misuse and OUD. 
In 2018, Nevada's person-level prescribing rates were highest among the older population. 

149 Healthy Communities Coalition Lyon and Storey Counties. Comprehensive Community Prevention Plan 2019–2021. 
150 PACT Coalition. 2019–2021 Comprehensive Community Substance Abuse Prevention Plan. 
151 State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health, Nevada Substance Abuse Prevention and 
Treatment Agency. Capacity Assessment Report: Nevada, 2019. 
152 Nevada Institute for Children’s Research and Policy and the Cannon Survey Center. 2020 Clark County Community Perceptions of Drug Use and Harm 
Reduction Survey Report, 2020. 
153 PACT Coalition. 2019–2021 Comprehensive Community Substance Abuse Prevention Plan. 
154 See Note 151 above. 

Mercer 49 



           
  

 

  
 

              
           

    
     

  

         
     

          
 

  

     
     

            
          

 
 
       

         

      

       

      

           

      

   

       
     

      
     

             
           

 

  
            

 
       

 
             
   
                   

                

Nevada Opioid Needs Assessment and Statewide Plan 2022 State of Nevada 

Nationally, approximately 26.8% of persons 65 years and older had filled at least one 
prescription for an opioid.155 The Nevada legislature passed AB 474 in 2018 to address 
over-prescribing of opioids, resulting in a 39% reduction in prescriptions for opioids and a 
56% reduction in co-administration. The legislation also requires mandatory checking of the 
PDMP. 

A continued challenge is the expectation of patients to receive interventions that completely 
eradicate pain and the establishment of pain as a fifth vital sign, the only one which is 
subjective. Continued education is needed for prescribers to use or refer to options other 
than opioids for pain management, such as chiropractic intervention, acupuncture, nerve 
blocking, and mindfulness and meditation.156 

SOR grant funding is also being used in Nevada to enhance the skill of prescribers through 
in-person and online trainings, webinars, and Project Extension for Community Healthcare 
Outcomes (ECHO) sessions.157 Project ECHO, currently offered by the University of Nevada, 
Reno School of Medicine, provides a biweekly clinic on alternative pain management 
treatments. Topics of the trainings include: 

• Mental Health Implications of Pain 

• Motivational Interviewing for Patients with Chronic Pain 

• Emergency Department Discharge Scenarios 

• Cognitive-Behavioral Therapy and Pain Management 

• Strategies for Pain Patients 

• How to Integrate Behavioral Health in the Primary Care Setting 

• CDC Guidelines for Opiate Prescribing 

• Informed Consent and Treatment Agreements 

Additionally, the Pacific Southwest Prevention Technology Transfer Center (PTTC), funded 
by SAMHSA, is located at the Center for the Application of Substance Abuse Technologies 
at the University of Nevada, Reno. The PTTC provides training and technical assistance to 
substance use prevention, treatment, and recovery organizations in the US Department of 
Health and Human Services Region Nine. The PTTC is a regional resource that offers 
information, guidance, training, and technical assistance to increase the adoption of efforts 
related to preventing substance use-related harms, including opioid misuse and OUD. 

Provider Collaboration 
Nevada has an ongoing need for collaboration between pharmacists and physicians to 
reduce misuse of opioids and other prescription medications. One need is the establishment 
of Collaborative Practice Agreements, allowing all members of a person’s care team to use 

155 University of Nevada, Las Vegas, Nevada Institute of Children’s Research and Policy. Comprehensive community substance abuse prevention plan, 2019. 
156 Ibid. 
157 Nevada Center for the Application of Substance Abuse Technologies, Nevada State Opioid Response, and Nevada Department of Health and Human 
Services. Nevada State Opioid Response Grant II, Year 1: September 20, 2020–September 29, 2021, Annual Performance Progress Report, 2021. 
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and share information to improve care delivery. Communication between practitioners can 
also assist in consolidating information that may be shared by the patient with each 
practitioner to ensure medications are being prescribed and taken appropriately. This 
increases patient adherence and improves outcomes. Education for physicians on the 
corporate policies of pharmacies would also be a useful component of collaboration, as 
pharmacies may have policies on detailed ICD-10 codes or safety concerns about liability for 
overdose. Provider collaboration can also help to identify individuals who see multiple 
doctors to obtain prescriptions. While time constraints may inhibit communication between 
practitioners, telephonic communication and consistent use of the PDMP can assist in the 
communication and improvement of prescribing protocols. 

Data Monitoring 
The Prescription Drug Abuse Prevention Act, which went into effect on January 1, 2018, 
implemented a series of requirements that support OUD prevention efforts. The Act requires 
doctors and hospitals to report drug overdoses to the State, allows licensing boards access 
to PDMP data to review inappropriate prescribing and dispensing of controlled substances, 
and requires providers to conduct a risk assessment before prescribing a controlled 
substance. In addition, for prescriptions over 30 days, an agreement must be created with 
the patient, and patient utilization must be reviewed every 90 days. The system prohibits 
patients from receiving more than 365 consecutive days of opioid medication. 

Additionally, Nevada’s Office of Public Health Informatics and Epidemiology (OPHIE) collects 
and analyzes disease information, making recommendations concerning prevention and 
education in collaboration with multiple agencies in the state. The OPHIE has access to 
multiple databases of information and provides the National Outcome Measures data for the 
State’s reports to SAMHSA. Collected information includes social determinants of health 
(SDOH) factors, such as housing, that play a role in both prevention efforts and treatment 
outcomes.158 Data monitoring does not include other important medications, such as 
gabapentin, and demographic information to better identify those at-risk for misuse. 

Community Prescription Drug Disposal 
Evidence suggests that prescription drug disposal programs may reduce illicit drug use and 
unintentional drug poisoning, as well as reduce water pollution.159 The Churchill County 
Coalition has planned prescription drug roundups as an initiative, as have many of the other 
coalitions in the state. Prescription drug drop-off boxes at the Sheriff’s Office and lockboxes 
in the home are common prevention initiatives either in place or planned in Churchill 
County.160 The 2019 system-wide assessment using SAMHSA’s CAST found that three of 
five behavioral health regions in Nevada — Northern, Rural, and Southern Rural — were 
rated to have sufficient capacity in prescription drug disposal events and locations; however, 
opportunities to grow these programs exist in two regions.161 

158 State of Nevada Department of Health and Human Services. Section 1115 Demonstration Waiver: Nevada’s Treatment of Opioid Use Disorders (OUDs) 
and Substance Use Disorders (SUDs) Transformation Project, September 2021. Available at: 
https://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Public/AdminSupport/MeetingArchive/PublicHearings/2021/SPA_PH_10_26_21_NV_1115_Waiver.pdf 
159 County Health Rankings & Roadmaps. “Proper drug disposal programs,” 2017. Available at: https://www.countyhealthrankings.org/take-action-to-improve-
health/what-works-for-health/strategies/proper-drug-disposal-programs 
160 Churchill Community Coalition. Churchill Community Coalition Comprehensive Community Prevention Plan, 2018. 
161 State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health, Nevada Substance Abuse Prevention and 
Treatment Agency. Capacity Assessment Report: Nevada, 2019. 
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Culturally Centered Prevention Efforts 
Applying the Strategic Prevention Framework’s principle of cultural competence, prevention 
programming and efforts should be developed in a culturally centered and competent 
manner, in partnership with members of the community the intervention or program is 
intended to reach. The PACT Coalition identified the need for culturally centered prevention 
efforts in Southern Nevada, especially for Native American communities, LGBTQ+ 
communities, older adults, and people who speak languages other than English.162 

Gaps in Primary Prevention162 

• Community-based prevention programs across all counties, especially for families and 
youth 

• Full implementation of the Zero Suicide Initiative 

• School-based prevention programs with measured outcomes that are implemented 
statewide and are culturally sensitive 

• Prescription drug disposal programs 

• Patient education on the addictive potential of opioids, and alternative therapies for 
chronic pain and chronic illness 

• Education among high school students around SUDs, awareness of the opioid epidemic, 
and naloxone use, and attitudes about discussing these topics with health care providers 

• Anxiety over seeking help, especially among veterans and tribal members 

• Homeless encampment outreach 

• Collaborative practice agreements and communication between prescribing providers 

• Culturally competent and culturally centered prevention efforts targeted at underserved 
populations 

162 Nevada Public Health Foundation, State of Nevada Department of Health and Human Services, and PACT Coalition. Final Report of Nevada’s Summit 
Proceedings, 2019. 
163 The designation of a gap does not mean the service or program does not exist, but that it is currently insufficient in scope, geographic coverage, resources 
for sustainability, or populations covered 
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Gaps in Provider Education 

• Education and monitoring with additional metrics and demographic information 

• Participation in Project ECHO 

• Education of patients on pain management expectations 

• Utilization of/referrals to other pain management options 

• Pre-treatment screening and care plans that include alternative pain management 

• Insufficient screening for SUDs, especially in Medicaid managed care and in rural 
areas 

Secondary Prevention: Identify Opioid Misuse and
Potential OUDs Early and Prevent Overdose 
The goal of secondary prevention is to reduce the impact of an injury or illness that has 
already occurred by identifying and treating the condition or injury as soon as possible, 
preventing re-injury or recurrence, and preventing long-term problems.164 In the context of 
OUD, secondary prevention includes early identification of opioid misuse and OUD and 
preventing opioid overdose. Examples of secondary prevention efforts include addressing 
stigma and discrimination, Screening, Brief Intervention, and Referral to Treatment (SBIRT), 
educating people engaged in opioid misuse or who have OUD, and community coalition 
building, among others. 

Addressing Stigma and Discrimination 
Stigma and discrimination against people who use drugs and people with SUDs are 
persistent barriers for individuals seeking services across the continuum of care, including 
health care, treatment for SUDs, and harm reduction services. Stigma and discrimination 
also act as systemic barriers that delay or prevent the implementation of evidence-based 
services for people who use drugs, such as syringe services programs or Opioid Treatment 
Programs (OTPs).165 For example, according to the 2020 Clark County Community 
Perceptions of Drug Use and Harm Reduction Survey, only 35.2% of respondents strongly 
agreed or agreed that spending taxpayer money to prevent the misuse of drugs is money 
well spent. 

164 Substance Abuse and Mental Health Services Administration, Center for the Application of Prevention Technologies. “Primary, Secondary and Tertiary 
Prevention Strategies & Interventions for Preventing NMUPD and Opioid Overdose across the IOM Continuum of Care,” (n.d.). Available at: 
https://cadcaworkstation.org/public/DEA360/Shared%20Resources/Root%20Causes%20and%20other%20research/Crosswalk%20PST_USI_models%20wit 
h%20NMUPD_PDO__%20examples_9_27_2016_revised.pdf 
165 Tsai, A. C., Kiang, M. V., Barnett, M. L., Beletsky, L., Keyes, K. M., McGinty, E. E., Smith, L. R., Strathdee, S. A., Wakeman, S. E., & Venkataramani, A. S. 
“Stigma as a fundamental hindrance to the United States opioid overdose crisis response,” PLoS Medicine, Volume 16 Issue 11 (2019), e1002969. 
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Despite efforts, many people still report that stigma and the emotional toll it takes on their 
lives is a major barrier to recovery.166 Stigma in the community also makes it more difficult to 
reintegrate into society because obtaining housing and employment is difficult when 
employers and property owners do not fully understand treatment and recovery. Stigma and 
shame contribute to anxiety over seeking help, especially among veterans and tribal 
members. 

A social media campaign launched in fall 2020 to address community-wide stigma and 
treatment awareness that will need to be assessed for effectiveness in addressing stigma as 
a barrier. A new campaign targeting stigma was released in late 2021 and early 2022, which 
should be built upon the previous campaign to improve effectiveness. It will include collecting 
provider testimonials and success stories from the field.167 

According to information provided in a 2019 report by the Nevada Public Health Training 
Center that summarizes Nevada’s current efforts according to the Johns Hopkins Bloomberg 
School of Public Health recommendations, the Nevada SOR program supported a campaign 
to reduce stigma by increasing awareness about addiction being a disease. Nevada OD2A 
also partnered with Nevada Broadcasters Association to launch an anti-stigma campaign. 

Finally, stigma can be a significant problem in healthcare settings, especially among 
providers who do not specialize in substance use care.168 The Nevada Minority Health and 
Equity Coalition reported that many respondents with lived experience reported avoiding 
seeking necessary healthcare because of the negative, even belittling, treatment they 
received from healthcare providers. 

Screening and Referral for Opioid Misuse 
Screening for unhealthy substance use, including opioid misuse, should occur regularly to 
identify and address risks of OUD and other substance use-related harms early. Nevada 
offers American Society of Addiction Medicine (ASAM) level 0.5 with no prior authorization, 
although there is a limit to one screening per 90 days. Nevada notes in its Section 1115 SUD 
Demonstration Waiver application that the 0.5 ASAM level of care is both early intervention 
and prevention. This level of care assists providers in identifying individuals to be screened 
for referral to treatment. 

Utilization of SBIRT is necessary for ensuring that people are screened for SUDs, with brief 
intervention and/or referral to treatment, as appropriate. Although it is difficult to assess how 
much screening and referral is occurring in Nevada, Medicaid claims for SBIRT are very low, 
especially in managed care. According to 2020 Medicaid data, there is not likely sufficient 
screening for SUDs, especially under the State’s Medicaid managed care system and in rural 
areas. Billing encounters indicate that for SBIRT, which encompasses substance use and 
alcohol screening, most screening is being done under fee-for-service (FFS) in Clark County 
(690 claims). Only 91 claims were reported for SBIRT under MCOs, almost all in Clark 
County. Rural areas only had 28 total SBIRT claims for the year.169 There is no evidence that 

166 Nevada Minority Health and Equity Coalition, School of Public Health, University of Nevada, Las Vegas. Voices of the Opioid Epidemic: Perspectives of 
Those with Lived Experience in Nevada, 2022. 
167 State of Nevada Division of Health Care Financing and Policy. Nevada’s Sustainability Plan to Support Expansion of SUD and OUD Treatment and 
Recovery Provider Capacity, 2021. 
168 See Note 165 above. 
169 Data obtained from the Nevada Department of Health and Human Services on January 11, 2022. 
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adequate screening in primary care and other settings is being accomplished. Such low 
screening rates indicate a likely underutilization of screening and referral to treatment, 
therefore, limiting access for those who may not be aware of treatment options. 

Screening is only effective when providers know to whom they should refer. A lack of 
knowledge of available SUD coverage benefits and treatment options has also been cited as 
a reason providers are not linking consumers to appropriate treatment services. This 
suggests a lack of sufficient provider education and sensitization on SUDs, treatment 
options, and benefits, such as through a targeted statewide public education campaign. 

Patient Education 
Offering people who misuse opioids, are at high risk of OUD, or are in the early stages of 
OUD prevention education and information is a secondary prevention strategy to reduce and 
prevent disease progression or other related harms, such as overdose. Tailored education 
and information interventions for friends and family of people at risk of OUD and overdose 
can also help to prevent future harms. A small qualitative study of people who had or were 
currently using opioids revealed that many were unaware of their treatment options and the 
resources available for payment, such as Medicaid, as well as how to access treatment and 
funding resources.170 They expressed a lack of knowledge about the various facets of MAT, 
from what it is to how to access it. There are multiple training curricula available from federal 
agencies for use both in the public and for school systems and providers. One resource is 
SAMHSA, which provides tools such as the Opioid Overdose Prevention Toolkit171 that can 
assist with education and outreach. 

The 2020 Clark County Community Perceptions of Drug Use and Harm Reduction Survey of 
669 respondents included questions around prescribing, 12.1% of the respondents reported 
being prescribed an opioid drug in the past year. Of those respondents, 85.3% were in 
Nevada at the time the drug was prescribed, and 72.6% reported that their doctor and/or 
pharmacist provided them with information regarding the risks of becoming addicted to 
opioids. 

Community Coalition Building 
Community coalitions that bring together diverse stakeholders are excellent vehicles to help 
implement the five steps in the Strategic Prevention Framework: assessment, capacity, 
planning, implementation, and evaluation. Community coalitions can identify specific 
communities’ prevention needs, engage community members in prevention efforts, build 
resource capacity, and successfully implement prevention programs in a manner that is 
culturally relevant to the community being served. There are several examples of community 
coalitions in Nevada that have developed and advanced efforts to prevent and address 
opioid misuse and OUD-related harms. 

The Douglas County’s Community Prevention Plan utilized several different data sources, 
including the YRBS, local suicide completion data, and local data on ED visits and inpatient 
hospitalizations for SUD and behavioral health to develop a prevention plan that includes 

170 Nevada Public Health Training Center. Overdose Data to Action (OD2A): Formative research to investigate barriers and facilitators to accessing services 
among current and former opioid users in Nevada: Report of Key Findings and Recommendations, 2021. 
171 Substance Abuse and Mental Health Services Administration. Opioid Overdose Prevention Toolkit, accessed February 2022. Available at: 
https://www.samhsa.gov/resource/ebp/opioid-overdose-prevention-toolkit 
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targeted education interventions. Planned interventions include education to families and 
individuals needing behavioral health services through health fairs and public media 
campaigns, education for providers on crisis intervention and trauma-informed care, and 
public presentations specific to high-risk populations.172 

The Partners Allied for Community Excellence (PACE) Coalition, serving Elko, Eureka, and 
White Pines Counties, also used YRBS data, community stakeholder input, and the matrix of 
Risk and Protective Factors from the National Institutes of Health and the National Institute 
on Drug Abuse to organize information and set priorities for activities, including prevention 
and education. Early intervention and prevention efforts present as one of the Coalition’s 
priorities and include engagement such as office space in the Elko County School District to 
assist the School Resource Officer Program, participation in PACE rural provider meetings 
from the Head Start of Northeastern Nevada, work with the Head Start in Ely, and work with 
charter schools in the area. The Coalition has identified the need to improve its relationship 
with the Great Basin College for prevention efforts. They also fund training and resources for 
school resource officers, who also provide real-time data on substances seized within 
schools.173 

The Join Together Northern Nevada Coalition also used YRBS data and key informant 
interviews in developing a needs assessment and plan around relapse prevention and 
community resource deployment. The Coalition formed priorities similar to the other 
coalitions, including standardized initiatives in schools and inclusiveness in messaging to 
include community partners, parents, youth, and people who previously used opioids. Plans 
to do so include programming in school twice a year, workshops about drugs and 
paraphernalia, and public education campaigns, especially about the dangers of marijuana, 
which was a key risk in the community. The Coalition noted that funding for opioid campaigns 
has not been effective, as there is now increased stigma around the use of opioids in the 
community’s perception.174 

Frontier Community Coalition also found that interventions in the school present an essential 
part of prevention efforts for Humboldt, Lander, and Pershing Counties. Efforts noted 
included ensuring that formal parent education classes have recommendations for 
monitoring children and clear communication with children. Other options noted included 
exploring opportunities to include parenting messages during events where parents naturally 
gather, such as sporting events and school orientation, as well as documenting that 
opportunities for a more significant number of children to become involved with peers in a 
positive social setting, and working toward a common goal will reduce substance abuse 
rates. Also of note was a desire of surveyed stakeholders for opportunities to visit larger 
communities to help young people understand where they may fit into the larger world and 
help them set future goals, as was collaboration with school districts to support tutoring 
programs to help increase academic performance. Another item of note was to organize 
alcohol-free events to help people create positive connections with one another and for youth 
to see positive examples of adult behavior.175 

172 Partnership Douglas County. Douglas County's Community Prevention Plan 2019. 
173 PACE Coalition Serving Elko, Eureka, and White Pine. Comprehensive Community Prevention Plan 2020–2023. 
174 Join Together Northern Nevada. Comprehensive Community Prevention Plan for Washoe County 2020–2022. 
175 Impact and Frontier Community Coalition. Comprehensive Community Prevention Plan 2020–2023. 
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The CARE Coalition also identified education and targeting youth as critical components in 
an effective prevention program, as youth are one of the most vulnerable populations for 
substance use, especially marijuana. They also noted a lack of funding as a barrier to deliver 
prevention services effectively. The Coalition suggested reaching out to specific agencies 
willing to assist in substance misuse prevention for direct funding. State and grant funding 
may require a greater lift for application and wait time to receive funds. Increased partnership 
with other agencies to address SDOH, such as housing and transportation, was noted as a 
priority, as was providing education and resources to vulnerable populations such as 
LGBTQ+ individuals, Native Americans, and the elderly, in addition to the youth 
population.176 

The Churchill Community Coalition also found that a community-wide system of programs 
and services were a key resource in the Coalition’s prevention plan for Churchill County.177 

The Coalition flagged the need to support research-based programming with the goal of 
reducing risk factors and increasing protective factors. Education and marketing also 
presented as tools for prevention planning, including a counter/truth marketing campaign to 
“glamorize and reaffirm teen sobriety is the norm.” 

Similar results were found by the Nevada Minority Health and Equity Coalition report from 
forums and interviews with 51 people with lived experience.178 Not only did people in more 
rural areas report less knowledge of the risks of prescription opioids and recovery resources, 
but family members of people who were in treatment experienced a great deal of anxiety due 
to a lack of understanding of MAT and other recovery and treatment options. Overall, 
participants underscored the need for more public education and community understanding 
of the nature of addiction and the treatment process to combat stigma. Encouragement and a 
sense of community were felt to be necessary for the public to better respond to addiction 
and decrease stigma. 

176 CARE Coalition. Comprehensive Community Action Plan. 2019 
177 Churchill Community Coalition. Churchill Community Coalition Comprehensive Community Prevention Plan, 2018. 
178 Nevada Minority Health and Equity Coalition, School of Public Health, University of Nevada, Las Vegas. Voices of the Opioid Epidemic: Perspectives of 
Those with Lived Experience in Nevada, 2022. 
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Gaps in Secondary Prevention179 

• Broad adoption and implementation of SBIRT models, including in primary care 
and other community-based health care settings 

• School-based secondary prevention 

• Trainings for people and their family members who use or misuse opioids and/or 
have experienced a nonfatal overdose, including overdose prevention and 
reversal strategies 

• Programs to decrease stigma among medical providers 

• Programs to decrease stigma among community members likely to interact with 
people in recovery 

• Statewide programs to address stigma in the public 

• Education on treatment options for OUDs 

• Education for family members on treatment of OUDs 

Tertiary Prevention: Reducing Harm and Restoring Health 
Tertiary prevention involves limiting harm from substance dependence through effective 
rehabilitation and long-term aftercare. Tertiary prevention is generally offered through 
specialized outpatient or residential programs focused on restoring a person's health to the 
most optimal level that can be achieved and is then maintained through sustained supports 
over time. This section is primarily focused on harm reduction efforts while specialized 
outpatient and residential services are discussed in the prior section regarding access to 
treatment. 

Community Perceptions Regarding Harm Reduction 
Fifty-one individuals from Nevada participated in a Community-Based Participatory Research 
(CBPR) project by Nevada Minority Health and Equity Coalition, as one of the requirements 
for this Needs Assessment in SB 390.180 CBPR is a unique framework for gathering 
information from those in the community with lived experience, ensuring community 
members are empowered to not only respond with the requested information, but to also 
work as partners in both the research and resulting efforts toward improving health and 
impacting change in their communities. Urban respondents made up 75% of the participants, 
while 23.5% were from rural areas. In the area of harm reduction, participants reported they 
found harm reduction resources useful. However, barriers in urban areas included limited 

179 The designation of a gap does not mean the service or program does not exist, but that it is currently insufficient in scope, geographic coverage, resources 
for sustainability, or populations covered. 
180 Nevada Minority Health and Equity Coalition, School of Public Health, University of Nevada, Las Vegas, Voices of the Opioid Epidemic: Perspectives of 
Those with Lived Experience in Nevada, 2022. 
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hours of operation and lack of education for the use of naloxone. In rural areas, participants 
reported a significant lack of education on harm reduction resources and methods, harm 
reduction resources lacking privacy from the public and from law enforcement, and lack of 
education on the addictive potential of opioids, and alternative therapies for chronic pain and 
chronic illness. 

Harm Reduction Resources 

Syringe Service Programs 
Nevada has made progress in Integrated Opioid Treatment and Recovery Centers (IOTRCs), 
which build services around individuals, allowing for a more integrated care model that 
addresses SDOH and other comprehensive treatment needs.181 Other innovative practices in 
harm reduction include peer support services and syringe vending machines. In 2013, 
syringe service programs (SSPs) were enacted, two of which serve Nevada’s urban centers 
through mobile and storefront exchange, Trac B and Change Point. SNHD supports Trac B 
on efforts, including vending expansion and technical assistance for other jurisdictions to 
implement public health vending, collaboration on outreach, rural expansion of harm 
reduction initiatives, linkage to care and peer support services, and alliance work, but does 
not fund the purchase of syringes. The syringe vending machines have allowed 
conversations with individuals around harm reduction and treatment. However, results of the 
2019 statewide assessment using SAMHSA’s CAST indicate needle exchange capacity is 
low relative to need in all regions of the state.182 Qualitative data from a 2020 Clark County 
Community Perceptions of Drug Use and Harm Reduction Survey underscores this finding, 
with approximately one in four (25.1%) respondents reporting seeing discarded needles in 
their community. However, respondents of the survey did not link needle exchanges with 
positive outcomes. In the same survey, half of the respondents (50.0%) agreed or strongly 
agreed that a needle exchange program would increase the number of discarded needles 
on the street that some drug users can reuse, and 32.2% of respondents agreed or strongly 
agreed that needle exchange programs would increase overall injection use in the 
community. Nevada needs both expanded syringe exchange programs and efforts to 
educate the public on the true impact and benefit of such programs. 

Peer Supports for Harm Reduction 
Peer supports are an essential component of tertiary prevention and recovery programs for 
SUDs. Peer supports promote a workforce that can build relationships with individuals to 
encourage harm reduction efforts and understanding of issues such as stigma, allowing for 
self-determination in the harm reduction, treatment, and recovery process. Peer support 
services can also assist with outreach to underserved populations and promote an increase 
in cultural competency through their lived experiences. Expansion of peer supports would 
allow for greater outreach to individuals living with SUDs, although implementation especially 

181 Nevada Institute of Children’s Research and Policy, University of Nevada. Comprehensive Community Substance Abuse Prevention Plan, 2019. 
182 Nevada Department of Health and Human Services, Division of Public and Behavioral Health, Nevada Substance Abuse Prevention and Treatment 
Agency Capacity Assessment Reportorganization: Nevada, 2019. 
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in rural and frontier areas can be challenging due to lack of available providers and 
programming.183 

Overdose Reversal 
The Nevada Rural Opioid Overdose Reversal grant provided Desert View Hospital and five 
other critical access hospitals, Project ECHO Nevada, Nevada Rural Hospital Partners, and 
DHHS the resources needed to train emergency medical providers on the administration of 
naloxone after SB 459 authorized its use by first responders.184 Opioid State Targeted 
Response (STR)/SOR grants have funded naloxone and overdose education for first 
responders. 

Naloxone is currently available without a prescription, and community-based organizations 
can distribute naloxone for free. Nevada, in partnership with Salesforce, implemented an 
innovative naloxone inventory management program, the Naloxone Virtual Dispensary, that 
ensures that naloxone is available statewide. Naloxone is funded primarily through federal 
grants. It is required to be available at all Integrated Outpatient Treatment and Recovery 
Centers and Certified Community Behavioral Health Centers. The State has also 
successfully collected data on naloxone distribution, including to whom naloxone is being 
distributed. In 2018, Nevada developed a provider’s guide to prescribing naloxone.185 

Nevada has made great strides in ensuring naloxone is available and that providers and first 
responders know how to use it. However, a survey of people with current or past OUD 
identified that individuals in the community, especially those experiencing homelessness, 
need more education about naloxone and how to use it.186 

183 Nevada Public Health Foundation, State of Nevada Department of Health and Human Services, and PACT Coalition, Final Report of Nevada’s Summit 
Proceedings, 2019. 
184 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
185 State of Nevada Division of Public and Behavioral Health. Naloxone for Opioid Safety: A Nevada Provider’s Guide to Prescribing Naloxone to Patients 
Who Use Opioids, 2018. Available at: https://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Resources/opioids/naloxone_toolkit_color.pdf 
186 Nevada Public Health Training Center, Overdose Data to Action (OD2A): Formative research to investigate barriers and facilitators to accessing services 
among current and former opioid users in Nevada: Report of Key Findings and Recommendations, 2021. 
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Gaps in Tertiary Prevention and Harm Reduction187 

• Limited hours of operation for harm reduction services 

• Community education for the use of Naloxone 

• Education on harm reduction resources and methods in rural areas 

• Privacy from the public and from law enforcement when using harm reduction resources, 
especially in rural areas 

• Education in encampment communities 

• Needle exchange capacity is low relative to need in all regions of the state 

• Prohibitive prior authorization requirements for peer recovery support services 

Treatment of OUD 
Access to treatment and service utilization can be difficult to measure statewide across all 
payers, and particularly hard to estimate for special populations, such as those living in 
underserved communities, pregnant women, transition-age youth, people experiencing 
homelessness, and others who might experience disparities. Until Nevada establishes its 
multi-payer claims database, reliable information on the number of people with SUD or OUD 
diagnoses and/or receiving treatment is limited. Most gaps in treatment reported in this 
Needs Assessment summary are identified through the CAST results and Medicaid data 
provided by the Nevada DHHS Office of Analytics. Overall, the CAST identified a 70% unmet 
need/insufficient capacity of services statewide.188 

Treatment availability was found to be the most significant and critical need for residents with 
OUDs across the state.189 A July 2019 report estimated that 400,000 Nevadans who need 
substance use treatment in a year do not receive it.190 

Trends in Nevada Medicaid have identified an overall increase in SUD service utilization. The 
number of Medicaid members with SUD claims has steadily increased from 44,275 in 2017 
to 79,940 members in 2020.191 Of the 79,940 members, 27% had claims related to OUD. The 
highest numbers of members with claims related to OUD were members 25 years–34 years 
old. However, as of 2018, only 31.5% of those with an SUD diagnosis received treatment or 

187 The designation of a gap does not mean the service or program does not exist, but that it is currently insufficient in scope, geographic coverage, resources 
for sustainability, or populations covered. 
188 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
189 State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health. Nevada Substance Abuse Prevention and 
Treatment Agency Capacity Assessment Report: Nevada, 2019. 
190 See Note 187 above. 
191 Data received from the State of Nevada Department of Health and Human Services Office of Analytics, January 7, 2022. 
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recovery services, indicating a lack of access or engagement despite an increase year to 
year.192 

Statewide from 2015 to 2020, the number of individuals diagnosed with an OUD increased 
from 7,050 to 16,433 (a 133% increase).193 Of those individuals diagnosed with an OUD, 
those who received outpatient treatment increased from 37% to 47%. This increase could be 
due in part to the expansion of Medicaid eligibility in 2014, in addition to overall increases in 
opioid use over recent decades. People of American Indian and Alaskan Native ethnicity 
account for 1.1% to 1.3% of OUD diagnoses, 0.3% to 0.5% of those in outpatient treatment, 
and 0.1% to 0.2% of those on MAT, indicating an underutilization of outpatient services. 

Trends are difficult to identify because recent data reflect utilization during the COVID-19 
PHE restrictions, as mentioned in the prior section. Treatment utilization in Nevada’s 
Substance Abuse Prevention and Treatment Agency (SAPTA) facilities specializing in SUDs 
fell by 31% between 2019 and 2020, likely due to COVID-19 restrictions and concerns in the 
community about the transmissibility of the virus. Not only has the PHE exacerbated mental 
health and substance use issues, it has also likely contributed to a pent-up demand now that 
vaccines are available and treatment providers have increased their in-office availability. 

General Treatment Issues 

Special Populations and Health Equity 

Minority Populations 
Nevada is currently lacking sufficient data to draw strong and actionable conclusions about 
disparities in access and treatment for minority populations. However, Medicaid data 
suggests decreased treatment for Hispanic and Black Nevadans. Approximately 84% of 
Medicaid members receiving SUD and OUD services were white, 9% were Black, 1% were 
American Indian/Alaskan Native, and 15% identified as Hispanic. Since Black Nevadans 
make up 12.1% (versus 9% receiving treatment) of the total population and Hispanics 28.7% 
(versus 15% receiving treatment), there is likely a significant disparity based on available 
data.194 It is not clear why such disparities might exist. 

Although Nevada-specific statewide data is not available, literature reviews and national data 
suggest significant disparities for racial/ethnic minority youth. In a national study, Black youth 
with SUDs reported having received fewer specialty services.195 Both Black and Hispanic 
youth reported receiving fewer informal treatment supports due to several possible factors 
involving providers, environmental context, and community resources. 

Health disparities are likely a significant gap. More detailed data on SUD in these populations 
could clearly point to effective strategies to better address unmet prevention, treatment, and 
recovery needs. Nevada’s Office of Minority Health and Equity was recently awarded funds 

192 See Note 187 above. 
193 Data received from the State of Nevada Department of Health and Human Services Office of Analytics, January 7, 2022. 
194 Ideally these comparisons should be made within the Medicaid population rather than comparing treatment within Medicaid to the entire population. 
195 Alegria, M.l., Carson, M., et al. “Disparities in Treatment for Substance Use Disorders and Co-Occurring Disorders for Ethnic/Racial Minority Youth,” 
Journal of the American Academy of Child & Adolescent Psychiatry, Volume 50 Issue 1 (2011). 
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by DHHS to continue to build health equity, which will need to be based on strong and 
informative health equity data. 

American Indian/Alaskan Native Populations 
Nevada has 27 federally recognized tribes, with 32 reservations or colonies.196 97% of 
Nevada’s Tribal Nations are rural. American Indian/Alaska Natives (AI/AN) make up 1.2% of 
Nevada’s population. AI/AN experience a variety of risk factors for SUDs, including higher 
unemployment, lower four-year high school graduation rates, and lower annual household 
income. According to United States Census Bureau aggregate data (2015–2019), the 
median income among those living on tribal lands is lower and unemployment rates and 
poverty rates are higher compared to Nevada overall. All these factors tend to increase the 
likelihood of health disparities. 

The health care delivery system for Nevada and parts of Utah and Arizona are overseen by 
the Phoenix Area Indian Health Service (PAIHS).197 The system includes healthcare facilities 
operated by local tribes and AI/AN health programs and encompasses primary care, tertiary 
care, and specialty services. PAIHS is leading numerous behavioral health-related initiatives. 
Four health facilities or service units offer either purchased/referred treatment in the local 
community (Schurz Service Unit) or directly provided treatment in the community that 
involves some level of substance use-related interventions. There are also two substance 
use treatment facilities, one of which is for males aged 12 years–18 years. 

One of the efforts made by Nevada to address the opioid epidemic in the Tribal Nations was 
to offer two requests for applications (RFAs) offered through the SOR grant to increase 
available substance use services. There were no responses from tribal organizations to the 
RFAs, but the SOR team continues to have ongoing conversations with interested tribal 
clinics about increasing the accessibility of MAT services, various training opportunities, and 
support for implementation. The SOR team participates in the Statewide Tribal Consultation 
on request and maintains relationships with organizations currently distributing naloxone to 
their communities.198 The lack of response to the SOR RFAs indicates an opportunity to 
further engage with the Tribal Nations to determine what sort of funding or technical 
assistance might be the most well received by the population. 

The SOR II Tribal Needs Assessment found that there are no mutual support meetings 
(e.g., Alcoholics/Narcotics Anonymous) in Las Vegas or Northern Nevada that are 
AI/AN-specific or located in tribal locations. They did find that Elko, Garnerville, and Owyhee 
communities near tribal areas did have meetings available.199 Additionally, only four of the 14 
Indian Health Service clinics have a practitioner who is DATA 2000 waivered. Residents of 
other areas without waivered providers need to drive long distances to receive MAT 
treatment. 

196 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
197 Ibid. 
198 Nevada Center for the Application of Substance Abuse Technologies, Nevada State Opioid Response, and Nevada Department of Health and Human 
Services, Nevada State Opioid Response Grant II, Year 1: September 20, 2020-September 29, 2021, Annual Performance Progress Report, 2021. 
199 Ibid. 
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Pregnant Women 
Pregnant women in Nevada are much less likely to receive needed opioid treatment. One 
study found that only 15% of women with an OUD who are covered under Medicaid received 
treatment.200 The underlying causes of a lack of treatment are complex and difficult to 
measure. Most often, the barriers to treatment for pregnant women include a lack of 
providers willing to provide MAT to pregnant women due to perceived and actual risks, 
stigma, and fear of losing custody of the child or other children in the household. During the 
June 2022 meeting of the ACRN, a provider of comprehensive specialty services for 
pregnant women reported that their services are underutilized, likely because of stigma in the 
community, both on the part of referral sources and individuals needing treatment.201 

Youth 
Programming targeted to young adults and transition-age youth is lacking. There is only one 
facility for youth treatment in the state outside of the PAIHS. Additionally, adolescent beds, 
certified to treat co-occurring disorders, are lacking. Nevada currently ranks number 51 in the 
nation among states and US Territories for the prevalence of mental health disorders and 
access to treatment.202 SAPTA performed a needs assessment and found there is a critical 
need for treatment for youth with co-occurring disorders, especially for inpatient facilities, as 
there is only one in the state that treats youth, making this a difficult service to access for 
both youth and their families.203 

The University of Nevada, Reno School of Social Work was awarded a grant to train primary 
care and other providers on key elements needed to work with children, adolescents, 
transition-age youth, and their families.204 However, shortages of providers to treat substance 
use in youth remain and are especially problematic in rural areas. A 2019 Nevada DHHS 
survey found that state- and community-level stakeholders prioritized young adults and 
transition-aged youth as among the highest risk for substance use. 

While data on youth treatment and follow-up in the juvenile justice system in Nevada is 
sparse, one national study found that about half of the youth who had been in detention did 
not receive needed treatment for substance use.205 

Rural and Frontier Nevada Residents 
Rural and frontier areas are greatly impacted by the lack of local treatment programs while 
also experiencing higher rates of youth alcohol use, opioid prescribing, and 
prescription-related overdose deaths. The State is investigating the purchase of mobile RVs 
to increase the presence of MAT opportunities in high-need communities. Both residential 
treatment programs and outpatient MAT are concentrated in urban areas of Nevada. A lack 
of transportation, especially for the long distances people must travel for specialized 

200 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
201 State of Nevada Department of Health and Human Services. “Advisory Committee for a Resilient Nevada (ACRN).” Available at: 
https://dhhs.nv.gov/Programs/Grants/Advisory_Committees/ACRN/Home/ 
202 See Note 199 above. 
203 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
204 Ibid. 
205 Welty, L., Harrison, M., Abram, K., et. Al. “Health Disparities in Drug and Alcohol-Use Disorders: A 12-year Longitudinal Study of Youths After Detention,” 
American Journal of Public Health, Volume 16 (2016), pp. 872–880. 
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treatment, only exacerbates the disparity. The Nevada Infrastructure Assessment Report 
summarized that rural and frontier residents have “little to no access to mental health 
services.”206 

Services for Co-Occurring Mental Health and SUDs 
Access to mental health care also impacts opioid treatment access and recovery, making the 
capacity of the mental health treatment system important to the State’s opioid response. 
Unfortunately, Nevada has been ranked number 42 compared to all other states for low 
access to care and high prevalence of mental illness in adults.207 For youth, Nevada is 
ranked number 51 in the country for mental health prevalence and treatment access. 

SAMHSA reports that over a third of people who seek treatment for opioid use have a 
co-occurring mental health diagnosis.208 Additionally, people who have both an OUD and a 
comorbid mental health condition are at higher risk of self-harm, especially when they have 
previously experienced trauma. 

Although mental health and SUDs co-occur at a high rate, not all providers of SUD services 
are willing or trained to simultaneously treat both mental illness and SUDs, leaving people 
with co-occurring disorders at a disadvantage when seeking treatment. Fortunately, Nevada 
SAPTA offers certifications to providers who meet specific criteria for treating co-occurring 
disorders, with 108 such certified facilities for adults and only 39 for adolescents. This type of 
certification can help individuals identify treatment providers who will better meet their needs. 

However, according to numerous reports, there are still not enough of these certified 
providers to meet community needs. The Nevada Minority Health and Equity Coalition 
qualitative study noted that respondents with lived substance abuse experience reported the 
need for more mental health treatment during and after MAT to improve recovery 
outcomes.209 A State needs assessment also identified the critical need for the treatment of 
youth with co-occurring disorders. 210 

Finally, although some efforts have been made, such as the expansion of individuals able to 
be served by the Las Vegas-based Eighth Judicial MAT Re-Entry Court to include those with 
a stimulant disorder, interventions for people who use multiple substances should be 
available statewide. Continued focus on solely addressing OUDs will not be as effective if 
treatment protocols for co-occurring use of stimulants and other substances are not a part of 
an integrated treatment approach. 

Evidence-Based Care 
While access to treatment is essential, it is also important that the treatment available be 
evidence-based and oriented toward evaluating outcomes for treatment recipients. Nevada 

206 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, p. 76, 2020. 
206 Mental Health America. “The State of Mental Health in America,” 2021. Available at: https://mhanational.org/issues/state-mental-health-america 
206 Ibid. 
208 Substance Abuse and Mental Health Services Administration. Treatment Improvement Protocol (TIP) 42: Substance Use Disorder Treatment for People 
with Co-Occurring Disorders, 2020. 
209 Nevada Minority Health and Equity Coalition, School of Public Health, University of Nevada, Las Vegas. Voices of the Opioid Epidemic: Perspectives of 
Those with Lived Experience in Nevada, 2022. 
210 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
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lacks a standard measure or monitoring capability to ensure treatment across all settings is 
delivered according to evidence-based standards and that outcomes are tracked. Training in 
and implementation of evidence-based models is mainly left to the discretion of individual 
providers and agencies. However, Integrated Outpatient Treatment and Recovery Centers 
and Certified Community Behavioral Health Clinics are comprehensive treatment provider 
types that are required to have training in evidence-based practices and monitor outcomes. 

Discharge and Transition of Care 
The 2020 Medicaid data shows a need for improvement in both seven-day and 30-day 
Healthcare Effectiveness Data and Information Set measures of follow-up after an ED visit 
for alcohol and other drug use or dependence.211 While the average national Medicaid 
managed care rates were 13.8 for seven-day follow-up and 20.2 for 30-day follow-up in 
2020, Nevada’s MCOs ranged 10 to 16.9 for seven-day follow-up and 14.7 to 22.2 for 30-day 
follow-up, with a trend downward since the second quarter of 2020. The downward trend in 
the second quarter is consistent with the timing of the COVID-19-related PHE restrictions 
and the associated drop-in outpatient services. For Medicaid FFS, which is mostly in the rural 
counties, rates were flat at a range of 8.5 to 11.3 for seven-day follow-up and 13.2 to 17.4 for 
30-day follow-up, with the highest rates in the third quarter of 2020. Additionally, 
readmissions among beneficiaries with a SUD totaled 1,933 among FFS Medicaid and 2,732 
for Medicaid members in managed care. This data should be carefully interpreted due to the 
timing of the COVID-19 PHE. It generally supports the need for better discharge planning 
and transition for the SUD population. 

Qualitative data also supports this need. The 2021 study of people with lived experience with 
opioids reported a significant need for better coordination among different levels of treatment 
programs and better supports upon discharge back to the community.212 

Workforce Shortages 
The National Drug Helpline cited factors contributing to the risk of overdose fatalities, such as 
reduced access to treatment programs, including EDs, and lost healthcare capacities due to 
staff falling sick, among others. The COVID-19 PHE has amplified the workforce shortage 
across sectors. Rural health development continues to be limited by staffing shortfalls and 
limited resources while states are trying to expand MAT services. Nevada continues to lack 
behavioral health and medical providers, especially in the rural and frontier areas.213 All but 
one of Nevada’s counties (Washoe) are designated Mental Health Professional Shortage 
Areas. 

Workforce shortages present a key risk factor for individuals seeking treatment. Federal data 
from 2021 indicates that over 2,445,000 Nevadans live in designated mental health care 
Health Provider Shortage Areas (HPSAs), with 52 HPSA designation areas as measured by 
available psychiatrists.214 Only 35.4% of the estimated need for mental health providers is 

211 Data received from the State of Nevada Department of Health and Human Services, April 2022. 
212 Nevada Public Health Training Center. Overdose Data to Action (OD2A): Formative Research to Investigate Barriers and Facilitators to Accessing 
Services Among Current and Former Opioid Users in Nevada: Report of Key Findings and Recommendations, 2021. 
213 Nevada Public Health Foundation, Nevada Department of Health and Human Services, and PACT Coalition. Final Report of Nevada’s Summit 
Proceedings, 2019. 
214 Kaiser Family Foundation. “Mental Health Care Professional Shortage Areas (HPSAs),” accessed for September 30, 2021. Available at: 
https://www.kff.org/other/state-indicator/mental-health-care-health-professional-shortage-areas-
hpsas/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22desc%22%7D 
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currently being met, with 111 additional providers needed in order to remove the HPSA 
designation.215 HRSA estimates that by 2030, the national supply of adult psychiatrists will 
decrease by 20%, which indicates a trend in the wrong direction compared to Nevada’s 
needs.216 Additionally, 100% of all Nevada counties (except Washoe) are designated mental 
health care shortage areas, again as pertains primarily to psychiatrists.217 

While nationally, the average number of SUD providers is 32 per 1,000, Nevada currently 
averages 11 providers per 1,000.218 HRSA estimates that by 2030, the national supply of 
addiction counselors will only increase by 3%, and demand is expected to increase by 
15%.219 The lack of providers presents challenges when individuals attempt to access 
services and support. 

With more providers also concentrated in urban areas, access limitations experienced by 
rural residents are even more pronounced. At the June 2022 ACRN meeting, one rural 
community leader reported that rural areas lack paid internship opportunities that would not 
only keep local residents in the areas as they train and work but promote more people 
choosing to work in behavioral health because they do not have to relocate to complete their 
training.220 

CAST results indicated a significant shortage in outpatient treatment capacity for 
psychiatrists and psychologists throughout Nevada.221 Northern and Rural Behavioral Health 
Regions reported significant deficits in licensed counselors. The CAST report suggested that 
the shortages varied by region, with poverty and insurance status limiting available providers 
in urban areas and distance to providers/provider availability limiting capacity in rural and 
frontier areas. 

Telehealth 
Telehealth offers opportunities to close some of the gaps in access to care in rural and 
frontier areas if those areas have access to technology and internet service in their homes or 
nearby. Nevada providers and other entities have awarded numerous federal grants to 
strengthen telehealth infrastructure.222 

Nevada is considered to have progressive telehealth regulations.223 AB 181, filed in 
September of 2020, ensures that any insurer or other organization providing health coverage 
through Medicaid provides benefits for mental health or SUDs at fair coverage as that of 
medical and surgical needs. SB 5, effective October 1, 2021, has instituted the requirement 
that telehealth data is collected and analyzed to improve equity. The federal SUPPORT Act 

215 The calculation of HPSA is primarily based on psychiatrist availability, not on other mental health providers such as psychologists, clinical social workers, 
psychiatric nurse practitioners, and marriage and family therapists. 
216 Health Resources & Services Administration Health Workforce. “Behavioral Health Workforce Projections,” accessed April 2022. Available at: 
https://bhw.hrsa.gov/data-research/projecting-health-workforce-supply-demand/behavioral-health 
217 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
218 Ibid. 
219 See Note 215 above. 
220 State of Nevada Department of Health and Human Services. “Advisory Committee for a Resilient Nevada (ACRN).” Available at: 
https://dhhs.nv.gov/Programs/Grants/Advisory_Committees/ACRN/Home/ 
221 State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health, Nevada Substance Abuse Prevention and 
Treatment Agency Capacity Assessment Report: Nevada, 2019. 
222 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
223 Ibid. 
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Section 2001 now allows people covered by Medicare to receive telehealth services in their 
homes rather than having to travel to a facility. This incentivizes more providers to continue 
or expand their telehealth services, benefiting the rural and frontier communities. Telehealth 
in Nevada is a strength that could be built upon to bolster treatment access in all areas of the 
state. COVID-19 flexibilities further promoted the use of telehealth, with the additional benefit 
of increasing access in rural communities through suspension of the telephonic restrictions, 
allowing telehealth for group therapy and allowing people to receive telehealth in their 
homes. 

Outpatient Treatment 

Certified Community Behavioral Health Clinics 
Nevada is expanding its Certified Community Behavioral Health Clinic (CCBHC) capacity, 
with six CCBHCs under the Medicaid State Plan, three under a Centers for 
Medicare & Medicaid Services (CMS) demonstration, and six supported by a SAMHSA grant. 
CCBHCs offer critical outpatient services that can fill gaps in the service system, including 
opioid treatment, physical and behavioral health care integration, and 24/7 crisis services. 
The CCBHCs are expected to improve the quality of community-based treatment through 
attention to data-based outcomes and monitoring and additional training requirements in best 
practice treatment models. However, currently, the CCBHCs do not cover every geographical 
area. Many providers are relatively new to this model, so over time, the impact on individuals 
with OUD is likely to increase as they gain more experience and more clients. 

IOTRCs 
The State has built a hub-and-spoke infrastructure through IOTRCs. Nevada has three hubs 
with nine locations and more than 190 spokes serving the counties of Clark, Washoe, Elko, 
and Carson City. More than 4,000 patients are receiving OUD treatment and recovery 
support services through this system.224 

IOTRCs provide regional expertise and comprehensive outpatient services, including MAT, 
referral to community resources, care coordination, and recovery supports. IOTRC hubs can 
only be Federally Qualified Health Centers (FQHCs), CCBHCs, and OTPs.225 The intent for 
IOTRCs is that individuals need to come to the central hub on a minimal basis while 
receiving MAT, with other treatment and support resources at the spokes of the hub 
frequently utilized. The spokes will be in more areas, making it more likely that they will be 
closer to the individual’s home to make adherence to treatment accessible where issues 
such as childcare or transportation may present a challenge. 

While IOTRCs play an essential role in improving access, reports indicate that there may not 
be sufficient spokes in rural and frontier areas and that reimbursement and overall 
infrastructure need to be enhanced. 

224 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
225 State of Nevada Division of Health Care Financing and Policy, Nevada’s Sustainability Plan to Support Expansion of SUD and OUD Treatment and 
Recovery Provider Capacity, 2021. 
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MAT 
Qualitative data from the study conducted by the Nevada Minority Health and Equity 
Coalition also indicates difficulty accessing MAT services, especially in rural areas and on 
reservations.226 In 2020, the Nevada State Medicaid Services Manual was updated to include 
a separate chapter for MAT services, making information on providing the service more 
accessible to interested providers and signaling the increasing dedication of Nevada to 
opioid treatment services. OTP and Office-Based Opioid Treatment (OBOT) services are not 
widely available in rural and frontier areas, in part, because the volume of the population in 
these areas is too small to sustain brick-and-mortar programs and to indicate a need for 
IOTRC expansion. 

Opioid Treatment Programs 
Nevada has 15 OTPs offering MAT in outpatient settings, but only in Clark, Washoe, and 
Carson City Counties, leaving 13 counties without any OTP.227 In a state survey, most OTPs 
reported that they have additional treatment capacity, indicating that either the people who 
need treatment are not able to access it (due to transportation, lack of knowledge of the 
system, or stigma) or the treatment programs are not located in the areas where residents 
need them. 

Office-Based Opioid Treatment 
Thirteen counties in Nevada have OBOT. Only Nevada’s urban areas, Carson City, Clark, 
and Washoe Counties, have more than 10 providers, and eight of the 13 counties have fewer 
than five providers.228 Nevada’s analysis of OBOT providers found that only a few of the 
OBOT providers were prescribing up to their DATA 2000 waiver capacity. The most 
significant barriers to serving more people were reimbursement, lack of time, and referrals. In 
addition, only about one-fourth of the OBOTs that responded to the State’s survey reported 
offering counseling, which is a best practice for MAT. Additionally, at least part of every 
county in Nevada is designated as a HPSA, so the baseline availability of providers who 
could potentially become DATA 2000 waivered is lacking. 

226 Nevada Minority Health and Equity Coalition, School of Public Health, University of Nevada, Las Vegas. Voices of the Opioid Epidemic: Perspectives of 
Those with Lived Experience in Nevada, 2022. 
227 See Note 223 above. 
228 State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
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Figure 6. Distribution of OBOT229 

229 State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
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Gaps in Outpatient Treatment229 

• Data on equity and disparities in treatment outcomes for racial and ethnic minorities 

• Provider availability for pregnant women with OUD 

• Treatment/provider availability for individuals with co-occurring disorders, especially youth, 
and serving youth in inpatient and residential facilities 

• Access to mental health care as compared with disease prevalence and demand for 
treatment 

• Residential and outpatient MAT programs in rural and frontier areas 

• Transportation to treatment and recovery supports, especially in rural and frontier areas and 
for non-Medicaid populations 

• Withdrawal management services with seamless transfer to treatment after detoxification 

• Utilization of existing OTPs to capacity 

• Availability of OTPs in most counties 

• OBOT in rural and frontier areas 

• Counseling for individuals receiving OBOT 

• Psychiatrists and psychologists specializing in SUD psychotherapy 

• Outpatient detoxification and licensed drug and alcohol counselors in rural regions 

• MAT and other treatment interventions in justice facilities 

• Evidence-based treatment protocols for those using multiple substances and for those with 
co-occurring mental health and physical health disorders 

Inpatient, Residential, and Detoxification/Withdrawal 
Higher levels of care, such as inpatient, withdrawal management, and residential services, 
can also be particularly skewed toward urban areas and difficult to expand due to 
infrastructure costs. The CAST inpatient categories of short-term rehabilitation (less than 
30 days) and long-term rehabilitation (more than 30 days) were identified as lacking capacity 
relative to need in all regions of the state.231 In June 2021, the State reported having 929 

230 The designation of a gap does not mean the service or program does not exist, but that it is currently insufficient in scope, geographic coverage, resources 
for sustainability, or populations covered. 
231 State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health, Nevada Substance Abuse Prevention and 
Treatment Agency Capacity Assessment Report: Nevada, 2019. 
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licensed residential and withdrawal management inpatient/residential beds classified as 
Institutions for Mental Disease (IMD), 95% of which are in Las Vegas, Reno, or Carson City. 
Nevada identified that 86% of withdrawal management and residential treatment beds are 
not eligible for Medicaid reimbursement for most adults under 65 years, due to their 
classification as IMDs under federal regulations. 232 In the absence of these services for 
many Medicaid beneficiaries, beneficiaries have likely defaulted to either more expensive 
and potentially less effective care through multiple ED visits and regular inpatient hospital 
stays or under-treatment and less recovery, resulting in higher crisis utilization. 

In 2021, Nevada’s plan to address significant gaps in the substance use system through the 
1115 waiver for SUD services was submitted for approval to CMS. 233 The pending waiver 
includes adding residential and withdrawal management services for SUD (ASAM levels 3.1: 
Clinically Managed Low-Intensity Residential Program, 3.2: Clinically Managed Residential 
Withdrawal Management, 3.5: Clinically Managed Medium Intensity Residential Program, 
and 3.7: Medically-Monitored Inpatient Programs). Currently, 86% of Nevada’s withdrawal 
and inpatient resources are not reimbursable by Medicaid because of the federal IMD 
exclusion. The waiver also opens the 929 IMD beds for Medicaid payment for an average 
stay of 30 days for beneficiaries between the ages of 22 years–64 years, a previously 
excluded benefit for IMDs, and provides case management for beneficiaries in IMD facilities 
which do not have a co-occurring mental health diagnosis (co-occurring diagnoses are 
already eligible for case management). Pending approval, the waiver’s effective date could 
be January 1, 2023. While the release only affects care funded by Medicaid, expanded 
funding for these services is likely to result in better sustainability and growth options for 
those already established. 

Although the State is addressing gaps in substance use services related to the need for 
community-based residential treatment and withdrawal management, implementation is not 
likely to begin until 2023 and is mostly focused on Medicaid beneficiaries. Resources may be 
needed to help with the infrastructure providers will need to create or expand into the new 
services anticipated to be approved under the 1115 SUD waiver. 

232 State of Nevada Department of Health and Human Services. Section 1115 Demonstration Waiver Nevada’s Treatment of Opioid Use Disorders (OUDs) 
and Substance Use Disorders (SUDs) Transformation Project, September 2021. Available at: 
https://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Public/AdminSupport/MeetingArchive/PublicHearings/2021/SPA_PH_10_26_21_NV_1115_Waiver.pdf 
233 Ibid. 
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Gaps in Inpatient, Residential, and Detoxification/Withdrawal 

• Short- and long-term rehabilitation in all regions of the state 

• Funding for withdrawal and residential treatment beds for Medicaid beneficiaries (ages 
22 years–64 years) and the uninsured 

• Supports for people who have completed detoxification but are awaiting treatment 

• Short-term rehabilitation (< 30 days) and long-term rehabilitation (30+ days) statewide 

• Access to inpatient, residential, and withdrawal management services in rural areas 

• Funding for infrastructure to expand withdrawal and other levels of care 

Crisis Services 
In addition to inpatient and outpatient, a robust continuum of crisis services is essential for 
responding to opioid-related crises and ensuring recipients are effectively connected to 
treatment after the crisis. Significant gaps do exist across the state with respect to crisis 
services, as indicated in the Nevada Crisis Care Response System: Assets and Gaps 
report.234 One indicator of the need for better community-based crisis response capacity is 
ED utilization for substance use problems, which are not best addressed in that setting. Most 
recently, Medicaid data from the first quarter of 2021 shows a rate of 352.1 per 1,000 FFS 
beneficiaries and 408.4 under managed care. 235 In Medicaid, 2,408 people received a crisis 
service outside of the ED or inpatient setting in 2020. Nevada’s crisis system could be 
enhanced to decrease some of the ED utilization for substance use and increase crisis 
response capacity. 

In addition to mental health and substance use comorbidity, opioid use alone creates crises 
that can be addressed by the behavioral health crisis system. Along with the work 
accomplished to implement 988 by the summer of 2022, and implementation of crisis 
stabilization units (CSUs), expansion of mobile crisis teams that are trained in harm reduction 
and can carry naloxone are also essential to addressing the opioid crisis. 

9-8-8 Crisis Hotline 
As recommended by SAMHSA’s National Guidelines for Behavioral Health Crisis Care Best 
Practice Toolkit,236 Nevada has done a great deal of work to assess and improve the current 
crisis system. Planning is underway for the State’s new 988 framework, for a consistent 
evidence-based model for mobile crisis that includes a multi-disciplinary team of clinicians 
and peers and 24/7 in-person response, and for CSUs. Nevada already has a robust regional 
crisis call system through Crisis Support Services of Nevada, but the system cannot 
independently dispatch mobile crisis-type teams. There are crisis lines specific to regions 

234 State of Nevada Department of Health and Human Services. Nevada’s Crisis Care Response System: 2020 Statewide Assets and Gaps Analysis, 2020. 
235 Data received from the State of Nevada Department of Health and Human Services, January 10, 2022. 
236 Substance Abuse and Mental Health Agency, National Guidelines for Behavioral Health Crisis Care: Best Practice Toolkit, 2020. 
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and targeted to children and adolescents that have the ability to dispatch specialized child 
mobile crisis teams in Reno and Las Vegas. Furthermore, the mobile crisis element of 
CCBHCs is dispatched by their local CCBHC crisis line rather than through one of the other 
crisis lines, unless they happen to be contacted by 911 for co-response with law 
enforcement. Nevada is progressing in its system by planning for a more robust 988 service 
that is comprehensive, a single point of contact for behavioral health crisis, and can 
potentially dispatch mobile crisis teams across the state. The crisis line is intended to 
address both substance use and mental health crises. 

Mobile Crisis Teams 
Nevada’s CCBHCs fill gaps in mobile crisis in more populated regions, and many carry 
naloxone and other harm reduction tools and educational materials. The State’s efforts to 
increase the availability of mobile crisis services, along with additional resources, to the 
whole community should help decrease ED utilization and help those in a SUD-related crisis 
to connect to treatment and recovery resources. However, Nevada’s CCBHCs are in various 
stages of refinement of their mobile crisis teams, are not yet serving their communities to the 
capacity needed, and are not uniformly covering rural and frontier areas. Therefore, Nevada 
lacks a consistent and coordinated, in-person, evidence-informed 24/7 statewide mobile 
crisis response system. Such a response system is essential for saving lives in overdose 
situations, as well as ensuring people receive appropriate follow-up care. 

Nevada has some innovative mobile crisis-type teams, including child mobile crisis teams 
that can respond in person in Reno and Las Vegas. However, their capacity is limited and 
backed up by telephonic crisis line resources. Rural areas of Nevada have access to 
telephonic and tele-video crisis care for adults and children, but the intervention is more like 
that of a crisis call center. 

Law enforcement co-responder models with embedded behavioral health clinicians exist in 
Douglas and Lyon counties, Sparks City, Carson City, and Reno, but in most cases the 
behavioral health clinician is dressed in a uniform, which is not a preferred model of 
response, and due to limited team hours, the response is not usually immediate. Two 
agencies have developed and are staffing Mobile Recovery Outreach Teams to engage 
within emergency rooms and community agencies in Northern and Southern Nevada through 
SOR funding.237 

Las Vegas has a unique ambulance-based mobile crisis model through Las Vegas Fire and 
Rescue that is available only in a specific downtown area and is available nearly 24 hours 
per day. Due to the paramedics’ advanced scope of practice, transportation can be offered 
directly to behavioral health facilities rather than going through an ED for medical clearance, 
but it is limited in capacity. Reno has recently implemented a similar program. 

Overall, the current in-person response resources have limited capacity to respond quickly 
and robustly to everyone in their local communities. Some current in-person crisis teams 
(CCBHCs in particular) appear to be underutilized at this time, with low per-month requests 
for mobile services compared to the size of the population where they are located. If more 
people took advantage of this resource, the community needs would quickly outstrip the 

237 Nevada Center for the Application of Substance Abuse Technologies, Nevada State Opioid Response, and Nevada Department of Health and Human 
Services. Nevada State Opioid Response Grant II, Year 1: September 20, 2020-September 29, 2021, Annual Performance Progress Report, 2021. 
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teams’ capacities. In areas such as Southern Nevada, where there is no in-person mobile 
crisis response, resources are needed to set up models that can adequately serve the 
sparsely populated, but expansive, geographic region. As the providers and the State 
increase education to the community about this resource, providers of mobile crisis may 
need assistance increasing their own capacity to respond. Additional staff, which is difficult to 
find due to workforce shortages, training, and adjustment to a “firehouse model” where staff 
is available 24/7/365, are challenges with which providers are likely to need technical 
assistance. Reimbursement for current crisis codes is not likely to support this 
always-available, in-person model. 

SB 390 affirmed the State’s commitment to expanding its mobile crisis system and included 
the requirement that peers be an essential part of mobile crisis teams.238 Therefore, more 
peers will be necessary to help staff these teams than the State currently has available. 

Crisis Stabilization Units 
Nevada is currently working on developing and expanding CSUs, the “somewhere to go” 
element of the Crisis Now model of comprehensive crisis services. Ensuring these units can 
serve individuals with OUDs is essential for rounding out the mobile crisis response system. 
CSUs only exist in urban areas, and they offer one bed per 100,000 residents rather than the 
recommended three beds per 100,000 residents. Urban areas have the infrastructure to 
expand to the recommended three beds per 100,000 residents likely needed to serve local 
residents.239 The Rural, Clark, Southern, and Washoe Behavioral Health Regions lack 
dedicated acute stabilizations units within a reasonable distance from most residents. 
Instead, residents are transported long distances to facilities by limited public safety 
resources (ambulances and flight) at great cost. Nevada calculated that 123 crisis beds are 
needed to adequately serve the state. Due to the rural and frontier nature of Nevada, they 
would need to be somewhat geographically distributed. 

Secure Behavioral Health Transportation 
One intervention Nevada has undertaken to address SDOH as a barrier has been to enable 
non-emergency Secure Behavioral Health Transport in the Medicaid State Plan to transport a 
person in a mental health crisis or other behavioral health condition to be taken to a 
treatment site. This effort should assist in increasing available transportation access to 
individuals who require a treatment intervention but do not need an ambulance for 
transport.240 However, as of the publication date of this report, no providers have been 
certified to provide this service, although a few are in the application process. 

238 Senate Bill 390. Available at: https://www.leg.state.nv.us/App/NELIS/REL/81st2021/Bill/8095/Text 
239 State of Nevada Department of Health and Human Services. Nevada’s Crisis Care Response System: 2020 Statewide Assets and Gaps Analysis, 2020. 
240 Nevada Division of Health Care Financing and Policy. Nevada’s Sustainability Plan to Support Expansion of SUD and OUD Treatment and Recovery 
Provider Capacity, 2021. 
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Gaps in Crisis Services 

• Statewide, consistent and coordinated, in-person, 24/7 mobile crisis response 
system 

• Single point of contact for behavioral health crises 

• Dispatch independent mobile crisis teams through central crisis call center 

• Mobile crisis teams that are trained in harm reduction and carry naloxone 

• CSUs, especially accessible to rural and frontier areas 

• Staffing for crisis system 

Treatment in Criminal Justice Settings 
Criminal justice programming presents another area of need. Access to MAT and other 
treatment interventions within the jails and prisons is very limited, and individuals 
transitioning from incarceration to the community have limited access to treatment or care 
management in the community.241 Although progress has been made through drug treatment 
courts and similar interventions, these opportunities are not uniformly available in all criminal 
detention centers. 

Drug Courts 
Drug courts can improve SUD treatment and recovery in the criminal justice population. MAT 
is utilized across all courts with opioid programming and is now considered the standard of 
care. Youth offender and reentry programs have been incorporated into drug courts, 
addressing the needs of youth as well as adults. A strong relationship between 
probation/parole and the courts ensures access to treatment, case management, and 
supports necessary to maintain recovery. Drug courts have also become increasingly 
invested in trauma-informed care and SDOH to allow judges a full picture of the needs of the 
individual and to assist in a focus on recovery rather than punishment. For the Washoe 
County Second Judicial Court, 92% of graduates of the State recidivism program remained 
arrest-free.242 A gap in services currently exists for this population, as drug courts and 
services ranging from treatment to housing are not universally available, leading to a cycle of 
relapse and oftentimes re-incarceration. 

Reentry and Post-Release 
Engagement during incarceration is crucial, as individuals incarcerated are in a forced state 
of abstinence and, therefore, are more likely to relapse and overdose upon release. A warm 
handoff makes a significant difference, as does the education of and the relationship with 

241 State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
242 Nevada Overdose to Action and University of Nevada School of Community Health Sciences. Nevada's Overdose Landscape Presentations, July 7, 2021. 
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parole and probation officers about the needs of an individual struggling with substance use 
upon release. 

Insufficient support upon reentry presents a leading cause of relapse and opioid overdose. 
Among Hispanic Nevadans who died of opioid overdoses, 5% had been recently released 
from the criminal justice system.243 A small qualitative study of people who are currently 
using or have used opioids indicated that some individuals experience a lack of 
community-based, accessible resources post-release, which they feel contributes to the 
cycle of drug use and justice involvement. 244 The survey concluded that there is a significant 
need for transitional and clinical services for the justice population, citing long waiting lists, 
poor coordination in programs, an overall lack of programs, difficulties reinstating Medicaid, 
and other challenges people leaving justice settings have in transitioning to care and housing 
in the community. Washoe County and Mineral County jail facilities have implemented a 
program for naloxone distribution upon release, and Washoe County provides naloxone to 
parole officers trained in harm reduction. However, these programs are not statewide, and 
consistent warm handoffs with the community are still needed. 

Public Perception of Justice-Based Interventions 
The 2020 Clark County Community Perceptions of Drug Use and Harm Reduction Survey, 
which included 669 respondents, included questions regarding public perceptions of drug 
misuse and justice involvement.245 79% of the respondents agreed or strongly agreed that 
youth who use drugs are likely to commit crimes, and 54.9% of respondents agreed or 
strongly agreed that nonviolent criminal drug offenders should have access to various drug 
rehabilitation programs in Nevada. Half of the respondents (50.5%) agreed or strongly 
agreed that Southern Nevada should have a program that allows individuals to go to drug 
treatment therapy rather than jail if they have committed a nonviolent minor crime. Only 
48.7% agreed or strongly agreed that treatment should be available to all individuals who 
misuse drugs. This data highlights the need for public education and sensitization to the 
importance and impact of treatment and prevention services for individuals re-integrating into 
the community post-incarceration. Without public support, funding to fully implement these 
important programs will be difficult to obtain. 

243 Larson Institute/Nevada Overdose to Action. 2020 Hispanic/Latinx Overdose, 2021. 
244 Nevada Public Health Training Center. Overdose Data to Action (OD2A): Formative research to investigate barriers and facilitators to accessing services 
among current and former opioid users in Nevada: Report of Key Findings and Recommendations, 2021. 
245 Nevada Institute for Children’s Research and Policy and the Cannon Survey Center. 2020 Clark County Community Perceptions of Drug Use and Harm 
Reduction Survey Report, 2020. 
246 The designation of a gap does not mean the service or program does not exist, but that it is currently insufficient in scope, geographic coverage, resources 
for sustainability, or populations covered. 
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Gaps in Treatment in the Criminal Justice System245 

• Post-release bridging services to offer engagement during incarceration and 
transitional support into the community 

• Knowledge base of probation/parole offices on the needs of individuals on 
release/community reentry regarding treatment support options and harm reduction 

• Statewide availability of drug courts and transitional/reentry services and supports 
ranging from treatment to housing 

• Public support for treatment and prevention services for individuals re-integrating 
into the community post-incarceration 

• Access to MAT and other treatment interventions within the jails and prisons 

Recovery Supports 
A Recovery Oriented System of Care “…is a coordinated network of community-based 
services and supports that is person-centered and builds on the strengths and resiliencies of 
individuals, families, and communities to achieve abstinence and improved health, wellness, 
and quality of life for those with or at risk of alcohol and drug problems.”247 Recovery 
supports are an essential component of relapse prevention, as well as for good treatment 
engagement and outcomes. Overall, Nevada’s 2019 assessment identified that the category 
of recovery has a 63% unmet need/insufficient capacity statewide.248 

Recovery supports vary greatly by region, as they are often less structured, less formal, and 
tailored to individual support needs. There are several recovery resources funded by grants 
and State funds across the state.249 Foundation for Recovery offers outreach in several 
settings, including women in Washoe County Corrections, local and rural hospitals in 
Northern Nevada, and in the community focused on populations experiencing homelessness. 
SOR funding has provided support for two peer-led programs, mobile recovery teams, peer 
recovery support services, and peer-led warm lines. Within these services, individuals are 
helped with housing, employment, transportation, legal issues, and other supports that 
promote recovery and well-being. While impressive, these programs are limited in scope and 
availability. The State also appears to lack statewide community-based recovery supports 
such as recovery centers. Documents reviewed did not mention recovery supports targeted 
at children, adolescents, or transition-age youth. 

247 Substance Abuse and Mental Health Services Administration. Recovery-Oriented Systems of Care Resource Guide, 2010. Available at: 
https://www.samhsa.gov/sites/default/files/rosc_resource_guide_book.pdf 
248 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
249 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
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Nevada’s June 2019 Statewide assessment using SAMHSA’s CAST reviewed the capacity 
of recovery supports and identified needs, which varied by region, in the following 
categories:250 

• Religious or spiritual advisors 

• 12-step groups 

• Transportation 

• Employment support 

• Educational support for those who have completed treatment 

• Parenting education 

• Assistance obtaining housing 

• Assistance obtaining health insurance 

A lack of capacity was identified for religious or spiritual advisors in all regions of the state, 
and the categories of employment support for those receiving treatment, assistance 
obtaining housing, and assistance obtaining health insurance were also noted to lack 
capacity relative to need in four out of five behavioral health regions of the state.251 

Twelve-step groups, transportation for those receiving treatment, and parenting education for 
individuals with an SUD were identified as having adequate capacity at the state level, with a 
few regions noting gaps in those categories. Overall, the CAST prioritized housing and 
transportation as the most significant, foundational needs, considering that other recovery 
supports were being addressed by other entities. A small qualitative study of current and 
former opioid users indicated that the various treatment and support programs are 
fragmented and inadequate for the complexities of SUD. 252 These individuals expressed a 
desire to be more integrated into the community and identified a need for more employment 
support, volunteer opportunities, recovery centers, and faith-based organizations to round 
out a recovery-oriented system of care. 

The qualitative study of Nevadans with lived experience noted that peer supports are 
essential, not only in gaining trust for those in treatment, but also in offering recovery 
employment or volunteer opportunities. 253 They additionally noted that upon discharge from 
treatment, they were not educated on resources that would help maintain recovery. 

Peer Support 
Peer and Recovery Support Specialists (PRSS) have increasingly been shown to be an 
effective component of a substance use treatment continuum and should be woven 

250 State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health. Nevada Substance Abuse Prevention and 
Treatment Agency Capacity Assessment Report: Nevada, 2019. 
251 See Note 248 above. 
252 Nevada Public Health Training Center. Overdose Data to Action (OD2A): Formative research to investigate barriers and facilitators to accessing services 
among current and former opioid users in Nevada: Report of Key Findings and Recommendations, 2021. 
253 Nevada Public Health Training Center. Overdose Data to Action (OD2A): Formative research to investigate barriers and facilitators to accessing services 
among current and former opioid users in Nevada: Report of Key Findings and Recommendations, 2021. 
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throughout prevention, treatment, and recovery. In Nevada, peer supports have also been 
highlighted as a priority area for supporting pregnant and postpartum women and as a vital 
component of a successful crisis care response system, and prioritized by those with lived 
experience as an area of recommended growth: 

• The Perinatal Health Action Plan, Goal 1, Primary Priority 1: Development of Services, 
includes advocacy for the development of programs that build in peer support, removal, 
or modification of prior authorization requirements for peer recovery support services to 
increase access to care, promotion of 24/7 peer-led warm lines, and continued State 
support of scholarships for peer recovery and support specialists working towards 
certification.254 These issues are also noted more generally in the 2020 “Substance Use 
Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure 
Assessment Report”255 and flagged for expansion in the related 2021 plan to expand 
capacity, “Nevada’s Sustainability Plan to Support Expansion of SUD and OUD 
Treatment and Recovery Provider Capacity.”256 

• The 2020 report, “Nevada’s Crisis Care Response System: Assets and Gaps,”257 

highlights peers as an element of a successful crisis response system through 
employment in Mobile Crisis Teams and Crisis Stabilization Facilities. Peer involvement 
in mobile crisis response was noted as a gap in Northern Behavioral Health Region 
counties, whereas Washoe County was highlighted as having peer support integrated in 
all but one crisis stabilization facility, although peers are not yet integrated into mobile 
response teams. The Southern Region was also flagged as lacking in mobile crisis 
response overall, as well as lacking in peer resources. For call center hubs, the need for 
peer staffing was highlighted as a priority by the Northern and Rural regions. Overall, the 
significant role of peers was noted as one of the top three gaps in essential principles and 
practices in all regions of the state. 

• Themes identified through the 2022 report “Voices of the Opioid Epidemic, Perspectives 
of Those with Lived Experience in Nevada”258 include the recommendation for peer 
support for individuals who use/used and for families of those who use/used, as well as 
increasing availability of support groups to help both individuals who use/used and for 
families of those who use/used. 

The second round of SOR funding expanded peer support services, resulting in 608 new 
clients receiving peer support assistance.259 Nevada is using SOR funding to place PRSS in 
the hospitals to assist with opioid emergencies. The first hospital to implement this was in 
Reno in June 2021, with brief mid-day shifts on weekends. By the end of the first month of 
services, day shifts were added. In August 2021, the team expanded operations in the 
hospital to provide 24/7 support. The team received 177 referrals or handoffs from the 

254 State of Nevada Department of Health and Human Services. Perinatal Health Initiative & SUPPORT Act, 2020. 
255 State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and 
Infrastructure Assessment Report, 2020. 
256 State of Nevada Division of Health Care Financing and Policy. Nevada’s Sustainability Plan to Support Expansion of SUD and OUD Treatment and 
Recovery Provider Capacity, 2021. 
257 State of Nevada Department of Health and Human Services. Nevada’s Crisis Care Response System: 2020 Statewide Assets and Gaps Analysis, 2020. 
258 Nevada Minority Health and Equity Coalition, School of Public Health, University of Nevada, Las Vegas. Voices of the Opioid Epidemic: Perspectives of 
Those with Lived Experience in Nevada. 2022 
259 Nevada Center for the Application of Substance Abuse Technologies, Nevada State Opioid Response, and Nevada Department of Health and Human 
Services. Nevada State Opioid Response Grant II, Year 1: September 20, 2020–September 29, 2021, Annual Performance Progress Report, 2021. 

Mercer 80 



           
  

 

  
 

      
        

       
     

            
              

 

 

    
             

            
   

   
      

 

           
     

     
             

 
  

            
   

   

      
     

                 
     

   
 

  
              

  
                

    
          

      
                    

   

    

           

            

Nevada Opioid Needs Assessment and Statewide Plan 2022 State of Nevada 

hospitals, completed 133 assessments, referred 109 people to treatment, transported 
73 people to treatment, and successfully followed up with 49 people. The hospital has shown 
openness and acceptance of the team, with physicians, nurses, and a hospital Alert Team 
requesting the PRSS opinion in developing treatment plans and discharge plans. A second 
hospital, in Las Vegas, began using this model in November of 2021. Additionally, a peer 
warm line in Southern Nevada helps connect individuals to care, support, and information.260 

Gaps in Recovery Support260 

• Access to desired peer supports for pregnant and postpartum women 

• Statewide availability of peer supports throughout the treatment and recovery system 

Social Determinants of Health 
SDOH are “…conditions in the places where people live, learn, work, and play that affect a 
wide range of health risks and outcomes.”261 SDOH factors include financial resources, social 
and community factors, education access and quality, health care access and quality, and 
the neighborhood and environment in which a person lives, including transportation, crime, 
and environmental quality. SDOH play an important part in health outcomes, and outcomes 
related to substance use prevention and treatment are no exception. 

The 2019 Nevada State Health Needs Assessment flagged SDOH as a factor in SUD 
outcomes across all counties. SDOH barriers included lack of transportation, quality 
education, and vocational opportunities, while housing and lack of internet access were also 
highlighted.262 A small qualitative study of 35 Nevadans with current or past opioid use 
reporting a lack of housing, transportation, food insecurity, and financial difficulties accessing 
services as barriers to recovery confirmed the importance of SDOH. People who have been 
involved in the justice system can also experience significant barriers to accessing 
post-release resources, such as housing, which can contribute to the cycle of drug use and 
justice involvement.263 

The Nevada Minority Health Equity Coalition’s qualitative study reiterated the importance of 
transportation, work, and stable housing in recovery.264 Respondents with lived experience 
were unanimous in their agreement that housing “is one of — if not the most — important 
indicator of success through recovery.” Participants reported difficulty obtaining stable 
housing due to unfavorable background checks and long waits for housing that does not 

260 Ibid... 
261 Centers for Disease Control and Prevention. “About Social Determinants of Health (SDOH),” accessed May 2022. Available at: 
https://www.cdc.gov/socialdeterminants/about.html 
262 State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health. Nevada Substance Abuse Prevention and 
Treatment Agency Capacity Assessment Report: Nevada, 2019. 
263 Nevada Public Health Training Center. Overdose Data to Action (OD2A): Formative research to investigate barriers and facilitators to accessing services 
among current and former opioid users in Nevada: Report of key findings and recommendations, 2021. 
264 Nevada Minority Health and Equity Coalition, School of Public Health, University of Nevada, Las Vegas. Voices of the Opioid Epidemic: Perspectives of 
Those with Lived Experience in Nevada, 2022. 
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require background checks. They also noted that recovery takes a significant investment of 
time and requires consistency, as does holding down a job, and many times, treatment and 
work requirements conflict with each other, putting income for housing at risk. Lack of 
transportation to treatment centers and an inability to pay for public transportation are further 
barriers. Additionally, participants cited the lack of a telephone and/or internet as major 
barriers to public education and communication with both caseworkers and family members, 
both of which could have increased their access to treatment and additional recovery 
supports. 

Gaps in housing and transportation present a key issue for the population of individuals 
experiencing homelessness, as a lack of the necessities can prevent self-care, both 
regarding managing their own physical health and in mental health and substance use 
treatment engagement. 

Nevada does have a non-emergency medical transportation benefit for the Medicaid 
population. However, transportation resources for individuals not covered under Medicaid are 
less available. In addition, tenancy supports have been explored as a potential method to 
assist individuals in recovery to remain in stable housing. 

Gaps in SDOH265 

• Lower income and higher unemployment and poverty for those living on tribal 
lands 

• Housing vouchers and housing assistance for at-risk populations (especially 
Northern and Southern regions and Clark and Washoe Counties) 

• Transportation for both treatment and recovery support activities 

• Employment for those receiving treatment 

• Volunteer and vocational opportunities for those in recovery 

• Internet access for people engaging in treatment 

• Financial resources for people in treatment and recovery 

265 The designation of a gap does not mean the service or program does not exist, but that it is currently insufficient in scope, geographic coverage, resources 
for sustainability, or populations covered. 
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Nevada Opioid Needs Assessment and Statewide Plan 2022 State of Nevada 

Section 6 
Recommendations 
The preceding needs assessment qualitative and quantitative findings from all seventeen 
counties representing Nevada’s rural, frontier, and urban communities, as well as Native 
American tribes, informed the following list of recommendations. The recommendations were 
further developed using results from a survey of Nevada State agencies and through 
feedback and public input from the ACRN and SURG. The Johns Hopkins School of Public 
Health Principles for the Use of Funds from the Opioid Litigation document, as well as the 
nine core abatement strategies developed by Johns Hopkins, were used as additional guides 
for this assessment and planning process. Recommendations resultant from Nevada’s prior 
work with the Johns Hopkins framework can be found in Appendix C. 

Nevada has chosen to align efforts to expend bankruptcy or settlement recoveries with the 
five Principles for the Use of Funds from the Opioid Litigation developed by Johns Hopkins 
School of Public Health:266 

• Spend money to save lives. 

• Use evidence to guide spending. 

• Invest in youth prevention. 

• Focus on racial equality. 

• Develop a fair and transparent process for deciding where to spend the funding. 

The following nine core abatement strategies developed by Johns Hopkins were also critical 
in development of the recommendations and the subsequent Statewide Plan for the use of 
funds:267 

• Broaden access to naloxone 

• Increase use of medications to treat opioid use disorder 

• Provide treatment and supports during pregnancy and the postpartum period 

• Expand services for neonatal opioid withdrawal syndrome 

• Fund warm handoff programs and recovery services 

• Improve treatment in jails and prisons 

266 Johns Hopkins Bloomberg School of Public Health. Principles for the Use of Funds from the Opioid Litigation, 2021. Available at: 
https://opioidprinciples.jhsph.edu/wp-content/uploads/2021/01/Litigation-Principles.pdf 
267 Johns Hopkins Bloomberg School of Public Health. Primer on Spending Funds from the Opioid Litigation: A Guide for State and Local Decision Makers, 
2021. 
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• Enrich prevention strategies 

• Expand harm reduction programs 

• Support data collection and research 

To further ensure that the decision-making process for funding projects was fair and 
transparent, Mercer was contracted to develop a rating system to indicate the urgency, 
feasibility, and potential impact the following recommendations could have on the intended 
populations. The “Total Score" listed at the end of each recommendation reflects the overall 
priority based on urgency, feasibility, and impact. Mercer also included an indicator as to 
whether each recommendation was responsive to NRS 433.736(1)(e) and the three 
legislative-designated priorities that are of overdose prevention, disparities in health care, 
and prevention of substance use among youth, as well as those suggested in the Johns 
Hopkins principles, overdose prevention, youth prevention, and health equity. Details of the 
rating methodology are presented in the Methodology Section. Nevada used the ratings as a 
tool to prioritize the recommendations according to the ratings to identify top potential 
priorities for funding. 

The recommendations are divided into the following sections: Data, Prevention, Treatment, 
and Social Determinants of Health and Recovery Supports. Within each section, 
recommendations are categorized according to the NRS 433.738 list of allowable projects: 
Data, Reduce Harm, Prevention/Treatment/Recovery, Education/Awareness Campaign, 
Workforce Development, Prevent ACEs, Justice Programs, Reduce Neonatal Abstinence 
Syndrome, Crisis Services, Evaluate Programs, and Housing. Many recommendations might 
apply to multiple categories, but only one was chosen for each. 
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Data Recommendations 
Data Recommendations Category 

Impact 
Score 

Urgency
Score 

Feasibility
Score 

Leg.
Target 

Total 
Score 

Establish Nevada all-payer claims database (APCD). The State is 
currently making progress on this recommendation. The database is 
intended to and should include claims for all medical, dental, and 
pharmacy benefits. The advisory committee that will make 
recommendations on the analysis and reporting of the data should 
ensure that key data elements are maintained through the 
de-identification process to ensure the data remain meaningful. Critical 
needs include the ability to stratify by special population characteristics 
(race/ethnicity, geography, LGBTQ+ status, pregnancy, etc.), and 
enough detail to identify physical and behavioral health comorbidities. 

Data 4.0 4.0 3.7 3.0 14.7 

13.5 

13.5 

13.5 

12.5 

12.0 

11.3 

Develop an overdose fatality review committee(s). Data 3.3 3.5 3.7 3.0 
Support the Automated Program Interface (API) connection to 
EMS/Image Trend for data collection and reporting through the 
overdose mapping and application program (ODMAP). 

Data 3.0 3.5 4.0 3.0 

Support Poison Control hotline and data collection/reporting to track 
and trend; establish a communications system and dashboard. Data 3.0 3.5 4.0 3.0 

Expand reporting to the prescription drug-monitoring program to 
include methadone to increase patient safety and reduce prescribing 
risk. 

Data 2.3 2.5 4.7 3.0 

Share standardized data between public safety agencies and those 
monitoring local overdose spike response plans. This will support local 
partners so they may act quickly when needed. 

Data 3.0 3.0 3.0 3.0 

Evaluate the outcomes from the Association of State and Territorial 
Health Officials Opioid Use, Maternal Outcomes, and Neonatal 
Abstinence Syndrome Initiative and State Opioid Response grant 
projects for pregnant and postpartum women and their infants, and 
implement lessons learned. Ensure that outcome data is detailed and 
stratified by important demographic characteristics in order to detect 
and address health disparities. Review of the outcomes from these 
projects will allow Nevada to analyze lessons learned and apply 
successes for future initiatives addressing SUD in additional identified 
special populations. 

Data 2.7 2.0 3.7 3.0 

Establish a minimum data set for suspected opioid use and overdose 
death data collection to standardize data across the state and better Data 3.3 2.0 3.3 3.0 11.7 
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Impact  Urgency  Feasibility  Leg.  Total   Data Recommendations  Category  Score  Score  Score  Target  Score 
      prevent overdoses. The NV-OD2A program has identified a minimum 
        data set from law enforcement and other first responder agencies. The 

         minimum data set relates to indicators that law enforcement agencies 
      can collect and report on, although at the time the report was written, 

   none were using the full minimum data points.   
 Improve and standardize forensic toxicology testing and data. There 

   are additional ways the State could get toxicology information to inform 
  public health and public safety agencies about what is in the drug 

    supply and what the potential risk for an overdose may be. These  Data  2.7  1.5  2.7  3.0  9.8 
             methods include testing of seized drugs through a lab or by field test, 

 testing of syringes, wastewater testing, and urinalysis of people who 
   have experienced a nonfatal overdose.  

        Develop data tools to collect and report racial, ethnic, housing status,   Data  2.0  3.5  4.0  0.0  9.5 
     sexual orientation, and gender identity across datasets. 

  Develop a statewide forensic toxicology lab that can support 
   surveillance sample testing and other types of toxicology testing that  Data  3.0  1.5  1.7  3.0  9.2          may increase the amount of information used to inform community 

    awareness of overdose risk, including substances involved in suicides.  
 Increase data sharing using the HIE. Promote the use of HealtHIE 

           Nevada chart provider portal at no cost to providers. Funding should 
   be provided to providers in need of system updates or changes to  Data  3.0  2.5  3.3  0.0  8.8 

    allow for participation. This will increase the ability to share data across 
   behavioral and physical health providers.  

         Develop and maintain consistent query code and query logic for  
 reporting on standard metrics across agencies to facilitate consistent 

 reporting and monitoring of priority indicators related to the opioid  Data  2.7  2.0  3.7  0.0  8.3    epidemic. Develop and maintain a consistent timeline for when metrics 
  should be run and reported. Develop a standard process for quality 

    control and consistencies, as well as reporting caveats.  
 Increase reporting of Treatment Episode Data Set (TEDS) for all  Data  2.7  2.5  3.0  0.0  8.2 

  certified providers. 
Increase availability and access to real-time substance use disorder 

     (SUD) and opioid use disorder (OUD) reports. The State of Nevada 
  has multiple sources that could provide real-time data. The health  Data  2.7  2.5  2.7  0.0  7.8 

        information exchange (HIE), electronic health record (EHR) systems, 
   birth registries, the Prescription Drug Monitoring Program (PDMP), and 

Nevada Opioid Needs Assessment and Statewide Plan 2022 State of Nevada 
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Data Recommendations Category 
Impact 
Score 

Urgency
Score 

Feasibility
Score 

Leg.
Target 

Total 
Score 

OpenBeds should be evaluated for interoperability-based use cases 
that will provide the needed data for analysis. Non-claims-based data 
sources should also be utilized to ensure the capture of all necessary 
data. 

7.0 

6.8 

Partner with local coroner/medical examiner, medical schools, and 
other relevant stakeholders to develop an accredited forensic 
pathology program. 

Data 2.7 2.0 2.3 0.0 

Expand surveillance testing. This will require a new funding formula for 
forensic toxicology, as well as better leveraging of federal funds. Data 2.7 1.5 2.7 0.0 
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Prevention Recommendations 

Prevention Recommendations Category 
Impact 
Score 

Urgency
Score 

Feasibility
Score 

Leg.
Target 

Total 
Score 

Establish a "bad batch" communications program to 
alert communities to prevent mass casualty events. Reduce Harm 4.0 4.5 4.0 3.0 15.5 

14.8 

14.2 

14.2 

14.2 

14.2 

14.0 

Establish a disease investigation model for non-fatal 
overdoses to identify and mitigate risk. 

Prevention/Treatment/ 
Recovery 3.3 4.5 4.0 3.0 

Utilize an education and awareness campaign 
focused on identification of the need for treatment and 
treatment options, targeted to people using opioids 
and their families. The campaign should be tailored 
for different populations in order to promote health 
equity. Populations targeted should include those 
without housing. 

Education/Awareness 
Campaign 3.3 4.5 3.3 3.0 

Increase education to decrease stigma and enhance 
understanding of recovery for employers and 
landlords through the Recovery Friendly Workplace 
Initiative. 

Education/Awareness 
Campaign 3.3 4.5 3.3 3.0 

Implement Mobile Crisis Teams with harm reduction 
training and naloxone leave-behind. Reduce Harm 3.3 3.5 4.3 3.0 

Increase education on the safe use and storage of 
opioids. Statewide campaign should be developed to 
provide consistent education and standardized 
guidance on the use and storage of opioids, such as 
the Office of Suicide Prevention’s Safe Storage 
Efforts. This campaign should also include resources 
for safe disposal of opioids, which should include 
engaging law enforcement, the State, and pharmacies 
to develop easily accessible safe disposal resources. 

Education/Awareness 
Campaign 3.7 3.5 4.0 3.0 

Develop no-barrier access to overdose 
prevention/harm reduction services, including 
naloxone and fentanyl testing. 

Reduce Harm 3.0 4.0 4.0 3.0 

Purchase and distribute hand-held drug testing 
equipment (mass spectrometers) to allow for rapid 
testing of substances. 

Reduce Harm 3.3 5.0 2.7 3.0 14.0 
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Leg. Total 
 Prevention Recommendations  Category  Score  Score  Score Target Score 

 Implement an education campaign on the addictive 
   potential of opioids and alternative therapies for 

 
 

 Education/Awareness    chronic pain and chronic illness, especially in rural  3.7  3.5  3.7  3.0 13.8  Campaign   areas, that is tailored to geography and underserved 
  populations. 

      Maintain distribution of naloxone kits. Although 
naloxone is available and public education on the 

  benefits and use have increased, the funding for 
 current efforts is primarily driven by grants and 

 subsidies and a long-term sustainability plan is  Reduce Harm   3.7  3.5  3.7  3.0 13.8 
  needed to ensure continued access is available. It is 

    also essential to ensure that further educational 
 efforts are targeted at special populations and groups 

  experiencing disproportionate overdoses. 
  Implement universal screening for ACEs and SBIRT 

       in pediatric care settings. Reimburse in Medicaid  Prevention/Treatment/  3.3  4.0  3.3  3.0 13.7    under early and periodic screening, diagnosis, and Recovery  
   treatment (EPSDT) provision. 

        Fund the integrated care training program. Training in 
 the integration of physical and behavioral health can 

  not only help to identify substance use and potential 
        misuse earlier, but it can address other problems, 

  such as mental health issues, before they contribute 
 to substance use. Training should consider the unique 

      landscape of rural, frontier, and tribal communities.   Develop Workforce  4.0  3.0  3.7  3.0 13.7 
        Training should also include a focus on Social 

        Determinants of Health (SDOH) and can be tailored 
 for opioid issues in special populations, such as 

   adolescents and transition-age youth, or pregnant and 
  postpartum women, and underserved individuals such 

   as people of color.  
     Develop and implement parent education  Prevention/Treatment/     opportunities, resources, and supports for SUD  3.0  4.0  3.7  3.0 13.7 Recovery  

  prevention. 
 Implement public messaging campaign on the   Prevent ACEs  3.0  4.0  3.7  3.0 13.7 

    prevention and impact of ACEs. 

Nevada Opioid Needs Assessment and Statewide Plan 2022 State of Nevada 
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Impact  Urgency  Feasibility  Leg.  Total 
 Prevention Recommendations  Category  Score  Score  Score  Target  Score 

       Provide parent education on ACEs prevention and   Prevent ACEs  3.0  4.0  3.3  3.0  13.3 
  intervention. 
Implement initiatives prior to release from prison that 

 provide information on and connection to post-release  Justice Programs  3.0  4.0  3.3  3.0  13.3  treatment and housing, as well as education on the 
  risks of overdose after periods of abstinence. 

      Provide support for commercially sexually exploited  Prevention/Treatment/ children through receiving centers and ongoing  2.7  4.0  3.7  3.0  13.3 Recovery  
  treatment. 

       Prioritize naloxone and fentanyl test strip distribution 
 to people who use drugs and to clinics that provide  Reduce Harm   3.0  3.0  4.3  3.0  13.3 

 MAT services.   
        Train providers and pharmacists on how to educate 

  patients about pain management expectations and 
 the risk of opioids. Provide tools and patient education 

   materials for statewide use as well as materials   Develop Workforce  3.3  3.5  3.3  3.0  13.2 
 tailored for underserved populations. Collaborative 

care agreements should fully utilize pharmacists as 
    part of the care team. 

       Expand access to harm reduction products through 
 the purchase and distribution of vending machines  Reduce Harm   3.3  3.5  3.3  3.0  13.2 

  statewide. 
     Promote youth substance misuse interventions.  Prevention/Treatment/  3.0  3.5  3.7  3.0  13.2 Recovery  

  Provide prevention specialists for schools to support  Prevention/Treatment/   implementation of evidence-based practices in grades  3.0  3.0  4.0  3.0  13.0 Recovery   K–12.  
Implement Trauma-Informed Schools.   Prevention/Treatment/  3.3  3.0  3.7  3.0  13.0 Recovery  

       Prioritize naloxone distribution to people at highest 
 risk for overdose death. This will require a more 

  systematic data collection effort to drive allocation of  Reduce Harm   3.0  3.0  4.0  3.0  13.0  resources towards the people and communities with 
     high death rates, as well as innovative efforts to 

    connect with people at highest risk (e.g., people who 

Nevada Opioid Needs Assessment and Statewide Plan 2022 State of Nevada 
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Leg. Total 
 Prevention Recommendations  Category  Score  Score  Score Target Score 

     are housed, living alone, or living in settings in which 

 
 

  drug use is hidden). 
        Expand educational efforts in the schools to promote 

      early intervention and reduce stigma. Curricula such 
  as Mental Health First Aid can be an effective method 

  of assisting youth in identifying the signs of suicidality 
          in their peers in a way that reduces stigma and 

      increases knowledge of how to promote intervention.   Education/Awareness  3.3  3.5  3.0  3.0 12.8        Continued training on the signs and interventions of   Campaign 
   suicide and substance use in the school system for 

    parents, law enforcement, and other community 
  partners will assist in reducing stigma and assisting in 

       identifying individuals at risk, allowing for potential 
   earlier intervention and decreased risk for lethality.  

      Continue the use of comprehensive preventive 
   services rooted in harm reduction principles. Harm 

reduction can be an effective way of decreasing risk in 
        multiple areas, from overdose to reduction of HIV and 

    other diseases. It allows for education and 
          intervention with active users who may be in the early 

 stages of change and assists with linkage to  Reduce Harm  3.0  3.5  3.3  3.0 12.8 
treatment. Efforts should include community 

    members, organizations, volunteers, professionals, 
 and other stakeholders to become engaged members 

   of the harm reduction and prevention workforce. 
     Planning, implementation, and monitoring should 

      meaningfully involve people with lived experience.  

Nevada Opioid Needs Assessment and Statewide Plan 2022 State of Nevada 
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Leg. Total 
 Prevention Recommendations  Category  Score  Score  Score Target Score 

Increase the number of providers trained to offer 
      trauma-informed treatment. There is a connection 

 
 

between exposure to childhood trauma and risky 
 behaviors such as substance abuse. Nevada should 

    consider offering trauma-informed training to all 
   provider types, from primary care physicians to  Prevention/Treatment/         OB/GYNs, as well as to school personnel. Mental  3.7  3.5  2.7  3.0 12.8 Recovery            Health First Aid could be used in the school setting, 

  as well as in primary care settings, to educate 
        individuals on the effects of childhood trauma and 

 available resources. Education on recognizing the 
    signs of trauma and appropriate treatment will allow 

 for earlier intervention and prevention efforts.  
       Provide reports or analytics from the PDMP that allow 

      the State to identify demographic characteristics of  Data   3.0  2.5  4.3  3.0 12.8  those prescribed controlled substances for prevention 
   of future overdoses. 

    Standardize clinical guidelines for 
  non-pharmacological treatments, such as physical 

  therapy, cognitive-behavioral therapy, and chiropractic 
      care. A workgroup should be established with 

  representation from the medical and pharmacy State 
  boards, as well as Medicaid leadership and managed   Prevention/Treatment/   care organization (MCO) leadership. The workgroup  3.0  3.0  3.7  3.0 12.7 

  Recovery  could focus on education on non-pharmacological 
 treatment and work to improve formulary coverage 

 and reimbursements for non-pharmacological  
    treatments and multidisciplinary pain management 

 treatment models. This must include physical and 
  behavioral health services.  
Increase access to Afterschool, Summer Recreation, 

 Prevention/Treatment/  and Intermural Programs in grades K–12.   3.0  3.0  3.7  3.0 12.7 Recovery  

 Implement a school screening tool to identify adverse   Prevent ACEs  2.7  4.0  3.0  3.0 12.7 childhood experiences and provide early intervention 

Nevada Opioid Needs Assessment and Statewide Plan 2022 State of Nevada 
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Impact  Urgency  Feasibility  Leg.  Total 
 Prevention Recommendations  Category  Score  Score  Score  Target  Score 

 for children and their families. Provide appropriate 
 referrals for treatment/counseling services.  

 Implement Multi-tiered Systems of Support (Tier 1 and  Prevention/Treatment/  3.0  3.0  3.7  3.0  12.7       2) and Social-Emotional Learning in all K–12 Schools. Recovery   
 Implement Multi-tiered Systems of Support (Tier 3) in  Prevention/Treatment/  3.0  3.0  3.7  3.0  12.7   all K–12 schools. Recovery   

 Implement family-based prevention strategies,  Education/Awareness  3.3  3.5  2.7  3.0  12.5 
   especially for transition-age youth and young adults.  Campaign 
Invest in Families First Prevention Act activities to   Prevent ACEs  2.7  3.5  3.3  3.0  12.5 
  reduce risk for child welfare involvement. 

         Work in concert with the Nevada public and private 
    school districts for the development of mandatory 

 age-appropriate prevention education and educator 
  training for K–12 grades (specific to the SAMHSA  Prevention/Treatment/  3.0  3.0  3.3  3.0  12.3    strategic prevention framework, good behavior model, Recovery  

 evidence-based curriculum) to include use of  
 naloxone and how to talk with healthcare providers 

  when age-appropriate.  
  Implement child welfare best practices for supporting   Prevent ACEs  2.7  3.0  3.3  3.0  12.0 

 families impacted by substance use.  
Increase prescriber training in graduate school. 

         Training would be more effective if mandated as a 
      part of graduate school education. Medical school 

 curriculum should include education around   Develop Workforce  3.0  2.5  3.3  3.0  11.8 
   buprenorphine, naloxone, and methadone, in addition 

 to training of safe opioid prescribing and pain 
  management practices.  

        Support an increase in needle exchanges across the 
 state. Many non-profit organizations provide needle 

  exchange services, but more sites are needed in 
      locations where those using them feel safe and  Reduce Harm   3.0  3.0  2.7  3.0  11.7 

  anonymous. In addition, sites could expand services 
       to include distribution of naloxone, and to provide 

 education regarding recovery and treatment as well  
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 Prevention Recommendations  Category  Score  Score  Score Target Score 
  as public health services. In areas that are currently 

  not receptive to initiating needle exchange programs, 

 
 

        increased education needs to be provided to help the 
  community recognize and accept the importance of 

 these programs and the long-term impacts for not only 
   the communities but also those with OUD.  

       Develop special medical school programs. Work with 
    medical schools to offer specialized residencies or  

 free or subsidized tuition for students who enter into   Develop Workforce  3.7  2.5  2.3  3.0 11.5  the behavioral health field and serve in rural and 
 frontier communities or with underserved populations 

 for a specified number of years.  
  Train statewide law enforcement personnel on the 

 protections in the 911 Good Samaritan Law and the 
 revised statute on paraphernalia possession so they 

  are enforced as intended. Currently, the fear of  Justice Programs  2.3  3.5  2.7  3.0 11.5 
    law enforcement intervention may put people at risk 

     for drug overdose, HIV infections, and other health 
 harms.   

      Align priorities of 911 Good Samaritan Law 
   protections with the enforcement of drug-induced  Justice Programs  2.3  3.5  2.7  3.0 11.5    homicide (DIH) laws by de-prioritizing enforcement of 

  the DIH law. 
      Fully implement the Zero Suicide framework 

  statewide, including leading system-wide culture  Prevention/Treatment/     change, training the workforce, identification, client  4.3  4.0  2.7  0.0 11.0 Recovery      engagement, treatment, transition to lower levels of 
   care, and quality monitoring and improvement.  

     Promote neonatal abstinence syndrome prevention 
programs through home visits and parenting    Reduce Neonatal Abstinence  3.0  3.5  3.7  0.0 10.2   programs for pregnant and parenting persons with  Syndrome 
  OUD. 

  Incentivize and implement SBIRT in OB/GYN settings.     Reduce Neonatal Abstinence  2.7  3.5  3.7  0.0 9.8  Syndrome 
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Impact  Urgency  Feasibility  Leg.  Total 
 Prevention Recommendations  Category  Score  Score  Score  Target  Score 

   Create an office/position that can increase education, 
     adoption, and support for SBIRT in all health care  Prevention/Treatment/  3.3  2.5  3.7  0.0  9.5  settings (e.g., inpatient, outpatient, etc.) similar to Recovery  

    Zero Suicide Initiative. 
       Provide analytics from the PDMP to providers to 
         identify polysubstance use. The PDMP can be used to 
       identify trends in stimulant prescriptions issued and  Prevention/Treatment/   dispensed. Replicating some of the work done with  3.0  3.0  3.3  0.0  9.3 Recovery  opioid reporting to address prescribing practices 

   would assist in addressing issues of stimulant 
  prescribing.  

      Conduct anonymous school survey targeted to 
 principals and staff to identify specific drug  Prevention/Treatment/   trends/issues in their schools. Results could inform  3.0  3.0  3.3  0.0  9.3 Recovery     additional training/resources for their students and 

  parents. 
 Implement Safe Baby Courts for families impacted by  Justice Programs  2.3  4.0  3.0  0.0  9.3 

  substance use. 
      Create an Office of Strategic Initiatives, as 

  recommended by the DHHS task force, to coordinate  Prevention/Treatment/  2.7  3.0  3.7  0.0  9.3   activities across DHHS for programs supporting Recovery  
 families impacted by parental substance use.  

   Offer MAT providers training and incentives for 
participation in the patient-centered opioid addiction 
treatment (PCOAT) model. Incentivize treatment  Prevention/Treatment/  recruitment and retention for individuals with OUD  2.7  2.5  4.0  0.0  9.2 Recovery  through the PCOAT Model in Medicaid. Implement 
procedures and policies necessary to operate the 
 model.  

       Partner with surrounding states to share PDMP data. 
       State leadership should work with neighboring states 

 to establish a way to share PDMP data across state Data   3.0  3.0  3.0  0.0  9.0        lines. Nevada has PDMP partnerships with 34 states 
   and shares data with four of the bordering five states' 

       PDMPs. California does not share data with Nevada,  
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 Prevention Recommendations  Category  Score  Score  Score Target Score 
    creating a significant barrier for monitoring and harm 

  reduction efforts along the Nevada-California border. 

 
 

  

       Promote Screening, Brief Intervention, and Referral to 
      Treatment (SBIRT) for primary care. Utilizing SBIRT 

   screenings in primary care visits for all populations, 
      including adolescents, pregnant women, and other 

    populations, will allow for increased early identification  Prevention/Treatment/     of potential substance use problems and allow for a  3.0  3.0  3.0  0.0 9.0 Recovery        more preventative, early intervention model of 
 treatment. Nevada may also wish to increase 

    awareness of the availability of SBIRT training, and 
    coordinate with the MCOs, as well as other health 

  care providers, to increase training opportunities.  
      Promote careers in behavioral health through early  

  education. Workforce development can begin as early 
   as high school to engage students, especially in rural 

   and frontier communities, to pursue a career in   Develop Workforce  3.3  2.5  3.0  0.0 8.8 
  behavioral health. Possible resources could include 

     ambassador programs, virtual mentoring, student 
   training, scholarships, and mentorship.   

       Address stigma among providers of all types. 
      Enhanced educational and training practices with 

 strategies to influence provider attitudes and reduce 
   stigma can increase provider willingness to offer SUD  Prevention/Treatment/ treatment and recovery services. Anti-stigma training  3.0  3.0  2.7  0.0 8.7 Recovery     can also benefit primary care, dental, and emergency 

 department providers by promoting more compassion 
       when interacting with people with SUD and in 

  recovery. 
     Establish supervised drug consumption sites.  Reduce Harm   2.7  4.0  2.0  0.0 8.7 
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 Prevention Recommendations  Category  Score  Score  Score Target Score 
 Implement marketing and communications campaigns 

 to combat stigma in the general public. Campaigns 

 
 

 should be tailored to address stigma toward different 
    groups, such as pregnant women, criminal justice-
          involved people, and youth, and can be delivered in a 
    variety of ways, from online/social media videos to  Education/Awareness  2.7  2.5  3.3  0.0 8.5     curricula in school health classes, to target different  Campaign 

 audiences. People with lived experience and those in 
   the target audience can be of assistance in tailoring 

        material to have a meaningful impact. In addition, 
 utilizing success stories from individuals in recovery 

     can be a powerful part of a marketing campaign.  
    Establish an advisory board that informs 

      implementation of harm reduction services that 
       includes people in recovery, people with lived 

  experience of substance use, and people currently  Reduce Harm   2.7  2.5  3.3  0.0 8.5 
  using drugs. The board can provide oversight and 

       inform the equitable and ethical integration of harm 
  reduction into routine public health services. 

        Establish home visiting programs for families at risk 
 Prevention/Treatment/  for or impacted by OUD.  2.3  3.0  3.0  0.0 8.3 Recovery  

       Evaluate key partnerships. Nevada can work with 
      CASAT and targeted organizations to identify 

physician-champions with addiction treatment    Develop Workforce  2.7  2.0  3.7  0.0 8.3 
 experience to serve as consultants or mentors to 

 peers.   
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Treatment Recommendations 
Treatment Recommendations Category Impact 

Score 
Urgency
Score 

Feasibility
Score 

Leg.
Target 

Total 
Score 

Engage non-traditional community resources to expand 
treatment access in rural or underserved areas and 
target populations that experience health disparities. 
Encourage non-traditional community resources, such 
as churches or community centers, to serve as spokes 
in the Medication Assisted Treatment (MAT) 
hub-and-spoke model. The State should also consider 
population-specific programs and resources to target 
the provision of services through existing efforts like 
women’s health programs. 

Prevention/Treatment/ 
Recovery 3.7 3.5 3.7 3.0 13.8 

13.5 

13.3 

13.3 

Incentivize providers for OBOT through bonuses. 
Targeted incentives may be used in rural areas to 
assist in increasing the workforce base. Other 
incentives may include bonuses to providers who meet 
pre-defined threshold(s) for providing SUD and OUD 
treatment and recovery services for those who 
participate in Project ECHO. 

Develop Workforce 3.3 3.5 3.7 3.0 

Implement plan for expansion of mobile MAT treatment 
for rural and frontier communities. Nevada has been 
exploring purchasing vans to enable mobile MAT 
treatment for more rural areas, which will assist in 
providing treatment in areas where it may not be 
financially feasible for a provider to open a brick-and-
mortar facility. Implementation of the plan for mobile 
services will assist in increased access in these 
underserved communities. 

Prevention/Treatment/ 
Recovery 3.3 4.0 3.0 3.0 

Expand adolescent treatment options across all 
American Society of Addition Medicine levels of care 
for OUD with co-occurring disorder integration. 

Prevention/Treatment/ 
Recovery 2.7 4.0 3.7 3.0 
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Impact  Urgency  Feasibility Leg. Total   Treatment Recommendations  Category 
 Score  Score  Score Target Score 

  Improve upon evidence-based SUD and OUD 

 
 

 treatment and recovery support training and resources 
 for providers. Enhance trainings to include culturally 

   tailored and linguistically appropriate services in an   Develop Workforce  3.0  3.0  4.0  3.0 13.0  effort to decrease health disparities and evaluate 
 current services to determine any possible expansions.  

         Trainings may also include tools to determine the level 
    of risk for relapse.  
Increase evidence-based suicide interventions to help  Prevention/Treatment/  3.0  4.0  3.0  3.0 13.0 
 decrease intentional overdoses.   Recovery 

       Work with parole and probation officers to educate  
   them on the need for treatment and recovery, and 

 assist individuals returning to the community to have 
      increased support in achieving and maintaining 

   sobriety in the community, as supported in AB 236.  Justice Programs  3.0  3.5  3.3  3.0 12.8 
       Treatment planning for these individuals should also 

      include housing and employment interventions to 
 ensure resources are in place to support the individual  

    in the community.  
         Directly fund people either at tribes or through the 
         Nevada Indian Commission. To the extent that a tribe,  Prevention/Treatment/       the Inter-Tribal Council of Nevada, Nevada Urban  3.0  2.5  4.3  3.0 12.8  Recovery Indians, or the Las Vegas Indian Center want direct 

  funding, provide them with direct funding. 
         Continue efforts to work with tribal communities to meet 

   their needs for prevention, harm reduction, and 
 treatment. Continue to build relationships with the tribal  Prevention/Treatment/  3.3  3.0  3.3  3.0 12.7  populations by collaborating with their representatives  Recovery 

 and pursuing outreach to tribal communities through 
  channels such as survey and focus groups. 
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Impact  Urgency  Feasibility Leg. Total   Treatment Recommendations  Category 
 Score  Score  Score Target Score 

     Accurately identify capacity of SUD and OUD treatment  

 
 

       providers. Since many providers such as Opioid 
    Treatment Programs (OTPs) and Office-Based Opioid 

  Treatments (OBOTs) are not delivering services to 
   capacity, a review of available data sources such as 
      Medicaid claims and information from the Office of  
       Analytics, Primary Care Association and other entities 

   can be used to determine the current provider network 
 array and determine where there are gaps, especially 

   in the fee-for-service system. Developing a provider    Develop Workforce  3.3  3.0  3.3  3.0 12.7 
   gap and needs assessment will allow the State to 

 target specific areas and provider types as part of the 
     effort to provide as full a continuum of care as possible. 

     Managed care contracts should include provider  
  adequacy requirements for MAT. Information should 

        include the patient capacity of providers. The gaps 
 analysis should include culturally relevant indicators,  

  such as the availability of tribal providers and distance 
   of underserved populations from existing providers.  

       Expand the Integrated Opioid Treatment and Recovery 
      Centers (IOTRC) hub classification beyond Certified 

      Community Behavioral Health Clinic (CCBHC), FQHC, 
     and OTP. This will allow a broader category for hub 

 designation to better accommodate underserved  Prevention/Treatment/  3.3  3.0  3.3  3.0 12.7    communities. Additionally, encourage the inclusion of  Recovery 
 non-traditional community resources to serve as 

  spokes, and consider population-specific programs and 
 resources to target the provision of services through 

  existing efforts like women’s health programs. 
       Expand MAT into adult correctional and juvenile justice 

 facilities. Expand current pilot efforts to provide MAT 
  services within correctional facilities prior to release to  Justice Programs  3.0  4.0  2.7  3.0 12.7  help remove lapses in treatment. This would require 

  collaboration and engagement effort with counterparts 
   in the state and local criminal justice systems.  
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Impact  Urgency  Feasibility Leg. Total   Treatment Recommendations  Category 
 Score  Score  Score Target Score 

     Partner with a TeleMAT service provider. TeleMAT 

 
 

programs have been increasingly utilized during the 
public health emergency and have been shown to be 
as effective as in-person programs and have yielded 

      increased retention rates among patients. Some  Prevention/Treatment/  payers, including Anthem, have partnered with  3.0  2.5  4.0  3.0 12.5  Recovery        TeleMAT service providers to expand access to MAT in 
 rural populations. A TeleMAT program in conjunction 

    with the extension of COVID-19 flexibilities could 
 greatly expand access to and participation in MAT 

  statewide.  
    Develop and implement a statewide plan for 

    prevention, screening, and treatment for Adverse 
     Childhood Experiences (ACEs) across state agencies  Prevent ACEs   3.3  3.0  3.0  3.0 12.3   and provider settings. Train providers and 

organizations on EBP'    s for mitigating harm from 
 exposure to ACE'  s/resiliency training 

        Ensure funding for the array of OUD services for  Prevention/Treatment/  3.0  3.5  2.7  3.0 12.2 
  uninsured and underinsured Nevadans.  Recovery 

       Create street outreach teams to provide street  Prevention/Treatment/    medicine programs, harm reduction, psychiatry, and  2.7  3.5  3.0  3.0 12.2  Recovery 
  care management. 

       Address transportation needs as a SDOH. Nevada’s 
 new, Medicaid-funded non-emergency Secure 

       Behavioral Health Transport service is equipped and 
  staffed by an accredited individual to transport 

        individuals in mental health crisis, including those on a  Prevention/Treatment/  3.0  3.0  3.0  3.0 12.0         legal hold. Resources may be needed to help providers  Recovery 
  with start-up costs as well as to fund transportation for  

   people not covered by Medicaid. Additional 
 transportation solutions need to be considered for the 

      non-Medicaid population, especially in rural areas.  
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Impact  Urgency  Feasibility Leg. Total   Treatment Recommendations  Category 
 Score  Score  Score Target Score 

 Increase provider training and education on the 

 
 

  effective use of telehealth. The State currently supports 
 telehealth utilization and billing. Providers may require 

training as increased flexibility due to COVID-19 has 
            led to an increase in the use of telehealth and a need 

for training on how to use this modality to deliver 
 treatment. Utilization of federal resources such as the   Develop Workforce  3.0  2.0  4.0  3.0 12.0 

      American Medical Association’s provider playbook can 
    assist in these efforts. In addition, use of telehealth can 
   assist in expanding services to rural and frontier areas,  

 provide greater access to specialists such as eating 
   disorder specialists, and assist individuals in finding 

   providers with similar cultural backgrounds.  
 Increase the availability of evidence-based treatment 

 for co-occurring disorders for adults and children 
 through promotion of training, enhanced  Prevention/Treatment/ reimbursement for use of specific evidence-based  3.0  3.0  3.0  3.0 12.0  Recovery    models, and State-sponsored training. Ensure training 

opportunities are marketed and available to providers 
     in rural and frontier areas. 

 Implement ages zero to three years programming to  Prevent ACEs   3.0  3.0  3.0  3.0 12.0 
   support families impacted by substance use. 

 Expand access to long-acting buprenorphine  Prevention/Treatment/  2.7  2.5  3.7  3.0 11.8 
 medications.   Recovery 

       Expand current 211 website to include successful 
 recovery stories and outcome data that has been 

        de-identified to assist in reducing the stigma amongst 
  both providers and the general public toward people 

          with SUD. The website could also link to available MAT  Education/Awareness        providers, including OB-GYNs, as well as resources for  3.3  2.0  3.3  3.0 11.7  Campaign        SDOH and other factors in recovery. A section for 
 families to inform them about supporting a family 

    member in treatment and recovery would be helpful. 
        Nevada may feature a family and consumer social 

        marketing campaign on the website to include risks 
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Impact  Urgency  Feasibility Leg. Total   Treatment Recommendations  Category 
 Score  Score  Score Target Score 

  associate with use that is tailored to different 

 
 

  populations experiencing health disparities. 
      Establish a Medicaid benefit that supports the  

  hub-and-spoke model. Use of the hub-and-spoke 
         model will decrease travel time and the barrier of 

 transportation for those in rural and frontier areas in 
  accessing substance use services. Implementation of  Prevention/Treatment/  the model should also include establishing bundled  3.0  3.0  2.7  3.0 11.7  Recovery    payments, enhanced rates, or Medicaid health homes 

 to sustainably fund the model and maintain existing 
    gain, support building infrastructure for rural and 

 frontier hubs, and specifically target providers who can 
  be designated as hubs. 

         Ensure adequate funding of the State 988 crisis line 
  such that mobile crisis can be connected by GPS and   Crisis Services  3.3  4.5  3.7  0.0 11.5 

  dispatched by the crisis line. 
        Evaluate the outcomes from the Association of State 

   and Territorial Health Officials Opioid Use, Maternal 
     Outcomes, and Neonatal Abstinence Syndrome 

Initiative and State Opioid Response grant projects for 
   pregnant and postpartum women and their infants and 

       implement lessons learned. Ensure that outcome data   Evaluate Programs  2.7  2.0  3.7  3.0 11.3        is detailed and stratified by important demographic 
  characteristics in order to detect and address health 

     disparities. Review of the outcomes from these projects 
        will allow Nevada to analyze lessons learned and apply 

  successes for future initiatives addressing SUD in 
   additional identified special populations.  

          Expand Mobile Crisis and ensure that the service is of 
  consistently high quality, leverages federal matching 

 funds, and is available for individuals not covered 
   under Medicaid. Mobile crisis is an important   Crisis Services  3.3  4.0  3.3  0.0 10.7  alternative in substance-related crisis situations where 

the service can offer effective interventions and follow-
  up that includes referral and connection to post-crisis 

  treatment. 

Nevada Opioid Needs Assessment and Statewide Plan 2022 State of Nevada 

Mercer 103 



               
 

  
 

 
 

 

 

 

 

Impact  Urgency  Feasibility Leg. Total   Treatment Recommendations  Category 
 Score  Score  Score Target Score 

Increase education, adoption, and support for  Reduce Neonatal  

 
 

   buprenorphine as a first-line treatment for  2.7  4.0  4.0  0.0 10.7  Abstinence Syndrome  
 reproductive/birthing/pregnant, etc., patients with OUD.  

      Support crisis stabilization units across the state that 
  can serve Nevada residents and offer critical diversion   Crisis Services  2.7  4.5  3.3  0.0 10.5 

  from EDs and jails for those with OUD. 
      Evaluate outcomes from efforts to support SUD 

  treatment for the criminal justice-involved population. 
     Monitor outcomes of criminal justice-involved 

       individuals. This may include individuals who are 
      inducted into MAT prior to discharge, or other    Evaluate Programs  3.0  2.0  2.3  3.0 10.3   interventions, such as drug courts for individuals with 

 polysubstance conditions, and working with probation 
  and parole officers to support the needs of individuals 

        in treatment and recovery to determine best practices 
 for improvements in outcomes in this population.  

       Expand use of referral mechanisms. Receive periodic 
     updates from University of Nevada — Reno (UNR), 

        State owner of OpenBeds. Update the referral process 
 to include use of the eligibility checklist to enable 

 referring providers to confirm Medicaid eligibility and 
     initiate enrollment. Develop a user-friendly  Prevention/Treatment/     standardized form that providers can complete and  2.7  3.5  4.0  0.0 10.2  Recovery  send with referrals to improve coordination of care.  

      Planning and implementation of this recommendation 
should ensure process is as streamlined as possible 

 and results in decreased burden to providers. Provider  
  stakeholdering may assist in ensuring further 

  improvements. 
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  Treatment Recommendations  Category 
 Score  Score  Score Target Score 

       Continue to support expansion of substance use 

 
 

 services such as MAT in Federally Qualified Health 
       Centers (FQHCs) and Rural Health Clinics (RHCs), 

     which could increase the availability of services in rural  
  areas, as well as increase the coordination of  

   behavioral and physical health for individuals in 
 treatment. This effort would include an analysis of data  Prevention/Treatment/  and working with providers to determine how many  3.3  3.0  3.7  0.0 10.0  Recovery    individuals in their service area they may be able to 

      accommodate. Key stakeholders and champions will 
    be a necessary component for expansion of MAT, 

        including change management in perception of MAT as 
 addiction medicine being difficult and unappealing.  

     Tracking outcomes to provide success stories of MAT 
   services may also assist in this endeavor. 

 Incentivize providers to initiate buprenorphine in the 
   emergency department (ED), as well as during 

   inpatient hospital stays. All EDs and hospitals should  Prevention/Treatment/   have providers that will provide buprenorphine  2.7  4.0  3.3  0.0 10.0  Recovery         induction as well as involve case managers to assist 
        with setting up outpatient resources for continued care 

 and management.  
 Increase withdrawal management services in the  Prevention/Treatment/  3.0  4.0  3.0  0.0 10.0 

     context of comprehensive treatment programs.  Recovery 
 Implement CARA Plans of Care with resource  Reduce Neonatal   3.0  3.0  4.0  0.0 10.0 

   navigation and peer support.  Abstinence Syndrome  

 Incorporate screening for standard SDOH needs as a  Prevention/Treatment/  3.7  3.5  2.7  0.0 9.8 
 routine intake procedure for all services.   Recovery 

       Evaluate provider enrollment process to ensure the 
  process of becoming a Medicaid provider is not  

  deterring providers from enrollment. The State should   Develop Workforce  2.7  2.5  4.7  0.0 9.8    evaluate current enrollment procedures, using available 
   data including provider stakeholder group input to 

determine where there are opportunities to improve the 
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     provider enrollment process, encouraging more 
 providers to join the Medicaid program.  

      Expand treatment options for transitional age youth.   Prevention/Treatment/  2.7  3.5  3.7  0.0  9.8  Recovery 
     Expand access to medication-based OUD treatment  Prevention/Treatment/    options for youth with OUD in primary and behavioral  2.7  3.5  3.7  0.0  9.8  Recovery 

  health settings. 
 Increase longer-term rehabilitation program capacity.  Prevention/Treatment/  2.7  4.0  3.0  0.0  9.7  Recovery 

 Provide specialty care for adolescents in the child  Justice Programs  3.0  4.0  2.7  0.0  9.7 
   welfare and juvenile justice systems.  

   Support the implementation of low threshold  Prevention/Treatment/  2.7  3.0  4.0  0.0  9.7 
   prescribing for buprenorphine treatment.  Recovery 

      Establish IOTRCs in Department of Healthcare  Prevention/Treatment/       Financing and Policy/Nevada Medicaid policy with  3.0  3.0  3.7  0.0  9.7  Recovery 
  funding. 

        Use braided or blended funding, which merges multiple 
     sources of funding for treatment that may not be fully 

  covered by one individual funding source. Braided 
  funding combines state, federal, and private funding  Prevention/Treatment/    streams for a united goal, ensuring individual funding  3.0  3.5  3.0  0.0  9.5  Recovery  sources are separately tracked and reported. Blended 

 funding is the same principle, with the exception that all 
 blended funding sources are combined and not tracked 

 and reported on individually.  
  Fully implement Nevada'    s Hub-and-Spoke System for   Prevention/Treatment/  3.0  2.5  4.0  0.0  9.5 

     MAT regardless of payer.  Recovery 
        Ensure the accuracy of the Nevada health professional 

  shortage area designation process. Per the Health 
      Resources and Services Administration (HRSA), states 

   should routinely collect supplemental information (e.g.,   Develop Workforce  3.3  2.0  4.0  0.0  9.3     provider specialty, patient care hours). Improving the 
      HRSA designations process will impact eligibility for 

organizations such as the Indian Health Service Loan 
       Repayment Program, Centers for Medicare & Medicaid 
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  Treatment Recommendations  Category 
 Score  Score  Score Target Score 

      Services (CMS) HRSA Bonus Payment Program, and 

 
 

   Nursing Corp. 
        Expand drug court treatment availability as well as 

 treatment protocols to include treatment for multiple 
  substances, including stimulants. Although some 

 efforts have been made, such as the expansion of   Justice Programs  2.3  4.0  3.0  0.0 9.3         individuals able to be served by the Las Vegas-based 
         8th Judicial MAT Re-Entry Court to include those with a 

   stimulant disorder, interventions for those who use 
     multiple substances should be available statewide.   
        Enforce parity across physical and mental health. For 

    example, a pregnant patient who presents for delivery 
  should receive all of the necessary substance use  Prevention/Treatment/  treatment and physical health care for the patient and  3.0  3.0  3.3  0.0 9.3  Recovery   newborn which would include labor and delivery, 

      pediatrician, NICU, etc., as well in evaluation. Enforce 
  the same for infectious disease specialists. 

    Train providers on evidence-based practices for family-   Develop Workforce  3.0  3.0  3.3  0.0 9.3 
  focused SUD treatment interventions. 

        Promote Eat, Sleep, Console for mother/baby dyads for  Prevention/Treatment/  2.3  3.0  4.0  0.0 9.3 
  treating withdrawal.  Recovery 

        Expand use of Project ECHO® and participate in 
      Opioid ECHO to increase provider capacity. Nevada 

  should seek to expand the current program, using data 
 from Project ECHO regarding current MAT and pain 

      management clinics to evaluate reach and 
      effectiveness. Participant feedback can be used to  

  address any areas of opportunity and current known   Develop Workforce  2.7  3.0  3.7  0.0 9.3 
  barriers to becoming an OUD treatment services 

   provider. Opioid ECHO, a main supporting hub at the 
       ECHO Institute, provides expert specialist teams to 

       state spoke sites. The model offers tools and resources 
 to meet the need for prevention, screening, and 

 treatment of OUD.  
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 Score  Score  Score Target Score 

        Expand access to childcare options for families seeking  Prevention/Treatment/  2.7  3.5  3.0  0.0 9.2 

 
 

 treatment/recovery supports.   Recovery 
       Modify or remove prior authorization requirement for 

     select outpatient behavioral health services. Several 
 therapy services such as individual, group, and family 

therapy do not require prior authorization from in-
 network providers through Medicaid managed care. 

      Nevada should consider removing these requirements 
    from its fee-for-service system, which will decrease 

 administrative burden for both providers and the 
   State. Nevada currently requires prior authorization for  Prevention/Treatment/    Intensive Outpatient Programs (IOPs). While the State  3.0  2.5  3.7  0.0 9.2  Recovery         may not wish to remove prior authorization completely 

 for this service, they may wish to consider modifying 
the prior authorization requirements. The benefit of 

 requiring prior authorization after an initial time period 
   supports the State in ensuring IOP level of care is 

 appropriate for a beneficiary and encourages providers 
 to revisit how and whether a patient should be 

  advanced on the care continuum based on a real-time 
 assessment.  

 Increase adolescent beds certified to treat young 
   adolescent and transition-age youth, as well as capable  Prevention/Treatment/  3.0  3.5  2.7  0.0 9.2   of treating co-occurring disorders. Ensure facilities are  Recovery 

  accessible to populations most in need.  
        Engage OB/GYNs in an ECHO project to encourage  Prevention/Treatment/      and improve OUD screening, referral, and treatment for  2.7  3.5  3.0  0.0 9.2  Recovery 

   pregnant women. 

 Increase parent/baby/child treatment options, including  Prevention/Treatment/   recovery housing and residential treatment, that allow  2.7  3.5  3.0  0.0 9.2  Recovery 
  the family to remain together. 
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       Address housing needs as a SDOH. Nevada may  

 
 

 utilize tenancy supports as an intervention to allow 
         individuals to maintain housing as they go through the 

recovery process. In addition, development of sober  Housing  3.0  3.0  3.0  0.0 9.0 housing resources and affordable housing through 
 partners such as the Public Housing Authority can 

 assist individuals in recovery in finding and maintaining 
  affordable housing to enable ongoing recovery.  

 Increase provider rates for treatment in rural areas to 
      incentivize providers to serve in rural communities. 

        Work with licensure boards to ensure licensure and   Develop Workforce  2.7  3.0  3.3  0.0 9.0 
 supervision rules do not pose barriers to practice and 

   supervision in rural areas. 
     Establish Community Health Worker/Peer Navigator 

 Prevention/Treatment/     program for pregnant and parenting persons with OUD.  2.7  3.0  3.3  0.0 9.0  Recovery 

       Provide grief counseling and support for those  Prevention/Treatment/  2.3  3.0  3.7  0.0 9.0 
         impacted by the fatal overdose by a family or friend.  Recovery 

       Provide housing and recovery supports for homeless  Prevention/Treatment/  2.3  3.5  3.0  0.0 8.8 
  youth with OUD.  Recovery 

       Capture data on workforce through the licensure 
renewal processes. Licensure renewal is another 

 opportunity to capture workforce information from the 
    State’s 26 health-licensing boards. There are 

  opportunities to efficiently collect standardized, 
   longitudinal employment, demographic, and practice 

 data on any health profession licensed by the State of   Develop Workforce  3.0  2.5  3.3  0.0 8.8 
        Nevada. Such information can be used to capture 

  existing and calculate projected clinical full-time 
   equivalent (FTE) capacity needed to meet the demand 

 for SUD. Combined with the data from the gap 
 analysis, the information collected can help the State's 

   strategic allocation of resources.  
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        Provide continuity of care (CoC) between levels of 
 care. Nevada’s CCBHCs currently provide care 

coordination across various providers to ensure whole  Prevention/Treatment/    person treatment is available for both physical and  2.7  2.5  3.7  0.0  8.8  Recovery   behavioral health. These programs may need to be 
   expanded to meet the needs of the state’s OUD 

    population for those not served by CCBHCs. 
    Require the use of evidence-based practices to 

  address and treat polysubstance use in all treatment   Prevention/Treatment/  protocols and expand statewide access to interventions  2.7  2.5  3.7  0.0  8.8  Recovery    for those who use multiple substances (including 
  through drug courts). 
Increase availability of peer recovery support services. 

        Peer supports are a valuable component of treatment, 
    harm reduction, and recovery systems. Consider   Develop Workforce  2.3  3.0  3.3  0.0  8.7  expanding internship programs, offering scholarships to 

   pursue peer support certification, and promoting 24/7 
   peer-staffed call centers.  

       Develop employment supports for those in treatment  Prevention/Treatment/  3.0  3.0  2.7  0.0  8.7 
  and in recovery.  Recovery 
Increase access to evidence-based family therapy  Prevention/Treatment/ practices through training availability and increased  3.0  3.0  2.7  0.0  8.7  Recovery 
  funding/reimbursement. 

     Establish policies and funding to support   Prevention/Treatment/  evidence-based recovery housing using National  3.0  2.5  3.0  0.0  8.5  Recovery 
      Alliance for Recovery Residences criteria. 

     Align utilization management policies between 
     Medicaid managed care and fee-for-service, such as  Prevention/Treatment/  2.7  2.5  3.3  0.0  8.5  preferred drug lists and under- and over-utilization  Recovery 

    reports for consistency in review of the overall system.  
    Establish addiction medicine fellowships.   Develop Workforce  3.0  3.0  2.3  0.0  8.3 
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  Treatment Recommendations  Category 
 Score  Score  Score Target Score 

        Ensure all delivery hospitals and health care systems 

 
 

 taking care of reproductive age, pregnant, and 
 postpartum patients utilize currently available 

    programming for pregnant patients that prioritizes best  Reduce Neonatal     practices for patient, family/caregivers, and  2.7  3.0  2.7  0.0 8.3  Abstinence Syndrome        neonate/infant (i.e., SBIRT, outpatient care, inpatient 
    care, delivery, reproductive planning, care coordination, 

       Comprehensive Addiction and Recovery Act of 2016 
  [CARA] plan of care, treatment, NAS, etc.). 

        Expand 211 to identify and match individuals to 
resources for SDOH. As part of expanding resources,  Prevention/Treatment/   current partnerships should be reviewed to see if there  3.0  1.5  3.7  0.0 8.2  Recovery       is an opportunity for expansion or additional 
 collaboration.  

 Implement a reimbursement model that reduces the 
   administrative burden of administering grant funds for 

  organizations not accustomed to handling grant 
 payments. One way to do this would be to run the 

 reimbursement payments through the edits built into  Prevention/Treatment/  2.7  2.5  3.0  0.0 8.2      the Medicaid Managed Information System (MMIS);  Recovery 
         when the reimbursement is not a Medicaid expense it 
         would filter down to the Division of Public and 

         Behavioral Health (DPBH) code and be paid from State 
     or federal grant money.  

      Require all SUD treatment programs to measure 
   standard patient outcomes and implement best   Evaluate Programs  3.0  2.5  2.7  0.0 8.2      practices. Monitor for adherence to best practices, 

    standards of care, and outcomes. 
  Identify opportunities for faith-based organizations to 

  provide recovery supports in local communities. Local   Prevention/Treatment/  communities should develop coalitions to work together  2.3  3.0  2.7  0.0 8.0  Recovery  to ensure recovery supports are available, including the 
    development of local recovery centers.  
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  Treatment Recommendations  Category 
 Score  Score  Score Target Score 

      Nevada has submitted an 1115 Demonstration SUD 

 
 

          Waiver that will allow for payment of SUD services in  Prevention/Treatment/ Institutions for Mental Disease. Utilize FRN funding for  2.0  2.0  4.0  0.0 8.0  Recovery      states share for 1115 SUD Waiver, room and board, 
 and uncompensated care.  
Increase short-term rehabilitation program capacity.   Prevention/Treatment/  2.3  3.0  2.7  0.0 8.0  Recovery 

  Create non-commercially sponsored meeting forum 
  for treatment and other resource providers to share  Prevention/Treatment/  3.0  2.0  3.0  0.0 8.0      practices, concerns, scholarship, and other topical  Recovery 

  information. 
       Create a scholarship fund dedicated to individuals   Develop Workforce  2.0  2.5  3.3  0.0 7.8 

 directly affected by the epidemic.  
 Implement a workforce of community health workers 
 throughout recovery supports, behavioral health, and 

   social service agencies. This will potentially require  Prevention/Treatment/  2.7  2.5  2.0  0.0 7.2   planning, a new Medicaid service definition and  Recovery 
   associated budget expansion, and funds for the 

 uninsured and underinsured to access these services.  
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SDOH and Recovery Support Recommendations 
SDOH and Recovery Support
Recommendations Category Impact 

Score 
Urgency
Score 

Feasibility
Score 

Leg.
Target 

Total 
Score 

Work with parole and probation officers to 
educate them on the need for treatment and 
recovery and assist individuals returning to the 
community to have increased support in 
achieving and maintaining sobriety in the 
community, as supported in AB 236. Treatment 
planning for these individuals should also include 
housing and employment interventions to ensure 
resources are in place to support the individual in 
the community. 

Justice Programs 3.0 3.5 3.3 3.0 12.8 
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  SDOH and Recovery Support Impact  Urgency  Feasibility Leg. Total  Category  
  Recommendations  Score  Score  Score Target Score 

 

 

 

 

      Address transportation needs as a SDOH. 
  Nevada’s new, Medicaid-funded non-emergency 

 
 

      Secure Behavioral Health Transport service is 
equipped and staffed by an accredited individual  
to transport individuals in mental health crisis, Prevention/Treatment/         including those on a legal hold. Resources may  3.0  3.0  3.0  3.0 12.0  Recovery be needed to help providers with start-up costs 

   as well as to fund transportation for people not 
  covered by Medicaid. Additional transportation 

 solutions need to be considered for the non-
      Medicaid population, especially in rural areas.  

      Expand current 211 website to include 
 successful recovery stories and outcome data 

     that has been de-identified to assist in reducing 
 the stigma amongst both providers and the 

  general public toward people with SUD. The 
       website could also link to available MAT 

    providers, including OB-GYNs, as well as   Education/Awareness  resources for SDOH and other factors in  3.3  2.0  3.3  3.0 11.7  Campaign  recovery. A section for families to inform them 
   about supporting a family member in treatment 

 and recovery would be helpful. Nevada may 
   feature a family and consumer social marketing 

campaign on the website to include risks 
  associate with use that is tailored to different 

 populations experiencing health disparities.  
 Incorporate screening for standard SDOH needs Prevention/Treatment/   3.7  3.5  2.7  0.0 9.8 

    as a routine intake procedure for all services.  Recovery 
       Expand access to childcare options for families Prevention/Treatment/   2.7  3.5  3.0  0.0 9.2 

  seeking treatment/recovery supports.  Recovery 
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  SDOH and Recovery Support Impact  Urgency  Feasibility  Leg. Total   Category  Recommendations  Score  Score  Score  Target  Score 
       Address housing needs as a SDOH. Nevada 

       may utilize tenancy supports as an intervention 
 to allow individuals to maintain housing as they 

  go through the recovery process. In addition, 
   development of sober housing resources and  Housing  3.0  3.0  3.0  0.0  9.0 

 affordable housing through partners such as the 
       Public Housing Authority can assist individuals in 

 recovery in finding and maintaining affordable 
  housing to enable ongoing recovery.  

      Develop housing and recovery supports for  Housing  2.3  3.5  3.0  0.0  8.8 
  homeless youth with OUD. 

      Develop employment supports for those in Prevention/Treatment/   3.0  3.0  2.7  0.0  8.7 
  treatment and in recovery.  Recovery 

     Establish policies and funding to support  Prevention/Treatment/   evidence-based recovery housing using National  3.0  2.5  3.0  0.0  8.5  Recovery 
      Alliance for Recovery Residences criteria. 

        Expand 211 to identify and match individuals to 
 resources for SDOH. As part of expanding 
 resources, current partnerships should be  Prevention/Treatment/Recovery  3.0  1.5  3.7  0.0  8.2 

reviewed to see if there is an opportunity for 
   expansion or additional collaboration.  

Identify opportunities for faith-based 
organizations to provide recovery supports in 

   local communities. Local communities should  Prevention/Treatment/Recovery  2.3  3.0  2.7  0.0  8.0  develop coalitions to work together to ensure 
 recovery supports are available, including the 

    development of local recovery centers.  
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Section 7 
Statewide Opioid Plan 
The Statewide Plan is derived from the recommendations in the Needs Assessment 
(Sections 3–6 of this report) as well as from public comment and feedback from government 
agencies, ACRN and SURG meetings. The goals align with the national efforts of the Office 
of National Drug Control Policy’s (ONDCP) National Drug Control Strategy.268 The first goal 
and associated strategies includes infrastructure and capacity development to ensure local 
and community partners have the capacity and resources to implement recommendations 
effectively and sustainably. Each of the activities in the Plan includes priority scores derived 
from the corresponding recommendations found in Section 6. In cases where an activity 
encompasses more than one specific recommendation from the Needs Assessment, the 
highest priority score was listed. The Plan will be continuously reviewed and revised a 
minimum of every four years, or more frequently as needed, and distributed through the 
SURG and ACRN. The DHHS will also provide annual publicly available reports of all funding 
allocations and program activities to the State legislature. 

Goal 1: Ensure Local Programs Have the Capacity to
Implement Recommendations Effectively and Sustainably 
Technical assistance for local communities in the dissemination, implementation, and 
ongoing fidelity to proven models (or evidence-based practices) used in the Statewide Plan is 
essential to ensuring that the programs recommended are implemented in a way that is 
effective and maintains fidelity to the original funding initiative over the long-term. Technical 
assistance is needed to identify local capacity to implement programs, provide remediation to 
fill in gaps between current capabilities and implementation, and offer ongoing 
implementation support. Implementation science will inform technical assistance to ensure 
sustainability. Health provider training and continuing education are also essential to build 
the workforce to a capacity that can effectively implement best practices. 

Strategy 1.1: Build State Infrastructure to Assist in Local 
Capacity-Building and Ongoing Monitoring 

Objective 1.1.1: Build Capacity to Provide Training and Technical 
Assistance for Local Entities 

Activities: 

─ Establish a Nevada opioid training and technical assistance hub to support local 
communities to build capacity, identify and implement best practices, and coordinate 
training and technical assistance opportunities from state and national subject matter 
experts (SME) 
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─ Create a website to serve as a central repository for training and technical assistance 
materials 

Objective 1.1.2: Facilitate Coordination of Funding and Efforts across the 
State 

Activities: 

─ Evaluation and mapping of currently funded opioid and substance use disorder 
projects 

─ Establish positions for regional opioid training and technical assistance to facilitate 
information sharing on opioid-related activities between local, regional, and state 
entities 

─ Establish a quarterly meeting for coordinators 

Strategy 1.2: Support Funding Recipients in Planning and 
Implementation of Evidence-Based and/or Evidence-Informed 
Activities 

Objective 1.2.1: Support Local Planning Efforts 

Activities: 

─ Entity needs assessment/gaps 

─ Plan for implementation using findings from implementation science 

─ Provide technical assistance around evidence-based practices (EBPs) and 
evidence-informed services and projects 

─ Offer technical assistance for developing baseline, outcome measures, and reporting 

─ Technical assistance for target population identification 

─ Convene statewide pharmacist round table event 

Objective 1.2.2: Support Initial Implementation of EBPs and Best Practices 

Activities: 

─ Train on EBPs and evidence-informed services and projects during implementation 

─ Provide ongoing training as needed 

─ Offer technical assistance while monitoring the implementation 

─ Establish initial reporting requirements and process for funded programs 

─ Develop quality assurance activities that can braid across organizations 
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Strategy 1.3: Monitor Implementation and Fidelity to Program 
Models and Requirements 

Objective 1.3.1: Timely Monitoring of Program Progress and Outcomes 

Activities: 

─ Gather process reporting and financial reports from local entities 

─ Gather baseline and outcome data 

─ Provide technical assistance on remediation and quality improvement 

Objective 1.3.2: Ensure Entities are Performing with Fidelity to the Chosen 
Model of Services or Programs 

Activities: 

─ Conduct quality assurance and fidelity reviews 

─ Provide technical assistance to remediate any negative findings 

─ Monitor corrective actions plans 

─ Provide technical assistance on EBP or national best practices 

Goal 2: Prevent the Misuse of Opioids 
Prevention must be implemented at all levels, from targeting the general public to preventing 
overdose among those using opioids. However, not all prevention strategies work for 
everyone, so activities implemented must include consideration of any differential impacts or 
accessibility limitations potentially experienced by population subgroups that could result in 
health disparities. Many interventions necessitate alternative strategies for subgroups due to 
cultural and environmental differences from the general population. Detailed data collection 
and monitoring on demographic characteristics, selection of appropriate interventions, and 
involvement of the potentially impacted community members in planning and implementation 
are essential for ensuring health equity across prevention efforts. 

Strategy 2.1: Prevent Opioid Use from Progressing to Misuse and 
Overdose 

Objective 2.1.1: Identify Risk Factors for Opioid Misuse and Overdose 

Activities: 

─ Identify risk factors through implementation of a disease investigation model for 
non-fatal overdoses and fatality review committees (Priority Score: 14.8) 

─ Identify substances involved in overdoses quickly (e.g., distribute hand-held drug 
testing equipment; Priority Score: 14.0) 
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Objective 2.1.2: Educate the General Public on Opioid Prevention and 
Treatment 

Activities: 

─ Educate the public on the identification of treatment needs and treatment access and 
resources (Priority Score: 14.2) 

─ Leverage 211 to decrease stigma (Priority Score: 11.7) 

─ Promote available resources 

Objective 2.1.3: Equip Providers to Prevent Opioid Misuse and Overdose 

Activities: 

─ Educate providers and pharmacists on alternative pain management and on 
educating patients on patient pain management expectations and safe opioid use 
(Priority Score: 13.8) 

─ Increase opioid prescribing training in graduate schools for providers (Priority Score: 
11.8) 

─ Decrease stigma/offer anti-stigma training for providers, including pharmacists 
(Priority Score: 8.7) 

─ Establish physician champions for addiction treatment training (Priority Score: 8.3) 

─ Standardize clinical guidelines for non-pharmacological pain management (Priority 
Score: 12.7) 

Objective 2.1.4: Promote Safe Pain Management for Patients with Chronic 
Pain or Opioid Prescriptions 

Activities: 

─ Educate patients on safe use, storage, and disposal of opioids (Priority Score: 14.2) 

─ Inform patients on addictive potential of opioids and alternative therapies for chronic 
pain (Priority Score: 13.8) 

Objective 2.1.5: Educate Youth and Families in the Community to Reduce 
the Risk of Adverse Childhood Experiences (ACEs), Child Welfare
Involvement, Opioid Misuse, and Overdose 

Activities: 

─ Educate parents and the public on ACEs prevention and intervention (Priority Score: 
13.7) 

─ Implement family-based prevention strategies and expand activities under the Family 
First Prevention Act (Priority Score: 13.2) 
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─ Offer ACEs screening and referral to treatment in schools and medical settings 
(Priority Score: 12.7) 

Objective 2.1.6: Support Youth and Adolescents Who Have Experienced 
ACEs and are At-Risk 

Activities: 

─ Implement child welfare best practices for impacted families (Priority Score: 12.0) 

─ Implement safe baby courts for families impacted by SUD (Priority Score: 9.3) 

─ Ensure family-related efforts are coordinated across agencies (Priority Score: 12.5) 

─ Provide home visit programs for families impacted by SUD (Priority Score: 8.3) 

Objective 2.1.7: Prevent Opioid Misuse and Overdose in Schools 

Activities: 

─ Embed prevention specialists in K-12 schools (Priority Score: 13.0) 

─ Implement trauma-informed schools (Priority Score: 12.8) 

─ Increase access to aftercare, summer, and intramural programs (Priority Score: 12.7) 

─ Increase prevention in schools (Priority Score: 12.8) 

─ Require prevention education and educator training (Priority Score: 12.3) 

─ Provide school survey results on drug trends/issues to school leaders (Priority Score: 
9.3) 

─ Provide access to prevention activities for the transitional aged youth (TAY) to ensure 
all youth/adolescent populations are targeted (Priority Score: 12.5) 

Strategy 2.2: Detect Potential Misuse Early and Intervene to Prevent 
Increased Severity 

Objective 2.2.1: Monitor the Prescription of Opioids and Related Substances 

Activities: 

─ Provide enhanced PDMP analytics (including demographics and additional 
prescribed substances) information to providers (Priority Score: 12.8) 

─ Ensure PDMP data is obtained from all bordering states (Priority Score: 9.0) 
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Objective 2.2.2: Implement Screening and Early Intervention for All Nevadans 

Activities: 

─ Prevent, screen for, and treat those with Adverse Childhood Experiences (ACEs) 
(Priority Score: 12.3) 

─ Implement ages zero to three programming to support families impacted by 
substance use (Priority Score: 12.0) 

─ Increase Screening, Brief Intervention and Referral to Treatment (SBIRT) statewide 
and train providers in integrated care (Priority Score: 13.7) 

─ Educate providers on the signs of trauma and appropriate referral options (Priority 
Score: 12.8) 

Strategy 2.3 Define immediate solutions to reduce the risks for 
overdose and prepare for responses 

Objective 2.3.1 Implement a Cross-sector Task Force to address overdose 

Activities: 

─ Determine necessary action to reduce the risk of overdose in Nevada’s communities. 

─ Prepare responses for the State and local jurisdictions in the event an increase in 
overdoses occurs 

─ Provide technical assistance, guidance, and resources to rapidly implement best 
practices to reduce risk for overdoses, enhance capacity to respond to events, and 
recover should such overdose events occur. 

Goal 3: Reduce Harm Related to Opioid Use 
Harm reduction is an approach that emphasizes engaging directly with individuals who use 
drugs to prevent overdose and transmission of infectious disease. Harm reduction is also 
meant to improve the physical, mental, and social well-being of those served, reducing 
stigma and offering low-threshold options for accessing substance use treatment. 

Strategy 3.1: Prevent Opioid Overdoses among Those Already 
Using Opioids and Other Substances 

Objective 3.1.1: Increase the Availability of Naloxone and Fentanyl Testing 
Supplies across Nevada 

Activities: 

─ Implement Mobile Crisis Teams with naloxone leave-behind (Priority Score: 14.2) 

─ Provide access to fentanyl testing (Priority Score: 14.0) 
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─ Increase naloxone distribution, targeting populations in need using data, including 
those using drugs and MAT clinics (Priority Score: 13.8) 

Objective 3.1.2: Prevent Suicide-Related Overdoses 

Activity: 

─ Implement Zero Suicide prevention efforts (Priority Score: 11.0) 

─ Establish crisis stabilization units, expand mobile crisis teams statewide, and ensure 
988 funding (Priority Score: 10.5) 

Objective 3.1.3: Support Safe Harm Reduction Behaviors among People 
Using Opioids 

Activities: 

─ Establish safe places for opioid use that include harm reduction resources (Priority 
Score: 11.7) 

─ Expand the availability of harm reduction products in vending machines (Priority 
Score: 13.2) 

Objective 3.1.4: Implement Statewide Harm Reduction Philosophy 

Activities: 

─ Include people in recovery and those with lived experience with opioid use in planning 
efforts, to include peer programming (Priority Score: 12.8) 

─ Educate on the addictive potential of opioids and alternative therapies for chronic pain 
(Priority Score: 13.8) 

─ Promote public support for harm reduction efforts (Priority Score: 11.7) 

Strategy 3.2: Decrease the Spread of Injection-related Morbidity and 
Mortality 

Objective 3.2.1: Support Safe Intravenous Use 

Activities: 

─ Expand accessibility of needle exchanges across the state (Priority Score: 11.7) 

─ Use exchange sites for additional harm reduction efforts (Priority Score: 11.7) 

Goal 4: Provide Behavioral Health Treatment 
Behavioral Health generally refers to mental health, substance use, and or co-occurring 
disorders which can include life stressors, crises, and stress-related physical symptoms. 
Behavioral health care and behavioral health integration refers to the prevention, diagnosis 
and treatment of these conditions by promoting whole-person care, closing treatment gaps, 
enhancing greater access to long-term monitoring services, reducing risk of self-harm, 
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increasing positive health outcomes, improving patient satisfaction and promoting long-term 
cost effectiveness. Behavioral health treatment is integral to aiding communities in 
recovering from substance use disorders and preventing new SUD among those with mental 
health diagnoses. 

Strategy 4.1: Increase the Availability of Evidence-Based Treatment 
Objective 4.1.1: Increase Training and Implementation Support for EBPs: 

Activities: 

─ Improve upon evidence-based SUD and OUD treatment and recovery support 
training and resources for providers, including for subpopulations (e.g., children and 
families, tribal members) who need tailored treatment (Priority Score: 13.0) 

─ Increase evidence-based suicide interventions and trauma-informed care (Priority 
Score: 13.0) 

─ Increase the availability of evidence-based treatment for co-occurring disorders 
(COD) and use of multiple substances for adults and children through training and 
reimbursement for use of specific evidence-based models (Priority Score: 12.0) 

─ Monitor outcomes from the Association of State and Territorial Health Officials 
(ASTHO) Opioid Use, Maternal Outcomes, and Neonatal Abstinence Syndrome 
Initiative and State Opioid Response grant, especially identifying health disparities 
(Priority Score: 11.3) 

─ Improve OUD screening, referral, and treatment for pregnant women through Project 
ECHO (Priority Score: 9.3) 

Objective 4.1.2: Provide a Variety of Evidence-Based and Best Practices 
Accessible to Nevada’s Frontier, Rural, and Urban Populations 

Activities: 

─ Increase withdrawal management services in the context of comprehensive treatment 
programs (Priority Score: 10.0) 

─ Implement Comprehensive Addiction and Recovery Act of 2016 (CARA) Plans of 
Care with resource navigation and peer support (Priority Score: 10.0) 

─ Use EBPs to support mothers, babies, and families impacted by opioid use (Priority 
Score: 9.3) 

─ Increase availability of peer recovery support services (Priority Score: 8.7) 

─ Ensure all providers prioritize best practices for patients, family/caregivers, and 
neonates/infants (Priority Score: 8.3) 

─ Require all SUD treatment programs to measure standard patient outcomes and 
implement best practices (Priority Score: 8.2) 
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─ Implement community health workers throughout recovery supports, behavioral 
health, and social service agencies (Priority Score: 9.0) 

─ Provide grief counseling and support for those impacted by the fatal overdose by a 
family or friend (Priority Score: 9.0) 

─ Engage nontraditional community resources to expand treatment access in rural or 
underserved areas and target populations that experience health disparities (Priority 
Score: 13.8) 

─ Expand IOTRC hub classification beyond CCBHC, FQHC, and OTP (Priority Score: 
12.7) 

─ Continue to work with tribal communities to meet their needs for prevention, harm 
reduction, and treatment (Priority Score: 12.8) 

─ Support referral to evidence-based practices (Priority Score: 10.2) 

─ Continue to expand MOUD in Federally Qualified Health Centers (FQHCs) and Rural 
Health Clinics (RHCs) (Priority Score: 10.0) 

─ Increase longer-term and short-term rehabilitation program capacity (Priority Score: 
9.7) 

─ Provide continuity of care between levels of care (Priority Score: 8.8) 

Objective 4.1.3: Expand Treatment Options for Special Populations, 
Including Adolescents and Individuals with Co-Occurring Disorders 

Activities: 

─ Expand adolescent treatment options across all ASAM levels of care for OUD with co-
occurring disorder integration (Priority Score: 13.3) 

─ Expand treatment options for transition-age youth (Priority Score: 9.8) 

─ Provide specialty care for adolescents in the child welfare and juvenile justice 
systems (Priority Score: 9.7) 

─ Increase adolescent beds certified to treat young adolescent and transition-age 
youth, as well as capable of treating co-occurring disorders (Priority Score: 9.2) 

─ Establish Community Health Worker/Peer Navigator program for pregnant and 
parenting persons with OUD (Priority Score: 9.0) 

─ Increase parent/baby/child treatment options including recovery housing and 
residential treatment that allow the family to remain together (Priority Score: 9.2) 

Objective 4.1.4: Expand/Maximize Capacity of Current Services and Increase 
Workforce 

Activities: 

─ Promote healthcare profession career tracks in high school (Priority Score: 8.8) 
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─ Encourage and support medical school students from rural or frontier communities 
(Priority Score: 11.5) 

─ Evaluate provider enrollment process to ensure it is not a deterrent for providers 
(Priority Score: 9.8) 

─ Incentivize providers to serve in rural and underserved communities (Priority Score: 
13.5) 

─ Create a scholarship fund dedicated to individuals directly affected by the epidemic 
(Priority Score: 7.8) 

Strategy 4.2: Increase Access to Evidence-Based Treatment 
Objective 4.2.1: Expand Treatment Funding Options 

Activities: 

─ Ensure funding for the array of OUD services for uninsured, underinsured, and tribal 
populations (Priority Score: 12.2) 

─ Offer sustainable funding for the IOTRCs (Priority Score: 9.7) 

─ Enforce parity across physical and mental health (Priority Score: 9.3) 

─ Modify or remove prior authorization requirement for selecting outpatient behavioral 
health services (Priority Score: 9.2) 

─ Align utilization management policies between Medicaid managed care and fee-for-
service (Priority Score: 8.5) 

─ Implement a reimbursement model that reduces the administrative burden on 
providers of administering grant funds (Priority Score: 8.2) 

─ Utilize FRN funding for state's share for 1115 SUD Waiver, room and board, and 
uncompensated care (Priority Score: 8.0) 

Objective 4.2.2: Increase Effective Utilization of Telehealth 

Activities: 

─ Partner with a TeleMAT service provider (Priority Score: 12.5) 

─ Increase provider training and education on the effective use of telehealth (Priority 
Score: 12.0) 

Mercer 124 



               
 

  
 

 

 

       
      

        
 

 

       
 

       
  

           

         
   

     

 

            
   

      

   
  

   
 

             
  

        

         
 

       

 

           

      

Nevada Opioid Needs Assessment and Statewide Plan 2022 State of Nevada 

Strategy 4.3: Increase Availability of and Access to MOUD 
Objective 4.3.1: Increase the Volume of Waivered Prescribers of 
Medications for Opioid Use Disorder (MOUD) Providing Treatment in Rural 
and Underserved Areas 

Activities: 

─ Incentivize providers for Office-Based Opioid treatment (OBOT) through bonuses 
(Priority Score: 13.5) 

─ Implement a plan for expansion of mobile MOUD treatment for rural and frontier 
communities (Priority Score: 13.3) 

─ Monitor the capacity of SUD and OUD treatment providers (Priority Score: 12.7) 

─ Expand statewide Patient-Centered Opioid Addiction Treatment (PCOAT) model 
(Priority Score: 9.2) 

Objective 4.3.2: Increase Access to MOUD 

Activities: 

─ Create street outreach teams to provide street medicine programs, harm reduction, 
psychiatry, and care management (Priority Score: 12.2) 

─ Expand access to long-acting buprenorphine medications (Priority Score: 11.8) 

─ Increase education, adoption, and support for buprenorphine as a first-line treatment 
for reproductive/birthing/pregnant, etc., patients (Priority Score: 10.7) 

─ Initiate buprenorphine in the emergency department and during inpatient stays 
(Priority Score: 10.0) 

─ Expand access to MOUD treatment for youth in primary care and behavioral health 
settings (Priority Score: 9.8) 

─ Support low threshold prescribing for buprenorphine treatment (Priority Score: 9.7) 

─ Fully implement Nevada's hub-and-spoke system for MAT regardless of payer 
(Priority Score: 11.7) 

Objective 4.3.3: Increase Provider Proficiency in Treatment with MOUD 

Activities: 

─ Expand use of Project ECHO® to increase provider capacity (Priority Score: 9.3) 

─ Establish addiction medicine fellowships (Priority Score: 8.3) 
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─ Create a provider forum for treatment and other resource-sharing (Priority Score: 8.0) 

Strategy 4.4: Increase Treatment for Neonatal Abstinence Syndrome 
(NAS) 

Objective 4.4.1: Screening, Intervention, and Referral for Pregnant Women 

Activities: 

─ Offer parenting programs and home visits for at-risk pregnant women (Priority Score: 
10.2) 

─ Establish SBIRT in OBGYN offices and engage Project ECHO (Priority Score: 9.2) 

─ Continue to monitor and expand ASTHO programs for Neonatal Abstinence 
Syndrome (NAS) with special attention to preventing health disparities (Priority Score: 
11.3) 

Goal 5: Implement Recovery Communities across Nevada 
Social Determinants of Health (SDOH) include financial resources, social and community 
factors, education access and quality, health care access and quality, and the neighborhood 
and environment in which a person lives, including transportation, crime, and environmental 
quality. Recovery Communities take a holistic view that includes SDOH as an integral part of 
maintaining recovery and living successfully in the community. They provide connections to 
treatment and services for individuals in recovery to reintegrate into the community with 
better chances of maintaining recovery. 

Strategy 5.1: Address Social Determinants of Health 
Objective 5.1.1: Screen and Connect people to Social Determinants of 
Health (SDOH) Resources 

Activities: 

─ Incorporate screening for standard SDOH needs as a routine intake procedure for all 
services (Priority Score: 9.8) 

─ Expand 211 to identify and match individuals to resources for SDOH (Priority Score: 
11.7) 

─ Identify opportunities for faith-based organizations to provide recovery supports in 
local communities (Priority Score: 8.0) 

─ Include recovery support services such as recovery centers in the work of local 
community coalitions (Priority Score: 8.0) 
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Objective 5.1.2: Access to Housing 

Activities: 

─ Develop housing and recovery supports for homeless youth with OUD (Priority Score: 
9.0) 

─ Establish policies and funding to support evidence-based recovery housing (Priority 
Score: 8.5) 

─ Provide tenancy supports for individuals to maintain housing through the recovery 
process (Priority Score: 9.0) 

─ Develop sober and affordable housing resources through partnerships (Priority Score: 
9.0) 

Objective 5.1.3: Employment Supports 

Activities: 

─ Develop employment supports for those in treatment and in recovery (Priority Score: 
8.7) 

─ Provide education for employers through Recovery Friendly Workplace Initiative 
(Priority Score: 14.2) 

Objective 5.1.4: Access to Childcare 
Activity: 

─ Expand access to childcare options for families seeking treatment/recovery supports 
(Priority Score: 9.2) 

Objective 5.1.5: Access to Transportation 

Activities: 

─ Address transportation needs as a SDOH (Priority Score: 12.0) 

─ Support providers with start-up and transportation costs under Nevada’s new, 
Medicaid-funded non-emergency Secure Behavioral Health Transport service (Priority 
Score: 12.0) 

Goal 6: Provide Opioid Prevention and Treatment 
Consistently across the Criminal Justice and Public Safety
Systems 
Access to MAT and other treatment interventions within the jails and prisons is limited, and 
individuals transitioning from incarceration to the community often have little or no access to 
treatment or care management in the community. Progress has been made through drug 
treatment courts and similar interventions; these opportunities are uniformly available in all 
criminal detention centers. More work is needed in providing treatment both in criminal 
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justice settings and during transitions so that people can recover from opioid use disorders 
and maintain their recovery in the community. 

Strategy 6.1: Promote Safe Response to Opioid Use in the 
Community 

Objective 6.1.1: Ensure Laws and Law Enforcement Agencies Do Not Deter 
Interventions for People in Need of Harm Reduction Interventions 

Activity: 

─ Train law enforcement on laws to increase appropriate enforcement to protect 
interventions for people who have overdosed (Priority Score: 11.5) 

─ Ensure state laws do not prevent harm reduction efforts (Priority Score: 11.5) 

Strategy 6.2: Prevent Overdose after Release from Jails and Prisons 
Objective 6.2.1: Increase Access to Quality Care for Justice-Involved 
Individuals 

Activities: 

─ Provide MAT in all adult correctional and juvenile justice facilities (Priority Score: 
12.7) 

─ Expand drug court treatment availability and include treatment for multiple 
substances (Priority Score: 9.3) 

─ Monitor outcomes related to SUD treatment for the criminal justice-involved 
population (Priority Score: 10.3) 

Objective 6.2.2: Support Individuals with Opioid Use History Leaving Jails 
and Prisons 

Activities: 

─ Connect people leaving jails and prisons to post-release treatment, housing, and 
other supports as well as educate about overdose risk (Priority Score: 13.3) 

─ Educate parole and probation officers on the need for treatment, recovery, housing, 
and employment (Priority Score: 12.8) 

Goal 7: Provide High Quality and Robust Data and
Accessible, Timely Reporting 
Nevada has experienced serious impacts from the opioid epidemic over the last 10 years, 
resulting in high rates of opioid-related overdoses, increased health care utilization, 
escalating rates of neonatal abstinence syndrome, insufficient access to treatment, and 
increased family involvement within child welfare. To understand the impact of the opioid 
epidemic on Nevada, it is important to consider indicators of opioid use, such as prescription 
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monitoring, survey data, criminal justice data, and overdoses, as well as co-occurring 
behavioral health and comorbid physical health conditions and opioid-related utilization of 
EDs and hospitals. Focusing on health disparities for marginalized populations and the 
impact on youth within each of these areas further elucidates the impact of opioids and can 
offer potential solutions. 

Strategy 7.1: Provide Consistent, High-Quality Data for Surveillance
and Reporting 

Objective 7.1.1: Improve the Quality of Toxicology Data 

Activities: 

─ Establish a statewide forensic toxicology lab and improve funding mechanisms 
(Priority Score: 9.2) 

─ Support a forensic pathology training program (Priority Score: 7.0) 

─ Standardize and improve toxicology testing procedures, including more detailed 
reporting of demographic characteristics (Priority Score: 9.8) 

Objective 7.1.2: Improve and Standardize Surveillance Reporting 

Activities: 

─ Expand surveillance testing (Priority Score: 6.8) 

─ Standardize reporting and query code/logic across reporting agencies (Priority Score: 
8.3) 

─ Establish minimum data set for suspected and actual overdose for use in all 
agencies, including demographic characteristics (Priority Score: 11.7) 

Strategy 7.2: Increase Availability of Data for Rapid Response to 
Opioid Trends 

Objective 7.2.1: Increase Breadth of Data Collected 

Activities: 

─ Ensure data elements include demographic characteristics to identify and address 
health disparities (Priority Score: 9.5) 

─ Collect data from the poison control hotline (Priority Score: 13.5) 

─ Include demographics and methadone in the state prescription drug monitoring 
program (Priority Score: 12.5) 

─ Increase provider utilization of the Treatment Episode Data Set (TEDS) (Priority 
Score: 8.2) 
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Objective 7.2.2: Ensure Data is Shared Across Agencies and Providers 

Activities: 

─ Implement the All-Payer Claims Database (Priority Score: 14.7) 

─ Increase Health Information Exchange (HIE) data sharing and utilization when 
prescribing opioids (Priority Score: 8.8) 

─ Create an Automated Program Interface (API) connection to Emergency Medical 
Services (EMS)/Image Trend (Priority Score: 13.5) 

Objective 7.2.3: Provide Immediate Access to Critical Opioid-Related Data 

Activities: 

─ Provide access to real-time SUD and OUD reports from various systems (e.g., EHR, 
PDMP, HIE, etc.) (Priority Score: 7.8) 

─ Facilitate prompt “bad batch” communications (Priority Score: 15.5) 

─ Connect public safety and local overdose spike monitoring agencies (Priority Score: 
12.0) 
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Section 8 
Next Steps 
This 2022 Needs Assessment and Statewide Plan serves as a first version that will be 
reviewed and revised a minimum of every four years, or more frequently as needed. 
Revisions will reflect ongoing efforts to allocate and coordinate funding for opioid-related 
projects. The report will be distributed through the SURG and ACRN. As more funding is 
available from various sources and as Nevada’s needs change over time, the State will 
update the Plan and priorities to ensure they are data-driven. The DHHS will also provide 
annual publicly available reports of all funding allocations and program activities to the State 
legislature. 

Development of Detailed Work Plans 
The Statewide Plan outlines broad activities that will be further developed and specified into 
a work plan format by Nevada’s subject matter experts. The detailed work plans will be 
created by local experts according to the implementation priorities identified by the Nevada 
DHHS, based on available funds. Future changes to the Statewide Plan or changing state 
needs may result in additional work plans or activities. 

Work plans developed by subject matter experts will incorporate detailed program or project 
information, list any alternative funding sources, establish start and end dates, and provide 
outcome measures for each activity. This includes ensuring that baseline data is established 
for quality assurance and measurement of the success of program activities. All activities 
must address disparities or potential disparities in marginalized populations and be evidence-
based, nationally informed, or considered best practices for substance use prevention, 
treatment, recovery efforts, public health, and data surveillance. 

Focusing on Health Equity 
Although data on health disparities is lacking, the current evidence suggests that significant 
disparities do exist across the state. The availability of funds to expand current programs or 
support new efforts serves as a prime choice point where Nevada can be intentional about 
addressing disparities in marginalized populations. The Nevada Office of Minority Health and 
Equity (NOMHE) has developed a Health Equity Guide which models how to apply the equity 
lens known as “Choice Point Thinking” to develop and prioritize activities to ensure equitable 
outcomes. Choice Point Thinking is a commitment to develop equitable outcomes by using a 
conscious decision-making process. To apply Choice Point Thinking, one should identify all 
decision-making opportunities and examine available choices. Developing a habit of asking 
questions such as “Who benefits from this decision?” and “How can the people that are most 
impacted by this decision be included in this process?” is one way to ensure the equitable 
distribution of opioid settlement or bankruptcy recoveries. Use of the Choice Pointe Thinking 
model is essential in the further development of specific activities implemented under the 
Statewide Plan. 
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Implementing Evidence-Based Practices 
As part of the fulfillment of the first and second principles of the Johns Hopkins Principles for 
the Use of Funds, spending money to save lives and using evidence to guide spending, 
Nevada will utilize the below resources in future work to identify best practices and evidence-
based programs that fulfill the goals and objectives in this plan. Not all potential solutions 
have available evidence, so any programs or activities selected without an evidence base 
should implement a robust quality improvement structure so that the state can routinely 
monitor outcomes and the effectiveness of the investment. All programs and activities should 
be actively monitored for outcomes regardless of the amount of evidence available. 

Resources for Evidence-Based and Best Practice Models 
The following resources are available for the development of the implementation work plans 
under the objectives in the Statewide Plan. 

Substance Abuse and Mental Health Services Administration (SAMHSA) Evidence-
Based Practices Resources Center 
https://www.samhsa.gov/resource-search/ebp 

The SAMHSA Evidence-Based Practices Resource Center “… aims to provide communities, 
clinicians, policy-makers, and others in the field with the information and tools they need to 
incorporate evidence-based practices into their communities or clinical settings. The 
Resource Center contains a collection of scientifically based resources for a broad range of 
audiences, including Treatment Improvement Protocols, toolkits, resource guides, clinical 
practice guidelines, and other science-based resources.” 

Brandeis Opioid Resource Connector 
https://opioid-resource-connector.org 

“The Opioid Resource Connector assists communities in mounting a comprehensive 
response to the opioid crisis. It is a product of Brandeis Opioid Policy Research 
Collaborative. [They] provide a curated collection of community-focused programs, tools, and 
resources to help stakeholders choose, design, and implement essential interventions.” 

Primer on Spending Funds from the Opioid Litigation: A Guide for State and Local 
Decision Makers 
https://opioidprinciples.jhsph.edu/wp-content/uploads/2022/04/Primer-on-Spending-
Funds.pdf 

The Primer on Spending Funds from the Opioid Litigation provides resources for each of 
Johns Hopkins’ nine core abatement strategies. 

Evidence-Based Strategies for Abatement of Harms from the Opioid Epidemic 
https://www.lac.org/resource/evidence-based-strategies-for-abatement-of-harms-from-the-o 

“Jointly produced by several national addiction experts, this comprehensive report contains 
recommendations and evidence-based strategies for the investment of litigation settlement 
and bankruptcy funds to end the opioid crisis and mitigate future harms.” 
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Ensuring Accountability and Sustainability 
The Statewide Plan establishes a system of accountability for the implementation of 
programs and services needed in Nevada by targeting the priorities established by the 
Needs Assessment (Sections 3 through 6). The Statewide Plan sets forth the activities to 
prepare the State’s infrastructure to distribute and oversee the resulting programs and 
services, including performance review, quality assurance, and fiscal compliance. This 
ensures funds disbursed are used for the purposes established in the Needs Assessment, 
that they do not supplant other funds or program activities, and that they comply with the 
settlement and bankruptcy agreement requirements listed in Appendix E. Additionally, 
policies and procedures on the administration of the Fund for Resilient Nevada can be found 
in Appendix F. This ensures compliance with the funding sources, maximizes the appropriate 
use of funds, and monitors cost-benefits to the community. 

In response to preliminary Needs Assessment findings and anticipating the need for 
infrastructure to support accountability and sustainability, six positions were created to 
administer the FRN. The six positions include a Senior Physician, one clinical program 
planner, one quality assurance specialist, one management analyst, one program officer, 
and one administrative assistant. Another two positions including a biostatistician and a 
public information officer have been requested separately. These positions will support the 
management and oversight of the Needs Assessment, Statewide Plan, and subsequent sub 
awards or contracts to address the impacts, risks, and harms of opioid use disorder and 
other substance use disorders. 

To ensure fiscal accountability, existing programs and funding sources were and continue to 
be identified and evaluated. The Fund for a Resilient Nevada Unit (FRNU) is currently 
mapping the use and availability of all the State and Federal opioid and substance use funds. 
The map will serve as a consolidated document of programs that exist and highlight those 
activities that require funding. As part of this review, all money recovered or anticipated to be 
recovered by county, local, or Tribal governmental agencies through judgments, settlements 
or bankruptcies resulting from litigation concerning the manufacture, distribution, sale, or 
marketing of opioids, and the programs currently existing in each geographic region of this 
state to address opioid use disorder and other substance use disorders are being analyzed. 

Allocation Plan for the Fund for a Resilient Nevada 
Fund for a Resilient Nevada 
The Statewide Plan sets out the goals and strategies for the implementation of programs and 
services potentially funded by the Fund for a Resilient Nevada and other funding sources. 
The FRN was created during the 81st (2021) Session under Senate Bill 390 and codified in 
Nevada Revised Statutes (NRS) 433.712 through 433.744. Under NRS 433.732, section 4, 
"...the Director of the Department may submit to the Interim Finance Committee a request for 
an allocation for administrative expenses from the Fund..." and "The annual allocation for 
administrative expenses from the Fund must not exceed 8 percent of the money deposited..." 
or the maximum allowable for recoveries. FRN monies are deposited through the Attorney 
General's Office from recoveries from opioid litigation, settlements, and bankruptcies. The 
allocation of funds to state mitigation programs under the FRN is limited by the availability of 
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recoveries. The Fund for Resilient Nevada is the State’s share of recoveries and must be 
used to address the risk, harms, and impacts of the opioid crisis on the state. 

In another settlement and bankruptcy recovery-based funding opportunity under the One 
Nevada Agreement, more local allocations to all signatories to the agreement will become 
available. Signatories include all Nevada Counties and all litigating cities, districts, and 
municipalities. Many tribal governments also have their separate opioid litigation and may 
receive their own recoveries through settlements or bankruptcies. 

Should the State determine that mitigation of the opioid crisis needs to involve partnerships 
with regions, counties, or tribes, or through agreements with local community programs 
beyond the One Nevada Agreement, the State has the statutory authority, but is not required, 
to provide funding through grants. Such grants will be at the direction of the State to ensure 
work is conducted on behalf of the State and procurement requirements as established in 
NRS 433.740 must be upheld. 

The State recognizes the successful abatement of the opioid crisis will require the whole of 
both state and local resources and cooperation. To this end, the State will ensure local 
governments have access to the Nevada Needs Assessment, Statewide Plan, and technical 
support to direct their own funding to address the crisis at the local level. Use of the funds by 
state and local governments must be in accordance with, at minimum, the terms of the court 
orders, settlement and bankruptcy agreements, the One Nevada Agreement, and State laws. 

Proposed Budget Allocations for Statewide Plan Goals 
Estimates for proposed budget allocations are presented below according to the Goals set 
forth in the Statewide Plan. Amounts may change based on needs and fund availability. 

Goal 1: Ensure Local Programs Have the Capacity to Implement 
Recommendations Effectively and Sustainably 

Proposed  funding  estimates:  FY23  $1,463.000   FY24  $1,674,700   FY25  $1,694,941  

Goal 2: Prevent the Misuse of Opioid      

Proposed  funding  estimates:  FY23  $500,000   FY24  $2,185,000   FY25  $2,100,000  

Goal  3:  Reduce  Harm Related  to  Opioid  Use   

Proposed  funding  estimates:  FY23  $140,000  FY24  $140,000  FY25  $140,000  

Goal 4: Provide Behavioral Health Treatment 

Proposed funding estimates: FY23 $1,700,000 FY24 $1,500,000 FY25 $1,500,000 

Goal 5: Implement Recovery Communities across Nevada 

Proposed funding estimates: TBD 

Goal 6: Provide Opioid Prevention and Treatment Consistently across the Criminal 
Justice and Public Safety Systems 

Proposed funding estimates: TBD 
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Goal 7: Provide High Quality and Robust Data and Accessible, Timely Reporting 

Proposed funding estimates: FY23 $361,149 FY24 $743,597 FY25 $520,025 
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Appendix A 
Data Sources 
To understand the gaps in data, it is important to understand each of the various sources 
collecting and reporting data within the State of Nevada. Currently, the State has multiple 
sources providing data and reporting rates of fatal and nonfatal opioid overdoses, SUD, 
OUD, and the corresponding demographic data. Each data set follows its own data collection 
protocols, criteria, and standards, which leads to different rates being reported for impact 
topic areas depending on the source being used. Each source also has its own limitations, as 
detailed below in Table A1.1. 

Table A1.1: Current Data Sources and Limitations 
Source Description Limitations 
Syndromic
Surveillance 

Vital Records 
Data 

Nevada 
SUDORS 

Utilizes hospital emergency room (ER) 
data from the NSSP to report on the 
suspected overdose morbidity in the 
state.269 

Utilizes death certificate information 
from the Nevada Electronic Death 
Registry System to report on overdose 
mortality in the state. This source relies 
on ICD-10 codes. 

Utilizes death certificates and 
coroner/medical examiner reports 
(including post-mortem toxicology 
testing results) to capture detailed 
information on toxicology, death scene 
investigations, route of drug 
administration, and other risk factors 

• NSSP data is only available from 
80% of the state’s hospitals 

• The data system only captures 
non-fatal overdoses that made it to 
the ER 

• Chief complaint: ICD-10 codes that 
are reported as an overdose from a 
substance are “suspected” due to 
the lack of a urine drug screen or 
blood test to confirm substances 

• Average 2–3-month delay after the 
death investigation to receive cause 
and manner of death data 

• Use of ICD-10 codes that group 
multiple opioids together, making it 
difficult to separate specific opioids 
that may have been attributed to 
deaths 

• Complete toxicology and 
information about the circumstances 
preceding death are unavailable 

• Reporting delays due to time 
required to abstract data from death 
records 

• Incomplete data due to reliance on 
information documented at the time 
of death 
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Source Description Limitations 
that may be associated with a fatal 
overdose.270 

ImageTrend Statewide surveillance system utilized 
by the State Emergency Medical 
Services (EMS) program. ImageTrend 
is used to collect and analyze data for 
EMS and Fire and Rescue programs, 
which may include data regarding 
critical care transportation, 
hospital-based medical registries, 
overdose due to substance use, and 
integrated health care and community 
paramedicine. This system provides 
real-time location information that can 
be monitored by communities, as well 
as supporting data collection for 
Overdose Data Mapping Application 
Program (ODMAPS). 

ODMAPS Nevada has been working toward 
implementation of HIDTA’s ODMAPS to 
gain a better understanding of overdose 
morbidity and mortality rates. The 
program design requires participation 
by law enforcement and first responder 
agencies or an automated interface with 
ImageTrend to transfer the data. 

• Disconnect between EMS transport 
records and hospital care 

• Used ad hoc and not for regular 
reporting 

• Slow uptake by law enforcement 
• Lack of an automated interface with 

ImageTrend 

Based on the data source limitations and the lack of standardization, the data available is 
often inconsistent and does not allow for the most accurate picture of the current state of the 
opioid epidemic in Nevada. The lack of standardization and reporting hinders the 
accessibility of key information, such as demographic information, which is needed to assess 
the challenges being faced by certain populations. 

Different organizations within Nevada are also collecting and calculating different process 
and outcome metrics to assess the impact of the opioid epidemic and drive change. 
However, often metrics may be named similarly and appear to capture the same information, 
but the data being used and the way the metric is calculated is different. The limitations and 
caveats may also vary, which does not allow for true comparison and aggregation of results. 
No data set is perfect, and there is always a trade-off between timeliness and accuracy, 
which could be the reason similar data is calculated differently. High-quality data takes time 
to accurately collect, validate, and appropriately analyze. The quality assurance process can 
hinder programs that need data quickly to respond to changes in the system. There is some 
data that is available more quickly, but it has often not yet been adequately validated. This 
data can be used when immediate information is needed, but it is always important to go 
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back and check assumptions once the complete and validated data is available. The State 
will need to balance timeliness with accuracy based on the monitoring needs for each 
program. While data are available for the rates of opioid and benzodiazepine prescription 
within Nevada, limited data are available for other drugs being co-prescribed with opioids. 
There is also a lack of demographic information about those receiving opioid prescriptions 
such as race/ethnicity and indicators of membership in special populations. While PDMP also 
tracks high-volume prescribers, analytics are not made available to understand factors 
behind high-volume prescribing or the changes in prescribing habits following notice from the 
PDMP. 

There are plans for the State to develop an all-payer claims database that will contain 
information relating to health claims from medical, dental, and pharmacy benefits provided in 
Nevada. An advisory committee will make recommendations on the analysis and reporting of 
the data, as well as data security and how it will be released. All public and private insurers 
will provide data for the database, with some exceptions. Data to directly identify the patient 
will be removed from the claim, and each claim will receive a unique identifier. Requests for 
data will be submitted to the DHHS.271 This effort may help to reduce the gaps currently 
being seen regarding data. 

p/NELIS/REL/81st2021/Bill/7216/Overview" https://www.leg.state.nv.us/App/NELIS/REL/81st2021/Bill/7216/Overview 
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Appendix C 
Prior Work Toward Johns 
Hopkins Best Practice
Recommendations 
The State has been working to develop interventions that align with key areas of the 
Johns Hopkins Best Practices. In 2019, the Nevada Public Training Center, in partnership 
with Nevada OD2A, released a summary that included the current efforts being made in 
Nevada that coincide with the John’s Hopkins Bloomberg School of Public Health 
Recommendations. 

In 2017, the John’s Hopkins Bloomberg School of Public Health published the report The 
Opioid Epidemic, From Evidence to Impact.272 This report provides specific, proven 
recommendations, as well as resources to combat the opioid epidemic in the most effective 
way. The report includes 10 key recommendation areas that should serve as the foundation 
for an entity working to battle the opioid epidemic to ensure intervention design and 
implementation remain evidence-informed. 

The 10 key recommendation areas are: 

1. Optimizing the PDMP 

2. Standardizing clinical guidelines 

3. Engaging pharmacy benefit managers (PBMs) and pharmacies 

4. Implementing innovative engineering strategies 

5. Engaging patients and general public 

6. Improving surveillance 

7. Treating OUDs 

8. Improving naloxone access and use 

9. Expanding harm reduction 

10. Combating stigma 

The following table is a summary of Nevada’s current efforts and alignment with the 
Johns Hopkins Recommendations. 

272 Alexander GC, Frattaroli S, Gielen AC, eds. “The Opioid Epidemic: From Evidence to Impact,” Johns Hopkins Bloomberg School of Public Health, 
Baltimore, Maryland. (2017). Available at: https://www.jhsph.edu/events/2017/americas-opioid-epidemic/report/2017-JohnsHopkins-Opioid-digital.pdf 
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Table C1.1. 2019 Nevada Public Health Training Center, Johns Hopkins Bloomberg School of Public Health 
Recommendations, Current Efforts in Nevada — Summary 
Recommendation Current Efforts 

Optimizing the PDMP 

       
 

  
 

         
      

   

   

      
 

             
            

 
 

     
         

      
 

 

          
       

   
   

 

              
            

  

             
  

            
     

             
    
       

• Mandate prescriber PDMP registration and 
use. 

• Prescription monitoring programs have been in use in Nevada since 1995. 
• SB 459 (2015) was passed to require prescribers to review a patient utilization 

report from the PDMP for new patients or new prescriptions that are for more than 
seven days. 

• AB 474 revised Nevada statues to require prescribers to register for the PDMP 
when they receive or renew their controlled substance prescribing license. 

• Proactively use PDMP data for education 
and enforcement. 

• PDMPs can generate reports (e.g., doctor shopper reports, top Rx count 
prescriber, top pill count prescriber, and top prescriber by drug) to monitor 
prescribing and report abnormal findings. 
─ Letters are generated quarterly and sent licensing boards. Disciplinary action 

for inappropriate prescribing includes participating in continuing education. 

• Authorize  third-party payers to access 
PDMP data  with  a  plan  for  appropriate  use  
and proper  protections.  

• While the Nevada Board of Pharmacy shares data with the State Medicaid 
program, the Board is not able to share PDMP data with health plans or the 
PBMs. 

• Empower  law enforcement  and  licensing  
boards for  health professions to investigate 
high-risk prescribers and dispensers.  

• AB 239 (2019) allowed licensing boards to discipline health providers who violate 
AB 474. 

• Work  with  industry  and  state  lawmakers  to  
require improved integration of PDMPs into  
Electronic  Health  Records  systems.  

• Nevada’s NV-OD2A program partnered with the Board of Pharmacy to provide 
optional integration of the PDMP and Electronic Health Records to hospitals. 

• Engage  state  health  leadership  to  establish  
or  enhance PDMP access  across state  lines.  

• The state PDMP has interstate partnerships to share data with 34 states, as well 
as 80% of the State’s boarding PDMPs. However due to California’s data 
controls, the Nevada PDMP is not able to obtain data from that neighboring state. 
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Recommendation Current Efforts 

Standardizing Clinical Guidelines 

   

  

        
 

      
  

            
    

 

                
   

                    
    

    
    

     

    

  

 
  

          
    

  

 
      

 

             
 

    

     
  

       

   
 

   
 

• Work with state medical boards and other 
stakeholders to enact policies reflecting the 
CDC’s Guideline for Prescribing Opioids for 
Chronic Pain. 

• Mandate electronic prescribing of opioids. • AB 310 (2019) mandated electronic prescribing for all controlled substances 
prescriptions by January 1, 2021.274 

• AB 474/AB 239 (2017) were passed to ensure patients have the opportunity to 
discuss treatment options with their providers. Also mandates prescribers follow 
steps to reduce the risk associated with certain medications and provide 
alternative options.273 

• Standardize metrics for opioid prescriptions. • AB 474 required the tracking of prescriptions of more than 30 days through a 
provider-patient agreement updated yearly to include the goals of treatment, 
consent to testing for monitoring drug use, requirement to take controlled 
substances as prescribed, prohibition of sharing medications, requirements for 
notification of the provider with certain information, authorization for the provider 
to conduct random counts of the controlled substance, and reasons the provider 
may change treatment. 

• Improve formulary coverage and • Requires one of Nevada’s MCOs to cover psychotherapy, exercises/movement, 
reimbursement for non-pharmacologic 
treatments, as well as multidisciplinary and 

and manual services for non-pharmacological pain management. 

comprehensive pain management models. 

Engaging PBMs and Pharmacies 

• Inform and support evaluation research of • While PBMs are currently required to submit transparency reports related to drug 
PBM and pharmacy interventions to address rebates for drugs determined to be essential to treating asthma and diabetes, no 
the opioid epidemic. such requirements exist for opioids. 

• Continue the development and • In 2018, Opioid Stewardship and Safety: A Nevada Provider’s Guide was 
enhancement of evidence-based criteria to distributed to providers to provide information regarding risk factors of opioid 
identify individuals at elevated risk for OUDs overdose, informed consent, prescription medication agreements, starting and 

tapering opioid therapy, and existing tools for assessing risk of opioid abuse. The 

       
 

  
 

 
       
     

273 Assembly Bill 474/Assembly Bill 239 (2017). Available at: https://www.nvopioidresponse.org/wp-content/uploads/2019/04/opioid-compendium-of-resources.pdf 
274 Assembly Bill 310 (2019). Available at: https://nvdoctors.org/wp-content/uploads/AB310-Legislative-Report-.pdf 
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 Recommendation   Current Efforts 

 • 

 • 

 • 

   or overdose and offer additional assistance 
 and care to these patients. 

Improve management and oversight of 
      individuals who are prescribed opioids for 

  chronic non-cancer pain. 

    Support restricted recipient (lock-in) 
 programs among select high-risk patient 

 populations. 

Improve monitoring of pharmacies, 
  prescribers, and beneficiaries. 

 • 

 • 

 • 

     guide also included a Reference Guide for Reproductive Health Complicated by 
            Substance Use and a Reference Guide for Labor and Delivery Complicated by 
  Substance Use.  

   In Nevada, health care providers are not licensed by specialty or sub-specialty; 
 therefore, all controlled substance prescriptions are subject to Prescribe 365 

regulations and monitored through the PDMP regardless of specialty.  

            Lock-in programs are operated under the Nevada MCOs to help avoid potentially 
   harmful overutilization of prescription drugs and to help promote continuity of 

 care.  

        PDMP identifies prescribers with concerning prescribing practices and sends 
           letters each quarter to the prescribers licensing boards and pharmacies alerting 

the concerns.  

 Implementing Innovative Engineering Strategies 

        Recommendations in this section are for the Food and Drug Administration (FDA) and the Pharmaceutical Industry; therefore, they are 
  not applicable to this report. 

    Engaging Patients and the General Public 

 • 

 • 

      Convene a stakeholder meeting with broad 
   representation to create guidance that will 

help communities undertake comprehensive 
  approaches that address the supply of, and 

  demand for, prescription opioids in their 
    locales; implement and evaluate 

  demonstration projects that model these 
 approaches. 

  Convene an inter-agency task force to 
   ensure that current and future national public 

 education campaigns about prescription 
opioids are informed by the available 

 • 

 • 

      Multiple stakeholders are meeting at the state and local levels, including the 
        Southern Nevada Opioid Accountability Coalition, Washoe County Sheriff’s 

       Substance Abuse Taskforce, NV-OD2A, Regional Behavioral Health Policy  
       Boards, SAPTA Advisory Boards, Nevada Opioid Treatment Association, 

         Multidisciplinary Prevention Advisory Council, and the Substance Use Response 
 Group.  

          The CDC Prevention for States funds supported the Rx Awareness campaign 
          Wake Up Nevada and the SNHD NV-OD2A project works in collaboration with the  

     PACT Coalition on Back to Life.  
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Recommendation Current Efforts 
evidence, and that best practices are 
shared. 

• Provide clear and consistent guidance on 
safe storage of prescription opioids. 

• The Office of Suicide Prevention has supported safe storage efforts, but currently 
there has not been a concerted effort to push out safe storage methods as a harm 
reduction effort to reduce overdoses. 

• Provide clear and consistent guidance on 
safe disposal of prescription opioids and 
expand take-back programs. 

• Grants have supported take-back programs in Nevada, while coalitions continue 
DEA take-backs twice a year with separate funding. Coalitions also provide 
training on safe disposal of medications to parents, school officials, health nurses, 
senior citizens, funeral homes, and hospice programs through partnerships with 
the Rx Abuse Leadership Initiative retail chain pharmacies. SOR funds are also 
used to purchase prescription medication drop boxes for tribal organizations. 

Improving Surveillance 

Note: Detailed information regarding opportunities to improve data collection and reporting standardization, availability, and robustness 
are included at Section 4 of this report regarding Opioid Impact. Information excerpted below from the Nevada Public Health Training 
Center, John’s Hopkins Bloomberg School of Public Health Recommendations, Current Efforts in Nevada — Summary. NV-OD2A does 
not include the same level of detail. 

• Invest in surveillance of opioid misuse and 
use disorders, including information about 
supply sources. 

• Currently the NV-OD2A program and the Office of the Attorney General are 
working to increase the frequency of overdose data shared with stakeholders. 
However, at this time there are no public health efforts seeking to collect source 
data. The NV-OD2A program is working to obtain the seizure data from HIDTA 
and increase system capacity for surveillance sample testing. 

• Develop  and  invest  in  real-time surveillance  
of  fatal  and non-fatal opioid overdose  
events.  

• The NV-OD2A is working to create a centralized analysis and reporting hub for 
overdose data. Currently, NV-OD2A is using ODMAP ImageTrend, Monthly Vital 
Records, Center for Health Information Analysis at University of Nevada, Las 
Vegas, and Syndromic Surveillance. Additionally, the program is working with the 
State Coroner/Medical Examiners to develop reporting for suspected overdoses. 

• SNHD is also participating and purchased software to house a repository of data 
for EMS and hospitals. 
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Recommendation Current Efforts 

• Use federal funding for interventions to 
address OUDs to incentivize inclusion of 
outcome data in those funded programs. 

• Outcome data must be reported to SAMHSA by organizations supported by SOR 
and SOR II funds. Outcome data includes abstinence, criminal justice 
involvement, employment/education, health/behavioral/social consequences, 
social connectedness, and stability in housing. 

• Support  the  linkage  of  public  health,  health  
care,  and criminal  justice data related to the 
opioid epidemic.  

• Formal data sharing is limited with public health programs and primarily limited to 
the Office of Analytics. NV-OD2A is working to review data sharing between 
public safety and public health entities regarding how local jails collect/save/share 
data related to SUD. 

Treating OUDs 

Some recommendations were at the federal level; therefore, they are not included in this report. 

• Require all state-licensed addiction 
treatment programs that admit patients with 
OUDs to permit access to buprenorphine or 
methadone. 

• In 2017, the Division Criteria for the Certification of Programs through SAPTA per 
NAC 458 stated that certified treatment programs, private, public, or funded 
cannot deny treatment services to clients that are on stable medication 
maintenance for the treatment of an OUD including FDA-approved medications. 

• Require all FQHCs to offer buprenorphine. • SOR grants currently fund the Nevada Primary Care Association to expand MAT 
within FQHCs that are interested. All CCBHCs are required to provide 
FDA-approved MAT. 

• Develop  and  disseminate  a  public  education  
campaign about  the role of treatment in  
addressing opioid addiction.  

• There have been information and educational campaigns developed and 
deployed in Nevada over the last 10 years. 

• Educate  prescribers  and  pharmacists  how to  
prevent,  identify,  and treat  opioid addiction.  

• SOR/STR has held provider education/academic detailing, as well as health care 
provider training. Project ECHO offered biweekly clinics on MAT. The University 
of Nevada School of Medicine Continuing Medical Education designed and 
recorded online trainings. SBIRT began an STR initiative that provides key 
resources to assist organizations to promote, prepare, adopt, and implement 
SBIRT in 2018. 

• Establish  access  to  opioid  agonist  treatment  
with  buprenorphine  and  methadone  
maintenance  in  jails  and  prisons.  

• Few jails currently participate in a naloxone program. Only two prisons provide 
access to MAT through outside agencies. Only one county jail provides induction 
and maintenance in MAT. 
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Recommendation Current Efforts 

• Incentivize initiation of buprenorphine in the  
ED and  during  hospital  stays.  

• Currently, SOR-funded staff is working to discuss induction programs about 
implementation with the director of Nevada’s induction program. 

Improving Naloxone Access and Use 

Some recommendations were at the federal level: therefore, they not included in this report. 

• Work with insurers and other third-party 
payers to ensure coverage of naloxone 
products. 

• Naloxone is currently available without a prescription and community-based 
organizations can distribute naloxone for free. Nevada Medicaid FFS and MCOs 
cover most FDA-approved medications. 

• Work with community-based overdose 
education and naloxone distribution 
programs to identify stable funding sources 
to ensure program sustainability. 

• Currently, all naloxone is purchased through federal grants. Sustainable 
community-based organization distribution has been established. 

• Engage  with  the  scientific  community  to  
assess the research needs related to 
naloxone distribution evaluations and identify
high priority future di rections for  
naloxone-related research.  

• Some  naloxone  distribution  programs  have  been  evaluated  by  researchers  at  the  
University  of  Nevada,  School  of  Community  Health  Sciences.  

 

• Engage  with  the  health  care  professional  
community to advance consensus guidelines 
on the co-prescription of  naloxone.  

• In 2018, the Naloxone for Opioid Safety: A Providers Guide to Prescribing 
Naloxone was developed and includes discussions on naloxone prescribing that 
were integrated into trainings on AB 474 in 2017 and 2018. 

• Assess  the  effects  of  state  laws  expanding  
naloxone access to the public.  

• Data for naloxone distribution has been collected through SOR/STR-funded 
programs to understand the Good Samaritan law and to whom naloxone is being 
distributed. 

Expanding Harm Reduction Strategies 

• Establish  and  evaluate  supervised  
consumption spaces.  

• A bill was brought forward during the 2021 legislative session regarding safe 
injection but did not move out of the first house committee. 

• Work  with  state  and  local  stakeholders  to  
establish and support  needle and SSPs.  

• In 2013, SSPs were enacted, two of which serve Nevada’s urban centers through 
mobile and storefront exchange, Trac B and Change Point. SNHD supports 
Trac B on efforts including vending expansion and technical assistance for other 
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Recommendation Current Efforts 
jurisdictions to implement public health vending, collaboration on outreach, rural 
expansion of harm reduction initiatives, linkage to care and peer support services, 
and alliance work, but does not fund the purchase of syringes. 

• Evaluate and disseminate the use of test kits • Trac B supports fentanyl test strip distribution and identified policy issues that are 
for fentanyl-laced opioids. being addressed, so Nevada can expand future fentanyl test strip work. 

Combating Stigma 

• Update employer human resources and • In 2018, the Recovery Friendly Workplace Initiative began to promote individual 
benefits language to avoid stigmatizing wellness by creating work environments that support mental and physical well-
language and include evidence about the being of employees, prevent substance misuse, and support recovery from 
effectiveness of treatment for OUDs. addition. 

• Avoid stigmatizing language and include • SOR program supported a campaign to reduce stigma by increasing awareness 
information about the effectiveness of about addiction being a disease. NV-OD2A also partnered with Nevada 
treatment and the structural barriers that Broadcasters Association to launch an anti-stigma campaign. 
exist to treatment when communicating with 
the public about OUDs. 

• Educate health care providers about the • Three guides for health care providers discussing de-stigmatization language 
benefits associated with destigmatizing were created, and SNHD provides Harm Reduction 101 and Drug Related Stigma 
language. training to public health workforce and other related organizations 

Nevada Resiliency Needs Assessment State of Nevada 
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Stakeholder Priorities for Johns Hopkins Recommendations 
In July 2021, Nevada OD2A hosted a meeting discussing the priorities for action. Information 
was gathered from over 50 stakeholders representing regions, community coalitions, juvenile 
services, hospitals, law enforcement, service providers, medical examiners, analytics, human 
services, public health, Office of the Attorney General, tribes, coroner’s office, pharmacies, and 
others to determine the highest priority areas needing to be addressed within the state based on 
9 of the 10 Johns Hopkins Best Practices recommendation areas.275 

Survey results from the 50 participating stakeholders were as follows: 

• Priority sections: 

─ When asked what the primary priority section of the best practice recommendations 
Johns Hopkins Opioid Report for the State to focus efforts on should be, the top three 
results included Treating OUDs (20%), Expanding Harm Reduction (20%), and 
Engaging Patients and General Public (16%). 

─ When asked what the secondary priority section of the Johns Hopkins Opioid Report for 
the State to focus efforts on should be, the top three results included Treating OUDs 
(27%), Expanding Harm Reduction (22%), and Combating Stigma (13%). 

• Priority Strategies: 

─ When asked what primary priority strategy the State should pursue, the top four results 
included: Expansion of Harm Reduction Strategies — Specifically Syringe, Naloxone, 
and Fentanyl Test Strip Distribution (32%), Increasing Treatment Capacity, Expansion of 
Recovery Programs, Address Social Determinants of Health, and Expanded Primary 
Prevention and Youth Education (13%). 

─ When asked what secondary priority strategy the State should pursue, the top four 
results included: Expansion of Harm Reduction Strategies — Specifically Syringe, 
Naloxone, and Fentanyl Test Strip Distribution (24%), Increasing Treatment Capacity, 
Address Social Determinants of Health, and Expanded Primary Prevention (15%). 

When results are combined, the top priorities based on the Johns Hopkins Best Practices 
include Treating OUDs, Expanding Harm Reduction, Engaging Patients and General Public, 
and Combating Stigma. The top strategies based on the Johns Hopkins Best Practices include 
Expansion of Harm Reduction Strategies — Specifically Syringe, Naloxone, and Fentanyl Test 
Strip Distribution, Increasing Treatment Capacity, Expansion of Recovery Programs, Address 
Social Determinants of Health, and Expanded Primary Prevention and Youth Education. 

The next section of this report includes recommendations that fall within these identified priority 
sections, include the priority strategies identified by the stakeholders, and are in alignment with 
Johns Hopkins Best Practices. 

275 List of survey options was limited to State effort areas. The Best Practice area of “Implementing Innovative Engineering Strategies” was not included as a 
survey choice, due to its focus on efforts at the federal level. 
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Appendix D 
Additional Data 
ACEs Data 
2019 Nevada Middle School YRBS ACEs Special Report276 

A random sample of 5,341 youth from 113 schools completed the survey. 

 Response  Total  Percentage  
Ever physically forced to have sex          Yes  254  4.6% 

 No  4,965  95.4% 
       Ever been hit, beaten, kicked, or physically hurt in  Yes  738  13.1% 

   any way by an adult   No  4,517  86.9% 
      Sometimes, mostly, or always have been sworn at,  Yes  1,749  34.3% 

  insulted by, or put down by an adult   No  3,438  65.7% 
        Ever seen adults in their home slap, hit, kick, punch,  Yes  886  16.2% 

    or beat each other up  No  4,356  83.8% 
    Ever lived with someone who was depressed,  Yes  1,269  22.2% 

     mentally ill, or suicidal   No  3,915  77.8% 
      Ever lived with someone who was a problem drinker,  Yes  1,298  23.2% 

        alcoholic, or abused street or prescription drugs   No  3,984  76.8% 
 ACE Score  0  2,345  44.4% 

 1  1,258  24.8% 
 2  813  15.9% 
 3+  889  15.0% 

  Total   5,341  100% 
  

       
 

  
 

 
  

   

    
            

  

 
                

      
276 Starcevich, K., Zhang, F., Clements-Nolle, K., Zhang, F., & Yang, W. University of Nevada, Reno. 2018 and 2020 Nevada Behavioral Risk Factor Surveillance 
System (BRFSS): Adverse Childhood Experiences (ACEs) Special Report. 
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2019 Nevada Middle School YRBS ACEs Special Report 
 Response  Total  Percentage  

       Ever physically forced to have sex   Yes  363  6.2% 
 No  4488  93.8% 

      Ever been hit, beaten, kicked, or physically hurt   Yes  941  18.7% 
  in any way by an adult   No  3930  81.3% 

     Sometimes, mostly, or always have been sworn  Yes  1677  34.5% 
         at, insulted by, or put down by an adult   No  3243  65.5% 

      Ever seen adults in their home slap, hit, kick,  Yes  892  18.2% 
      punch, or beat each other up   No  3988  81.8% 

    Ever lived with someone who was depressed,  Yes  1502  30.5% 
     mentally ill, or suicidal   No  3200  69.5% 

     Ever lived with someone who was a problem  Yes  1636  33.3% 
     drinker, alcoholic, or abused street or  No  3058  66.7%   prescription drugs  

 ACE Score  0  1765  35.9% 
 1  1233  26.1% 
 2  858  17.2% 
 3+  1083  20.8% 

  Total   4,939  100% 
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2018 and 2020 Nevada BRFSS ACEs Special Report 
ACE Category Question Response Total Percentage 

Physical Abuse Did  a  parent  or  adult  in  your  home  beat,  
kick,  or  physically hurt  you in ever  hit,  
anyway?  

Yes 1,084 23.8% 

No 3,375 76.2% 

Emotional Abuse Did  a  parent  or  adult  in  your  home  ever  
sweat  at  you,  insult  you,  or  put  you  
down?  

Yes 1,447 31.2% 

No 2,990 68.8% 

Sexual Abuse Did  anyone  at  least  5  years  older  than  
you or  an adult,  ever  touch you sexually?  

Yes 625 12.6% 

No 3804 87.4% 

Did  anyone  at  least  5  years  older  than  
you or  an adult,  try to make you touch 
him or   her  sexually?  

Yes 475 10.4% 

No 3953 89.6% 

Did  anyone  at  least  5  years  older  than  
you or  an adult,  force you to have sex?  

Yes 254 5.6% 

No 4179 94.4% 

Household Mental  
Illness  

Did  you  live  with  anyone  who  was  
depressed,  mentally ill,  or  suicidal?  

Yes 860 17.9% 

No 3593 82.1% 

Household 
Substance  Use  

Did  you  live  with  anyone  who  was  a  
problem dr inker  or  alcoholic?  

Yes 1331 27.3% 

No 3157 72.7% 

Did  you  live  with  anyone  who  used  illegal  
street  drugs or  who abused prescription 
medications?   

Yes  642  14.4%  

No 3842 85.6% 

Household 
Domestic  Violence

Did  your  parents  or  adults  in  your  home  
ever  slap,  hit,  kick,  punch,  or  beat  each 
other  up?  

Yes 901 21.4% 
 

No 3,520 78.6% 

Incarcerated  
Household Member

Did  you  live  with  anyone  who  served  
time or was sentenced to service time in
a prison,  jail,  or  other  correctional  
facility?  

Yes 415 10.3% 
  

No 4,080 89.7% 

Parental  Separation
or  Divorce  

 Were  your  parents separated or  
divorced?  

Yes 1,505 34.8% 

No 2,976 65.2% 

ACE Score 0 

1–2 

1,496 34.0% 

1,629 36.1% 

3+ 1,393 29.9% 
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Appendix E 
Approved Uses for Opioid 
Remediation 
The following opioid abatement and remediation lists were taken from the National Opioid 
Abatement Trust (NOAT) Documents: 

• NOAT - Schedule B - Approved Uses 

• NOAT II - Schedule B - Approved Uses 

• Distributors - Schedule E - Remediation Uses 

• NOAT - Schedule A - Core Strategies 

• NOAT II - Schedule A - Core Strategies 

All settlement and bankruptcy recoveries in the Fund for a Resilient Nevada must be used for 
one or more of the following approved opioid abatement purposes: 

• Naloxone (or opioid antagonist) or other FDA-approved drug to reverse opioid overdoses: 

─ Expand training for first responders, schools, community support groups, and families. 

─ Increase distribution to individuals who are uninsured or whose insurance does not 
cover the needed service. 

• Medication-Assisted Treatment (MAT) distribution and other opioid-related treatment: 

─ Increase distribution of MAT to individuals who are uninsured or whose insurance does 
not cover the needed service. 

─ Provide education to school-based and youth-focused programs that discourage or 
prevent misuse. 

─ Provide MAT education and awareness training to healthcare providers, EMTs, law 
enforcement, and other first responders. 

─ Provide treatment and recovery support services, such as residential and inpatient 
treatment, intensive outpatient treatment, outpatient therapy or counseling, and recovery 
housing, that allow or integrate medication and with other support services. 

• Pregnant and postpartum women: 

─ Expand Screening, Brief Intervention, and Referral to Treatment (SBIRT) services to 
non-Medicaid eligible or uninsured pregnant women. 

─ Expand comprehensive evidence-based treatment and recovery services, including 
MAT, for women with co-occurring opioid use disorder (OUD) and other substance use 
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disorder (SUD)/mental health disorders for uninsured individuals for up to 12 months 
postpartum. 

─ Provide comprehensive wraparound services to individuals with OUD, including housing, 
transportation, job placement/training, and childcare. 

• Expanding treatment for Neonatal Abstinence Syndrome (NAS): 

─ Expand comprehensive evidence-based and recovery support for NAS babies. 

─ Expand services for better continuum of care with infant-need dyad. 

─ Expand long-term treatment and services for medical monitoring of NAS babies and their 
families. 

• Expansion of warm handoff programs and recovery services: 

─ Expand services, such as navigators and on-call teams, to begin MAT in hospital 
emergency department. 

─ Expand warm handoff services to transition to recovery services. 

─ Broaden scope of recovery services to include co-occurring SUD or mental health 
conditions. 

─ Provide comprehensive wraparound services to individuals in recovery, including 
housing, transportation, job placement/training, and childcare. 

─ Hire additional social workers or other behavioral health workers to facilitate expansions 
above. 

• Treatment for incarcerated population: 

─ Provide evidence-based treatment and recovery support, including MAT for persons with 
OUD and co-occurring SUD/mental health disorders within and transitioning out of the 
criminal justice system. 

─ Increase funding for jails to provide treatment to inmates with OUD. 

• Prevention programs: 

─ Funding for media campaigns to prevent opioid use (similar to the FDA’s “Real Cost” 
campaign to prevent youth from misusing tobacco). 

─ Funding for evidence-based prevention programs in schools. 

─ Funding for medical provider education and outreach regarding best prescribing 
practices for opioids, consistent with the 2016 CDC guidelines, including providers at 
hospitals (academic detailing). 

─ Funding for community drug disposal programs. 

─ Funding and training for first responders to participate in pre-arrest diversion programs, 
post-overdose response teams, or similar strategies that connect at-risk individuals to 
behavioral health services and supports. 
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• Expanding syringe service programs: 

─ Provide comprehensive syringe services programs with more wrap-around services, 
including linkage to OUD treatment, access to sterile syringes, and linkage to care and 
treatment of infectious diseases. 

Mapping of Opioid Funds in the State 

To make better investments in the communities, the Director’s Office is currently completing a 
project and fund analysis review to identify how key funding streams are invested. Project 
mapping and planning assists with bringing information together across agencies and 
departments to not only shed light on the amount of funds invested in key services, but also on 
how effective and aligned those investments are with priority outcomes. 
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THE FUND FOR A RESILIENT NEVADA 
Policy & Procedure 

Manual 

Section 1 | Administrative 

1.1 Introduction 

The Nevada Department of Health and Human Services (DHHS) Director’s Office, Fund for a 
Resilient Nevada Unit (FRNU) is responsible to administer the Fund for a Resilient Nevada 
(FRN) and to supplement and not supplant existing funding focused on opioid use or opioid 
use disorder in Nevada. The FRN was created by Senate Bill (SB) 390 in the 2021 legislature 
and codified in Nevada Revised Statutes (NRS) Chapter 433, “General Provisions, Mental 
Health,” utilizing the recoveries resulting from litigation concerning the manufacture, 
distribution, sale, or marketing of opioids. These categories were established in accordance 
with the declaration of findings issued by the Governor and Attorney General on January 24, 
2019. The DHHS must ensure that all mandates are met including planning, reporting, 
auditing, public participation, and identifying activities that may be supported with FRN funds. 

1.2 Planning Level Needs Assessments 

Pursuant to selected provisions of NRS 433.712 through NRS 433.744, planning efforts are 
accomplished in partnership with the Advisory Committee for a Resilient Nevada (ACRN) to 
provide input based on the quantitative and qualitative Needs Assessment targeting priority 
populations. This resulted in the DHHS completing a Statewide Plan with priority areas 
identified by priority scores. The FRN funding will be allocated based on the Statewide Plan 
through budget allocation and/or through a competitive grant application process overseen by 
the contracted agency or FRNU. Allocations are not guaranteed and must not supplant 
existing funding sources, including third-party liability or billable services through the Medicaid 
State Manual (MSM). 

Pursuant to NRS 433.734, the FRNU must conduct a statewide Needs Assessment no less 
than every 4 years. The statewide Needs Assessments established the framework for the 
Statewide Plan which prioritizes recommendations for implementation of programs, many of 
which will be funded by the FRN budgets each biennium. The FRNU can provide support to 
counties, tribal organizations, or geographic areas to support the identification of need for 
public entities requesting assistance. 

As required by NRS 433.738, the Statewide Plan to allocate money from the Fund may include 
but is not limited to the following projects: 

• Expanding access to evidence-based prevention of substance use disorders, early intervention 
for persons at risk of a substance use disorder, treatment for substance use disorders, and 
support for persons in recovery from substance use disorders; 

• Programs to reduce the incidence and severity of neonatal abstinence syndrome (NAS); 
• Prevention of adverse childhood experiences (ACEs) and early intervention for children who 

have undergone adverse childhood experiences and the families of such children; 
• Services to reduce the harm caused by substance use; 
• Prevention and treatment of infectious diseases in persons with substance use disorders; 
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• Services for children and other persons in a behavioral health crisis and the families of such 
persons; and 

• Housing for persons who have or are in recovery from substance use disorders; 
• Campaigns to educate and increase awareness of the public concerning substance use and 

substance use disorders; 
• Programs for persons involved in the criminal justice or juvenile justice system and the families 

of such persons, including, without limitation, programs that are administered by courts related; 
• The evaluation of existing programs relating to substance use and substance use disorders; 
• Development of the workforce of providers of services relating to substance use and substance 

use disorders; 
• The collection and analysis of data relating to substance use and substance use disorders; 
• Capital projects relating to substance use and substance use disorders, including, without 

limitation, construction, purchasing, and remodeling; 
• Implementing the hotline for persons who are considering suicide or otherwise in a behavioral 

health crisis and providing services to persons who access that hotline not already allocated 
by other funding or supplanting existing funding; 

• Grants to regional, county, local, and tribal agencies, and private-sector organizations whose 
work relates to opioid use disorder and other substance use disorders; 

Pursuant to NRS 433.740 funds may be used to coordinate with and provide support to 
regional, local, and tribal governmental entities in conducting Needs Assessments and 
developing plans. 

The projects described may include, without limitation, projects to maximize expenditures 
through federal, local, and private matching contributions. This includes expanding services as 
matched through Medicaid for impacts of substance use disorder. 

1.3 Compliance with Internal Controls 

The DHHS provides grant instructions and requirements, also known as Grant Instruction and 
Requirements (GIRs), for each grant award, and each recipient is mandated to comply with all 
state controls referenced therein. Additional internal controls may be established through state 
statute, the State Administrative Manual, or through a DHHS memorandum. 

The Nevada Grant Policy Manual Final 2018 (nv.gov) sets the standards for an effective 
internal control system for federal and state funds. Public, private, and nonprofit grantees must 
adhere to established controls. Foreign-owned organizations are not eligible for funding. 

1.4 Purpose of Policies and Procedures 

The FRN guidance mandates certain aspects of how DHHS operates its defined role as 
administrators of the FRN, leaving the authority and flexibility with the DHHS Director’s Office -
FRNU to determine the administration of respective programs. This manual defines policies 
and procedures for the implementation of the FRN. Policies and procedures may be amended 
as necessary to ensure compliance and consistency within the program. The FRNU may 
designate new policies through a formal memorandum and revision, which will be posted on 
the website and provided to existing FRN service providers and recipients. 

1.5 Legislation and Guidance 
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Pursuant to NRS 433.732, the Fund is created in the State Treasury. Unless otherwise 
required by the applicable judgment, settlement or bankruptcy, the Attorney General shall, 
after deducting any fees and costs imposed pursuant to an applicable contingent fee contract 
as described in NRS 228.111, deposit in the Fund all money received by this State pursuant to 
any judgment received, settlement, or bankruptcy entered into by the State. 

The following legislation, guidance, and legal authority inform the FRN policies and 
procedures described in this manual: 

• Litigation Settlement and Bankruptcy Agreements 
• One Nevada Agreement 
• NRS 433.712 through 433.744, “Administration of Certain Proceeds from Litigation Concerning 

Opioids” 
• NRS 433.720 defining the Office of Minority Health and Equity 
• NRS 228.1111, “Contingent fee contract with a retained attorney or law firm: Prerequisites to 

entry” 
• NRS Chapter 353, “Public Financial Administration” 
• NRS 433.716 defines an Agency which provides child welfare services 
• DHHS GIRs 
• Nevada State Administrative Manual (SAM) 
• DHHS Statewide Plan 
• Memorandum of Understanding 
• Interlocal Agreements 
• Work Orders or Sub award Agreements 

1.6 Fund for a Resilient Nevada Unit Responsibilities 

The DHHS summary of priorities and mandated activities as stated in NRS 433.732 through 
433.744 includes, but is not limited to: 

• Conduct an initial statewide needs assessment and develop an initial statewide plan with 
implementation priorities; 

• Ensure the statewide needs assessment and strategic plan are updated not less than once 
every four years; 

• Develop a proposed budget to carry out the provision of the Statewide Plan; 
• Ensure compliance with all tenets of the settlement and bankruptcy agreements and allowable 

expenditures; 
• Support health and social services activities that align with the determinants of litigation and 

legislatively defined priority areas to address gaps identified in community-level plans and 
needs assessment limited to priority areas; 

• Establish policies and procedures and a plan for the use of the grant money; 
• Provide administrative support to the Advisory Committee for a Resilient Nevada; 
• Coordinate with and provide support to regional, local and tribal governmental entities with needs 

assessments and developing plans in compliance with NRS 433 to be eligible to apply for 
funding; 

• Consider any money identified by the Attorney General’s Office as recovered or anticipated to 
be recovered by county, local, or tribal governmental agencies through judgments received, 
settlements entered into, or bankruptcy proceedings as a result of litigation concerning the 
manufacture, distribution, sale, or marketing of opioids; 
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• Ensure compliance with legislative mandates for public participation in the planning and 
development of the FRN; 

• Ensure activities are evidence-based, data-driven, and provide both quantitative and qualitative 
data to identify the need, which may include the evidence-based practices as identified by the 
Substance Abuse Mental Health Administration (SAMHSA) or the Pew Institute; 

• Ensure that applications for consideration for funding include a needs assessment which provides 
an analysis of the impacts of opioid use and opioid use disorder on the area under the jurisdiction 
of the applicant that uses quantitative and qualitative data to determine the risk factors that 
contribute to opioid use, the use of substances and the rates of opioid use disorder, other 
substance use disorders and co-occurring disorders among residents of the area; and 

• Focus on health equity and identifying disparities across all racial and ethnic populations, 
geographic regions, and special populations in the area under the jurisdiction of the applicant in 
coordination with the Office of Minority Health and Equity (OMHE). 

The FRNU is responsible to develop policies and procedures for the administration and 
distribution of contracts, grants, and other expenditures to state agencies, political subdivisions 
of this state, private, nonprofit organizations, universities, state colleges, and community 
colleges as part of the FRN program. This includes the competitive proposal process. 
On or before June 30 of each even-numbered year, the FRNU shall ensure the Director 
receives a report of the priority considerations from the ACRN that includes, without limitation, 
recommendations from the Needs Assessment and State Plan. With the priorities established, 
the FRNU will make the allocations from the Fund for Resilient Nevada available through 
biennium budget allocation/or a competitive grant selection subject to a comprehensive 
competitive review process. To ensure complete transparency, the FRNU posts all awards on 
its website at http://dhhs.nv.gov/grants/ and manages the process and all awards. The FRN 
award notice will be posted online and distributed through the State Grant Office and DHHS 
stakeholders’ listserv. As part of the grant award, the FRNU will report annual evaluations of 
programs to which grants have been awarded. 

The FRNU is responsible to provide annual reports on or before January 31 concerning the 
FRN programs to the Governor, the Director of the Legislative Counsel Bureau the Advisory 
Committee for a Resilient Nevada; the regional behavioral health policy board created by NRS 
433.429, the Office of the Attorney General, and other committees or commissions as deemed 
appropriate by the Director of DHHS. 

The reports must include: 

• Funding priorities identified in the Statewide Plan; 
• All funding awards; 
• Annual evaluation of all program activities; 
• Administrative operations; 
• Committee activities; and 
• Any corrective actions or recommendations for the legislature. 

1.7 The Advisory Committee for a Resilient Nevada 

The Advisory Committee for a Resilient Nevada (Committee) as established in NRS 433.726 
through 433.730 is responsible to: 

• Develop recommendations for funding based on the quantitative and qualitative state needs 
assessment; 
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Nevada Resiliency Needs Assessment State of Nevada 

• Consider health equity and identify relevant disparities among racial and ethnic populations, 
geographic regions, and special populations which includes without limitation: veterans; 
persons who are pregnant; parents of dependent children; youth; persons who are lesbian, 
gay, bisexual, transgender and questioning; and persons and families involved in the justice 
system and child welfare system in Nevada; 

• Focus priorities on the need to prevent overdoses, address disparities in access to behavioral 
health, and prevent substance use among youth; 

• Define and use an objective method to identify the potential positive and negative impacts of a 
priority on the health of the affected communities with an emphasis on disproportionate 
impacts to any population targeted by the priority; 

• Take into account the resources existing in each jurisdiction and needs; 
• Hold at least one public meeting to solicit comments from the public concerning the 

recommendations not less than once every four years or when the needs assessment is being 
updated and make any revisions to the recommendations determined, as a result of the public 
comment received, to be necessary; and 

• Prioritize recommendations based on a statewide needs assessment to update the Statewide 
Plan and priorities at least once every four years. 

Section 2 | Fiscal Operations 

2.1 Program Management 

The FRNU is the work unit responsible for awarding and monitoring the use of FRN funds. 
The FRNU ensures accountability and provides technical assistance for social service and 
health-related programs. The FRNU must be assured that partners have adequate systems in 
place to properly administer the grant both financially and programmatically, and to provide 
oversight of the sub-recipients. Not all applicants will be provided funding for all potential 
service areas. 

All funding must align with the following goals of DHHS: 

• Provide cost-effective services that are accessible, available, and responsive to the needs of 
individuals, families, and their communities. 

• Foster a service delivery system responsive to the individual and cultural diversity of the people 
and communities we serve. 

• Provide a comprehensive and integrated system of services to promote self-sufficiency. 
• Promote and protect the health, well-being, and safety of Nevada citizens and visitors through 

programs administered by the Department. 

2.2 Program Allocations 

Program allocations are also determined by NRS Chapter 433. Per NRS 433.740, allocations 
can be made through the Director’s Office, through the typical allocation process. Should sub 
awards and work orders need to be distributed, the state may follow a competitive process or 
sole source justification. Applicants will be required to provide the results of a needs 
assessment that meets the requirements of NRS433.742 and a plan for the use of the grant 
that meets the requirements of 433.744. 
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Based on program allocation, the FRN, in conjunction with the department, will conduct annual 
evaluations of programs to which grants have been awarded. The recipient of a grant shall 
annually submit to the FRNU a report concerning the expenditure of the money that was received 
and the outcomes of the projects on which that money was spent. Monthly, quarterly, or as-
needed data collection is required. Requests for reimbursement are due monthly. 

A regional, local, or tribal government entity that receives a grant pursuant to paragraph (b) of 
subsection 2 of NRS 433.738 shall conduct a new needs assessment and update its plan no 
less than every 4 years as designated in NRS 433.740 through 433.744; or at the direction of 
the Department. The Department may coordinate with and provide support to regional, local, 
and tribal governmental entities in conducting needs assessments and developing plans. 

The FRNU will utilize the Statewide Plan based on the Needs Assessment and complete 
implementation plans. This process will include stakeholder participation in the planning 
process. These efforts play a key role in determining how the Fund for Resilient Nevada is 
distributed to state agencies and partners. 

Recommendations for FRN allocations are made after a careful review of all available funding 
to ensure no supplanting of funds, including available resources, community needs 
assessments, and state priorities. Recommendations are identified through the Statewide Plan 
and biennial state budgeting process and are open to public review and comment. 

Program allocations are identified in order of priority, must be based on community needs 
assessments to address any gaps in services, and must be subject to the target areas below. 
The policies and procedures will be reviewed on a biennial basis to review legislative changes 
on targeted populations. 

2.3 Allowable Costs 

Costs must be directly associated with the requirements of NRS 433.712 through 433.744 and 
may not be outside the scope. The Statewide Plan may allocate money to statewide projects 
through legislatively approved transfers, contracts, or sub grants. The Statewide Plan may 
also allocate money to projects through grant awards, which will be allocated through a 
competitive process or a Master Service Agreement (MSA). Administrative and indirect cost 
methodology cannot be taken simultaneously. The FRN funds are not restricted by 
organization type (i.e., nonprofit, public, private organizations). The annual allocation for 
administrative expenses from the Fund must not exceed eight percent of the money deposited 
into the Fund, or the maximum allowed within the litigation. Money from the fund must also be 
spent on a statewide needs assessment and Statewide Plan at least once every 4 years to 
allocate the money in the Fund in accordance with NRS 433.738. 

2.4 Prohibited Uses 

Although the FRN provides flexibility to meet strategic priorities, the FRN cannot be used for 
any use that is not specifically identified within NRS 433.712 through 433.744 and cannot be 
used to supplant third-party liability from private or public partners, including Medicaid or 
Medicare. This includes not allowing for co-pays for allowable services. This does not include 
Federal Medicaid Assistance Percentages (FMAP) for expanded or enhanced programming 
and services. 

2.5 Recovery of Funds 
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This section relates to the potential recovery of certain funds distributed pursuant to a grant 
issued by the FRN. Pursuant to NRS 433.740, if a regional, local, or tribal government entity 
that receives a grant later recovers money through a judgment, bankruptcy, or settlement 
resulting from litigation concerning the manufacture, distribution, sale, or marketing of opioids: 

(a) The regional, local or tribal governmental entity must immediately notify the 
Department; and 

(b) The Department may recover from the governmental entity an amount not to exceed 
the amount of the grant or the amount of the recovery, whichever is less. 

As a result of this requirement, a grantee that has received such settlement or bankruptcy 
recoveries must notify the FRN immediately upon becoming aware of the action. The FRN will 
evaluate whether the situation requires a recovery of money issued pursuant to a grant from the 
FRN. Additionally, if through other means, the FRN learns a grantee has recovered money as 
identified, the FRN may initiate an action to recover such funds. 

THIS SECTION WAS INTENTIONALLY LEFT BLANK 
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Section 3 | Program Operations 

3.1 Geographic Service Area(s) 

By geographical size, Nevada is the seventh largest state in the nation with a large majority of the 
state being vast, sparsely populated areas. Nevada’s two largest counties of Washoe and Clark 
represent 88.9% of the state’s population. The remaining 15 counties are in rural and frontier 
counties. The DHHS FRNU has identified the entire state as the geographic region eligible for the 
FRN program activities. 
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3.2 Eligibility Determination 

The Department may choose to establish eligibility criteria. If such criteria are 
established for clients served by a funding opportunity, they will be published in a Notice 
of Funding Opportunity. 

3.4 Program Records 

The FRNU requires each subgrantee or contracted entity to provide a detailed plan on 
how the entity will be using the funding. An activity report shall be submitted monthly, 
quarterly, or as defined in the award. This reporting document serves as the baseline 
data on the performance and effectiveness of the FRN funding activities. The state 
reserves the right to modify the reporting based on the scope of work and provision of 
services or activities. 

The FRNU will work with each fund recipient to ensure the performance deliverables 
are aligned with program activities and consistent with the documentation required to 
evaluate the programs. 

3.5 Governing Board Responsibility, Non-Profit 

The governing board of nonprofit agencies identified as subrecipients with the 
Department is the legal contracting entity and ultimately is responsible for its overall 
operation. For the nonprofit agency, the governing board is a board of directors whose 
main function is to establish policies and adopt rules, regulations, and bylaws 
consistent with the purposes of the agency. It is also responsible for resolving 
management issues, evaluating the executive director's performance, and functioning 
in an advisory capacity to the executive director. 

The funding mechanism is signed by the executive director, as directed by the board, 
or the chairman of the board, thus obligating the board of directors or governing board 
financially liable for the service program described in the legal agreement. The board’s 
responsibilities include, but are not limited to the following: 

• Ensuring that all requirements of the Department relative to the Department’s 
grant/contract are met. 

• Establishing policies and adopting rules, regulations, and bylaws consistent with the 
purpose of the agency. 

• Establishing accounting systems and fiscal controls consistent with generally accepted 
accounting principles (GAAP) and good business practices. 

• Establishing policies prohibiting nepotism (one relative supervising another) whether 
between the board and the agency or within the agency itself. 

• Using good judgment to avoid even the appearance of a conflict of interest. 
• Ensuring active involvement in directing the agency’s operations through the process of 

regular board meetings held by the agency’s bylaws. 
• Accepting liability for and resolving any costs questioned as the result of audits. 

A public agency usually does not have a board of directors; however, if there is a 
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designated governing body, that group must assume responsibilities like those of the 
board in a private agency. The governing board for public agencies is established 
through NRS and/or the Director of DHHS. 

3.6 Governing Board Responsibility, for-Profit 

The chief executive officer of a for-profit entity is responsible for ensuring compliance 
with any contract in compliance with the regulations. The CEO must ensure that all 
requirements of the contract are met; ensuring that all requirements of the Department 
relative to the Department’s contract are met. This includes but is not limited to 
ensuring accounting systems and fiscal controls consistent with generally accepted 
accounting principles (GAAP) and good business practice. By accepting a contract 
with the Department, the for-profit agency agrees to comply with monitoring and 
auditing of the program activities and funding. 

Section 4 | Monitoring and Review Activities 

4.1 Monitoring 

The purpose of monitoring programs that receive funding from the FRN is to enhance 
services and strengthen the overall compliance of provider service networks with the 
governing regulations and policies. By pursuing this objective, the potential for future 
deferrals, disallowance, or adverse audit actions can be reduced. Monitoring also 
provides an effective early warning mechanism that identifies problem areas and 
motivates DHHS and the provider to take corrective actions that may avoid adverse 
contractual sanctions. 

All for-profit, public, and non-profit grantees are subject to monitoring and review. The 
recipient's general operating procedures and fiscal and service records are monitored 
on-site to determine adherence to federal and state internal controls (refer to GIRs) 
and to assess the provider's oversight of the funded program and to determine the 
appropriateness of the services provided in comparison to the service categories 
approved within the FRN Statewide Plan. The emphasis in monitoring is placed on 
administration, efficiency, program design and implementation, customer eligibility 
(including reviews of outcomes), and recordkeeping. Each FRN recipient is monitored 
annually, which may include a desk review (conducted off-site). All funded agencies 
are required to submit financial reports of expenditures to the FRNU. The report is 
reviewed by program and fiscal staff and validated by State monitoring staff to include 
Quality Assurance and Compliance. 

4.2 Activities for Review 

FRNU serves as the administrator of the FRN and focuses on the following goals and 
initiatives: 

• Ensure that services support the mission of DHHS and the FRN objectives. 
• Ensure that services reach the targeted population. 
• Ensure that services are not duplicative of services already provided by DHHS. 
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• Ensure that services are integrated with other services offered through DHHS. 
• Ensure that efforts are made to fully utilize available resources to meet the needs of the 

citizens of Nevada. 
• Ensure that the expenditures for services are efficient and effective, and follow state 

and federal laws and regulations. 
• Provide ongoing program and financial technical assistance to providers regarding 

service provision and client participation, reporting requirements, performance 
outcomes, and documentation requirements. 

• Monitor the cost of providing services to determine if they are reasonable for the 
services delivered. 
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Responses from SURG (Terry Kerns)  

1. What gaps have you identified in community services related to opioids and 
opioids overdose fatalities?  

One of the biggest gaps in community services is the availability of treatment programs, 
both in access and number of treatment facilities.  In terms of overdose fatalities, I believe 
the lag in data can prohibit the ability to implement timely actionable response to address 
what is happening currently.  Overdose fatality data provides great information but when it 
comes weeks to months later, the particular events surrounding the death(s) is often over.  

2. What recommendations do you have to address the gaps you’ve identified? 

Need for more treatment providers as well as timely access.  In the interim, programs such 
as Emergency Room bridge programs and/or mobile units can help address those who 
cannot get into treatment after they experience an overdose.  The use of more real time 
data (24-72 hours) post overdese can help guide actions for outreach and notification to 
stakeholders to address the current problem.  New York City Office of the Medical 
Examiner has a program that, if implemented in Clark County may help with the need for 
more real time data from overdose fataility.  This program is RxStat.   I am attaching a PDF 
on RxStat. 

3. If you were tasked with this responsibility, what would your first initiatives be?     

Explore ways to implement real time data gathering and distribution to stakeholders.  Also 
implement/fund programs such as ER bridge programs and/or mobile units.  Also explore 
programs such as waste-water testing for drugs to establish what drugs are in the system. 

4. How can we improve data collection and reporting systems to better monitor and 
track opioid overdose deaths? 

Use existing programs such as EMS data, hospital ER data, and ODMAP on suspected 
overdoses.  Also explore a program such as NYC RxStat.  My other suggestion is not 
specific to opioid overdoses but addresses all drugs.  I suggest implementing a program 
that would test all biological samples collected in Driving Under the Influence (DUI) cases 
to see what impaired driving in Las Vegas really looks like. This would provide data for 
prevention/intervention programs.  There are places in the US that currently do this such as 
Orange County, CA. 

5. What are the key risk factors (e.g., social determinants of health) associated with 
an increased risk of opioid overdose fatalities? 

Unequal access to treatment.  Those who do not have Medicaid or many insurance 
providers do not cover SUD treatment.  Also, stigma surrounding drug use and the availably 



Responses from SURG (Terry Kerns)  

of harm reduction and fear of calling 911 for drug overdoses out of fear of arrest and/or 
non-compassionate overdose response. 

6. What are the most effective strategies for preventing opioid overdose fatalities, 
such as naloxone distribution, safe consumption sites, and medication-assisted 
treatment? 

All harm reduction is needed, addressing stigma, and understanding why PWUD (people 
who use drugs) are not calling 911 for care during/after an overdose.  Also prevention 
activities that keep people from starting drugs. 

7. How can we improve access to and utilization of promising and evidence-based 
harm reduction interventions, particularly among high-risk populations? 

Decreasing stigma, target high-risk populations based on near real time data and get more 
people/places where overdoses occur to train staff and carry naloxone. 

8. How can healthcare systems and community-based organizations better 
collaborate and coordinate their efforts to address the opioid crisis? 

Bring stakeholders to the table and have them involved in the process, data sharing, and 
innovative programs such as ER Bridge programs, free naloxone available in ERs without a 
prescription and going through the pharmacy (vending machines and/or peers providing 
naloxone to those who experienced an OD) 

9. What recommendations would you like to see in the Regional Opioid Task Force 
final report made to the Governor’s Office and the Director of the Legislative 
Counsel Bureau? 

Need to implement more near real time data gathering and sharing  

Implement programs based on near real time data sharing  

Better access to treatment 

More widespread evidence-based prevention programs 

Fund programs such as ER Bridge programs and mobile units 

Testing of all biological samples from DUI cases for a panel of drugs/substances 

In hospital lab testing for fentanyl/analogues  on suspected overdose patients.  Often 
hospitals have to send samples to an outside lab for fentanyl testing and results are not 
back until after the patient is discharged.  
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EXECUTIVE SUMMARY
RxStat is a model for advancing a shared understanding of the patterns and characteristics of 
problem drug use – including prescription opioid misuse – in a local jurisdiction. In New York City, 
RxStat was initially developed with the goal of preventing overdose mortality. RxStat uses existing 
datasets to generate information which can be used to tailor targeted interventions and policy 
responses to reduce deaths and illness involving prescription opioid and other drug misuse. 

This manual is designed to support local jurisdictions in the establishment of an RxStat initiative. 
It is organized as a technical assistance resource and guide for creating similar initiatives in 
other cities and counties around the United States. This manual is informed by the first two years 
of experience with RxStat in New York City, where the initiative was established in 2012.

The initiative relies on the collaboration of public health and public safety agencies in a 
jurisdiction. RxStat incorporates data from local, state, and federal government sources and 
applies a public health analysis for comparing and triangulating findings across datasets. These 
efforts require an investment in data analysts to conduct the work, and a willingness among 
agencies to share data for analysis. 

Section One of the manual identifies and describes key elements in the five stages of RxStat 
development: Basics, Getting Started, Building Content, Managing Process, and Moving Forward. 
This section includes practical suggestions for structuring the work and observations and 
examples from the New York City experience in its first two years. To develop the content for 
this section, interviews were conducted during late 2013 with 23 individuals who have been key 
players in the ongoing work of New York City’s RxStat. A checklist for RxStat implementation is 
presented at the end of the section.

In Section Two, readers will find detailed information on each of the datasets that have 
proven useful to the New York City initiative, including guidance for accessing, preparing, and 
analyzing similar datasets available in other jurisdictions. Because RxStat relies principally on 
standard administrative datasets as its sources of data, it can be replicated as an initiative in 
other jurisdictions.
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FOREWORD
The RxStat initiative was established in New York City in 2012, emerging from the cross-
disciplinary identification of local health and social problems related to prescription opioid 
misuse. The health department had observed high rates of opioid prescribing in particular 
neighborhoods of the city and was reporting increases in overdose deaths involving opioids in 
many of these same areas. Prosecutors and police were pursuing and trying cases against several 
local physician practices suspected of clinical malpractice. 

To respond to this emerging crisis, former New York City Mayor Michael Bloomberg convened 
the New York City Task Force on Prescription Painkiller Abuse. The Task Force included a data 
work group to compile and share the public health and safety data reflecting the consequences 
of prescription opioid misuse in New York City, such as overdose death, prescribing patterns, and 
crime. Led by the New York City Department of Health and Mental Hygiene and taking the name 
RxStat, the data work group expanded to incorporate participants from city, state, and federal 
government agencies. 

The formation and development of this multidisciplinary data-focused group established a 
platform for public health and safety collaboration. Prescription opioid misuse often occurs in 
the context of other drug use, and thus, RxStat also can provide insight into other problem drug 
use with many of the same data sources. By shaping a shared understanding of prescription 
opioid misuse and other problem drug use through the data, RxStat facilitates a trans-
disciplinary approach to drug policy and practice innovation. 

In this sense, the work of RxStat has shifted from its beginnings as an intersectoral, cross-
disciplinary initiative focused on prescription opioid-involved overdose deaths to support a 
trans-disciplinary working group sharing and discussing data on problem drug use. “The whole 
is greater than the sum of the parts.”
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SECTION ONE – KEY ELEMENTS

I. BASICS
RxStat brings together jurisdictional representatives from the two distinct disciplines of 
public health and public safety with the goal of characterizing prescription opioid use and 
other problem drug use in a local jurisdiction to inform policy and program interventions for 
preventing overdose mortality and reducing problem drug use. The process of RxStat can guide 
the development and implementation of tailored and measurable interventions. 

1. Charge
Prescription opioid misuse is an issue that touches many different government agencies. In 
a single jurisdiction, information about prescription opioids is generated in many different 
places, such as the health department, the police department, and the medical examiner’s office. 
Bringing together the major stakeholders allows for different perspectives on the issue and 
facilitates a shared, comprehensive understanding of the local patterns, characteristics, and 
trends associated with prescription opioid misuse. 

RxStat builds a data-driven foundation to guide an integrated approach to prescription opioid 
and related drug policies and practices. In New York City, the initiative has organized around the 
shared goal of reducing prescription opioid misuse and related problem drug use. 

The specific measures adopted by RxStat assess the extent, severity, and heterogeneity of the 
problem. Accidental drug overdose deaths represent the leading critical indicator of this 
problem in the jurisdiction. RxStat adopts a hierarchical approach to defining and monitoring 
indicators; this is further described in the second section of this manual, in which the RxStat 
datasets are discussed in detail. 

2. Framework
The RxStat initiative is grounded in a public health framework, emphasizing the use of data 
as a measure of patterns and trends in the population and considering drug use a health issue 
requiring a shared public health and safety response. Implementing this public health approach 
relies on a multi-disciplinary group made up of representatives from the agencies charged with 
protecting the health and safety of the community. Working together, this group can generate a 
broad, inclusive understanding of the local problems associated with prescription opioid misuse 
and other problem drug use. In practice, RxStat employs a public health model for analyzing and 
monitoring population-level indicators.
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3. Jurisdiction
The experience with RxStat in New York City supports its utility and effectiveness as a municipal 
or county-level initiative. At this jurisdictional level, government agencies provide direct services 
to residents, facilitating their insight into the impact of policies and practices on community 
health and safety. Emergent problems can be identified in a local context, close to the ground and 
among a diverse group of actors, through information-sharing and data triangulation. Together, 
the group can compile, examine, and interpret available data and devise tailored responses to 
problems given agency knowledge and close experience with daily life in the jurisdiction. 

The expansion of an RxStat initiative beyond the city or county microcosm, to a regional or even 
state-wide level, could threaten its viability as a real-time analytic and problem-solving effort. 
The greater the distance of representative agencies and participants from the ground and the 
daily lives of the jurisdiction’s residents, the less connected they are to the patterns implied by 
the data and the implementation of localized responsive programs and policies. 
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II. GETTING STARTED
1. Leadership
The cohesion and focus of an intersectional jurisdictional initiative such as RxStat relies on its 
formal and informal leadership, as well as on the ongoing work of project coordination.

a. Catalyzing the initiative

The development of an RxStat initiative in a county or municipal jurisdiction is unlikely 
to happen simply because it is a “good idea.” Building momentum for the initiative may be 
necessary to ensure sufficient buy-in for its formal establishment, and advocacy both within and 
among agencies can help make this happen. In New York City, the New York/New Jersey High 
Intensity Drug Trafficking Area (NY/NJ HIDTA*) Program worked in partnership with the city’s 
health department to plan and initiate RxStat. Ideally, one or more individuals with standing 
relationships among health and/or safety agencies and networks can take on this role. 

Informal dialogue can help to identify and rally individuals working in the public health and safety 
agencies to generate interest in RxStat and support for getting started. This approach may be 
particularly important to foster support from local public safety representatives, given RxStat’s 
explicit public health framework. Preliminary outreach to ranking officials in key agencies can help 
prepare foundational discussions towards the formal development of the initiative. 

b. Formal call to action

The mayor or county executive plays a key role in the formation of RxStat. Establishing the 
initiative as an ongoing formal body of the jurisdiction provides a structure for stakeholders’ 
coming together and cooperating to share, analyze, and interpret the data, whether as a task 
force, a committee, or some other named working group. The leadership of the jurisdiction’s top 
executive in this effort is of central importance for the successful convening of the group.

The distinct and often divergent roles played by the agencies responsible for the public health 
and safety of a jurisdiction’s residents may make them unfamiliar with each other in a daily 
working context. Collaboration between these entities may not be routine occurrence. Even 
where the different disciplines find common cause – for example, standardizing coordinated 
responses to reported cases of sexual assault – collaboration between the agencies is usually 
time-limited, focused on the development and implementation of a specific plan. 

*The NY/NJ HIDTA is funded by the White House Office of National Drug Control Policy. One of the goals of the 
NY/NJ HIDTA is to reduce the most harmful consequences of drug abuse, particularly drug overdose deaths. 
Through its Drug Trends Group, the NY/NJ HIDTA supports the efforts of local public health and public safety 
agencies to collect and analyze timely data on a comprehensive set of drug-use indicators, with particular 
emphasis on the abuse/misuse of heroin and prescription opioids.
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Because representatives from the two disciplines rarely work together in a routine or ongoing 
fashion, the leadership of the jurisdictional authority sets expectations for collaboration. Such 
formal leadership is essential for motivating a commitment to a shared purpose among the 
group and curbing the potentially incommensurable public health and safety approaches to 
problem-solving. 

The specific selection of participating agencies and their representation to the initiative 
is also the decision of jurisdictional leadership. Requiring the involvement of senior-level 
representatives from the governmental agencies serves to prioritize the work and gives it 
urgency and momentum. 

In New York City, the Deputy Mayor of Health and Human Services and the city’s Director of 
Criminal Justice formally convened a mayoral task force on prescription opioid misuse, and 
RxStat developed as its data working group. The conveners invited agency commissioners from 
city and state government to participate (or designate senior leaders to participate) in the task 
force and in the data working group. The conveners extended similar invitations to county 
prosecutors and local leadership from federal agencies. 

The involvement of senior leaders signals the particular importance and value of the initiative. 
The visibility of this commitment can encourage leadership from other agencies, including 
separately elected individuals, such as prosecutors, to join and actively participate.

c. Coordination

As an ongoing, multi-agency collaboration with a considerable administrative component, RxStat 
relies on a centralized coordinator to provide project management. The coordinator manages 
meeting logistics, channels inter-agency communications, and organizes content, working with 
agency representatives and staff to access data and finalize presentations. The coordinator also 
serves in an anticipatory role, laying groundwork for upcoming meetings through informal, 
preparatory conversations with agency representatives behind the scenes. 

The coordinator position should be based in a location to facilitate information access and 
exchange and where existing data-sharing and analytic expertise is housed. The coordinator 
may be best situated within the agency contributing the majority of the data to RxStat, likely 
the public health department. Alternately, the coordinator could be centrally located within the 
mayoral or county executive office. 
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2. Representation
The strength of a jurisdictional initiative such as RxStat depends on the active participation of 
agency representatives. 

a. Who are the public health actors?

Principal agency: Public health department
Other participating agencies: Substance use disorder treatment program authority (state), 
hospital systems (public), prescription drug monitoring program (state), education 
department, emergency medical services, correctional health services, homeless services, child 
protection services, social services (public assistance).

b. Who are the public safety actors?

Principal agency: Police department 
Other participating agencies: Prosecutors (county elected), HIDTA, drug law enforcement 
(federal), probation, parole, Medicaid fraud investigation.

c. Reconciling the different perspectives

The boundaries between public health and safety are sometimes blurred and overlapping, 
and a wide, often-divergent range of perspectives exists, even among the professions within a 
discipline. 

In New York City, RxStat includes government actors from the county, municipal, state, and 
federal levels, each of whom are empowered by their respective authorities. This involvement 
benefits the initiative by incorporating perspectives from other levels of government but may 
also present a challenge, as different interests and orientations may shape each of their work 
agendas.

The operating strategy and keystone for RxStat collaboration is data analysis. This focus helps 
to overcome differences among participants because the group works in the context of data to 
build a shared lens and foster learning from one another’s experiences. 

Using data to build a trans-disciplinary 
approach across different levels 
of government helps address the 
complexities of responses to problem 
drug use. The experience of RxStat in 
New York City, involving a large number 
of agencies and perspectives, confirms 
that the development of this approach is 
feasible and yields positive outcomes. 

“We want to hear what people 
are saying and understand 
their point of view… I’d like to 
think that the more data-driven 
perspective facilitates this.”

—PUBLIC HEALTH REPRESENTATIVE
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III. BUILDING CONTENT

1. Data
The practical work of RxStat involves a wide range of datasets, most of which are generated 
for administrative, rather than research, purposes. As a consequence, data ownership, variable 
selection, data collection, and information management are all organized to meet the functional 
needs of their agencies. Negotiating access to 
and use of the data represents one of the main 
operational hurdles for implementing RxStat.

a. Silos 

The problem of separately operating 
silos is not new to government, but for 
a collaborative initiative such as RxStat, it presents a particular structural challenge. The 
initiative uses information from many different agencies where it is already collected, and 
standardizes the way it is presented for side-by-side consideration. 

Although the primary datasets of interest for RxStat are held within the public health agency, they 
are usually collected and maintained by different offices. For example, in New York City, death data is 
managed by the vital statistics office, hospitalization data is maintained by the state health department, 
and emergency department visits are tracked and maintained principally as a monitoring tool for 
communicable disease. RxStat relies on effective communication and coordination with the primary 
owners of each dataset to establish parameters for accessing and analyzing the data. 

b. Data-sharing and sensitivity

As such, data-sharing is a central issue for RxStat. Many agencies lack the capacity to analyze 
their own datasets, while this expertise is often well-developed in the public health department. 
Consequently, the need to share or transfer datasets from the ownership agency to the RxStat 
office is likely to arise. 

The problem of identifiable data is the most common, but resolvable, data-sharing issue 
for RxStat. Because the initiative focuses on patterns in the data, rather than on specific 
individuals, all datasets are de-identified for the purposes of RxStat. Agencies may also have 
concerns regarding the sensitivity of specific variables in the data they gather and will need to 
distinguish these in relation to the variables of interest to RxStat. Finally, the potential for data 
misinterpretation may threaten agencies’ willingness to share data. These types of concerns may 
need to be explicitly addressed and will help to build trust among RxStat participants.

A data use agreement can resolve concerns related to data-sharing. A standard agreement should 
specify that data will be de-identified prior to sharing, that the itemized, agreed-upon variables 

“Data is the glue that brings 
everything together.”

—PUBLIC SAFETY REPRESENTATIVE
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will be shared, and that some form of penalty will be levied for any violation of the agreement or 
its terms by either user. Formal memoranda of understanding are sometimes needed, but such 
agreements can become bound up in inter-agency legal negotiations for an extended period 
of time, preventing the work from 
moving forward.

In addition, detailed data-sharing 
guidelines from the ownership 
agency for each dataset of interest 
can guide the development of a data 
use agreement. Such guidelines 
should include a complete codebook 
for the dataset and specify any 
exclusions for data-sharing or potential analyses, the preferred methods for addressing 
confidentiality issues (e.g., de-identification, encryption, HIPAA), and other issues relevant to 
data ownership and transfer.

Clarifying processes and expectations for data-sharing early in the development of RxStat can 
smooth implementation considerably. These discussions provide an opportunity to address 
agency and analytic concerns up front and with transparency, beginning to map analyses 
together in ways that will be most useful. Ideally, ownership agencies can bring sample analyses 
or data tables to the group for informal review and planning before data-sharing is formalized 
and initiated. This process can help to establish agreement on what and how data will be shared, 
prepared, and analyzed.

c. Methods

RxStat applies epidemiologic methods for preparing and presenting data regardless of source. 
While this approach is standard to public health, it is notably different from the methods law 
enforcement uses to examine data. For example, data available through the prescription drug 
monitoring program are generally used to identify patients meeting specific criteria (e.g., 
receiving opioid prescriptions from more than one doctor in a single month), with the goal of 
curbing medication misuse and diversion. By contrast, a public health analysis is concerned 
with the relative distribution of all opioid prescriptions by geography, patient age, frequency or 
quantity of prescriptions, etc.

RxStat applies population-level public health analyses to non-public health data. Law 
enforcement examines information at the individual level, similar to health care providers. 
This contrasts with an epidemiologic approach, which reports data in relationship to similar 
phenomena – i.e., as a proportionate value, rather than a simple number.

RxStat establishes a standard, epidemiologic approach for considering the characteristics, 
patterns, and trends in public safety data involving prescription opioid misuse and other 

Data use agreements specify:
• de-identified data
• itemized variables
• penalty to be levied for violation
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problem drug use. In this approach, public safety events are reported as a segment of a larger, 
similar group. For example, prescription opioid arrests during a given period as a proportion of 
all drug arrests during that period.

An unexpected development of RxStat has been 
its energizing effect among participants for 
identifying and gathering new data sources. 
As new datasets are integrated into RxStat, 
analytic findings are shared and discussed in 
working group meetings. These findings can 
generate connections and, often, new ideas 
for data collection and analysis. The diverse 
perspectives and varied experiences of RxStat 
participants, working together in the context of 
the initiative, continue to yield new opportunities for further development.

d. Learning

Through presentation and discussion in regular meetings in a respectful, open environment 
where questions are encouraged, agency representatives learn from one another and develop 
a shared sense of ownership for RxStat. Agencies that are forthcoming with data inspire 
representatives from other agencies to initiate plans for sharing; a sense of mutual trust 
develops in the group.

Beyond the data, participants in RxStat learn each other’s terminology and approaches. This is an 
issue not only for the introduction of new terms, but also when a term is differently understood 
in each discipline. For example, in public health, the term “key informant” refers to an individual 
with expert community knowledge, while in public safety, it describes someone cooperating with 
the prosecution in the development of a criminal case. The definitions of terms must be clearly 
articulated for the group, and even repeated each time a term is used, to solidify and reinforce 
comprehension among participants. The development of a shared lexicon for RxStat grounds the 
initiative in a common, pragmatic language.

RxStat participants maintain an open approach to understanding data. They welcome any 
new data source introduced to the group and view each dataset as contributing pieces to the 
puzzle of describing drug use in the jurisdiction. Participants in the New York City initiative 
report their experience with RxStat appreciatively, noting it has helped them to develop a 
multifaceted, nuanced perspective on prescription opioid misuse. They highlight the progressive 
group dynamic produced by meetings and report examples of learning that include the effects 
of problem drug use in the community, the role of opioid substitution treatment, and the 
relationship between drug diversion and crime.

“It’s challenging because it 
highlights some different 
approaches to data that 
could really inform different 
responses.”

—PUBLIC HEALTH REPRESENTATIVE
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2. Resources

a. Investment in data analysts

The basic work of RxStat is data analysis, and 
it cannot be accomplished without the person-
power of data analysts. The agency where 
the initiative is housed, usually the public 
health department, needs expertise to conduct 
statistical and epidemiologic analyses, if this is 
not already in place. The agency may require 
resources to dedicate analysts to RxStat.

Data analysts represent an investment in the preparation, analysis, and interpretation of data. 
Given their keen understanding of the data, analysts play key roles in all the initiative’s meetings, 
presenting and explaining findings for the group. Meeting discussions also give analysts the 
opportunity to gather ideas and feedback for conducting new analyses. Senior managers at 
agencies with data analyst capacity should ensure these staff can participate in RxStat.

The initiative requires a financial investment to create and fill analyst positions and to offset the 
costs of RxStat participation for already-existing staff. Resources are necessary to make use of 
existing data for RxStat, and jurisdictions seeking to replicate the initiative will need to make an 
investment to implement RxStat. Some agencies may need financial support to dedicate a staff 
member to the initiative, even on a part-time basis. In smaller communities, law enforcement 
might benefit from a centralized data analyst resource to prepare public safety data. In some 
cases, technical assistance to get the initiative going may warrant start-up support as well.

Similar agencies can pool their efforts to analyze data or rely on the best resourced among them 
to manage the data and conduct analyses, while the others may simply arrange for the routine 
transfer of specific data files. For example, in New York City, where there is a prosecutor for 
each of the five counties, one of these offices uses its resources to prepare the data for all five 
prosecutor offices; the others can simply transfer the requested files to that office each month. 
In rural counties with few resources, building any capacity for data analysis may present a 
significant obstacle to the development of RxStat.

The RxStat process may yield additional analytic and research needs, calling for additional 
funding. For example, agencies with extensive data sources may choose to invest in an internal 
data analysis unit as they consider new uses for these data through participation in the initiative. 
Setting up real-time quantitative analytics, such as surveillance for emergency department 
visits, may require additional, dedicated investment in staffing. Findings suggested by the RxStat 
datasets may be better understood through focused qualitative research efforts; the initiative 
may need funding to hire a dedicated qualitative investigator for this purpose.

“The more time we spend 
in RxStat, the more we 
realize the importance of 
educating people about 
drug addiction.”

—PUBLIC SAFETY REPRESENTATIVE
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b. Funding sources

There are a number of potential sources of funding for investments in data analyst staff and 
related RxStat costs. New York City’s initiative has benefited from an initial funding investment 
by the NY/NJ HIDTA program, bolstered by additional resources secured through a competitive 
grant awarded by the federal Department of Justice’s Bureau of Justice Assistance.

As a policy investment, jurisdictions could view 
RxStat as an initiative that will result in longer-
term cost savings to local and state government 
services once it is fully implemented and 
operating. For example, drug-related costs to 
both law enforcement and emergency health 
care services may decline as the jurisdiction 
becomes more effective in mobilizing 
programmatic and policy responses to findings 
in the data. A portion of these projected savings 
could be invested in the development of RxStat in anticipation of such effects. Regardless of the 
source, a funding investment is essential for making RxStat work.

“This should be a funding 
priority because it’s an 
epidemic.”

—PUBLIC SAFETY REPRESENTATIVE
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IV. MANAGING PROCESS

1. Structure
RxStat involves both developmental activities – gathering, preparing, analyzing, and discussing 
data – and reporting activities – reviewing and discussing particular findings of interest. To 
accomplish this parallel approach, the RxStat structure in New York City has been organized into 
two groups: a process-oriented working group and a formalized stakeholder group.

a. Working group

In New York City, the working group is comprised of mid-level and some senior-level staff 
representatives from the agencies participating in RxStat, including data analysts. The group 
meets on a monthly basis to review and discuss findings from analyses of existing datasets, and 
to identify and plan for accessing new datasets. Meeting content is treated as confidential, and 
participants are expected to honor and model this standard. The RxStat coordinator manages 
meeting logistics and tracks meeting discussions and follow-up needs as they arise.

While these meetings do follow an agenda, they serve as a sounding board for the initiative – 
providing a forum for brainstorming sessions to better understand the data, discuss emergent 
findings, and share related policy efforts or program activities. This process is particularly 
valuable because it builds from the 
knowledge of the diverse group 
represented in the room, reflecting 
the broad spectrum of public health 
and public safety agencies working 
in the jurisdiction. Participants 
are encouraged to ask questions, 
and the learning that happens 
in this meeting is fed back to the 
respective agencies. Buy-in for 
the process grows, and a shared 
comprehension of the landscape is 
further developed.

The working group of RxStat serves as the multi-agency engine for the initiative, developing, 
shaping, refining, expanding, and driving the work towards the establishment and 
maintenance of a real-time, wide-angle view of prescription opioid misuse and other problem 
drug use in the jurisdiction.

“Trust is being built and relationships 
are being built as a result of the 
process of meeting every month to 
go over data. It’s hard to put a value 
on that, but it’s valuable.”

—PUBLIC HEALTH REPRESENTATIVE
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b. Stakeholder group

The stakeholder group represents the public face of RxStat in New York City. Meetings involve 
senior-level staff representatives from the participating agencies and take place on a quarterly 
basis. These meetings operate more formally and involve a series of presentations by analysts, 
showcasing the latest findings generated through the working group and the incorporation 
of new datasets. The meetings are jointly chaired by RxStat leadership from the NY/NJ HIDTA 
and the public health department respectively, while meeting logistics are managed by the 
RxStat coordinator.

As a higher-level meeting, the stakeholder group creates a forum for representatives to 
understand the data in the context of new policies or practice initiatives. In addition, agencies 
that have not yet joined RxStat may join a stakeholder meeting to understand the work of 
the initiative and consider the role they might play as an active participant. In New York City, 
representatives from other jurisdictions and from state and federal agencies have participated 
in this meeting to learn about the work of RxStat. This group provides an opportunity to 
showcase findings and generate support for new policy efforts and program activities among 
participating agencies.

2. Participation
RxStat meetings create a space for representatives from the public health and safety agencies 
to interact with one another, many of whom would otherwise never meet each other at work. 
These introductions, in regular meetings and in small groups working on specific issues, ease 
personable communication and 
build relationships across the 
disciplines. As a consequence, 
people feel more comfortable 
asking questions in the meetings 
and learning from one another.

Naturally, these relationships also 
expand and improve information 
access and sharing among RxStat 
participants outside of the 
meetings. As staff get to know 
one another at the meetings, they 
exchange contact information and 
offer assistance to one another. 
They recognize intersections and 
shared interests in their work and identify opportunities for collaboration and mutual benefit. 
Participants become more comfortable with one other, contacting each other between meetings 
to better understand policies, programs, or data, or to address shared issues and concerns, and 
all of these interactions help the work evolve. Data-sharing is simplified because participants feel 

“What’s been helpful are not just the 
findings, but the process of using the 
data and the relationships that are 
built around that, and the credibility 
that’s been built – there is then the 
opportunity for mutual respect, and 
that’s really important when you’re 
trying to make big changes.”
—PUBLIC HEALTH REPRESENTATIVE
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comfortable having informal conversations to discuss the most useful content for including in 
data requests and even prepare these requests together.

This groundwork happens between meetings, among analysts and other participants close 
to the data, but serves as fuel for the work of the initiative. Conversations during working 
group meetings or in between meetings help participants to better understand each other’s 
perspective. The strength of inter-agency relationships in RxStat helps to rally new participation 
and buy-in for the work of the initiative and for engagement across the disciplines.

The benefits of relationship-building are not always tangible, nor can they be forced. The New 
York City experience with RxStat has demonstrated that, when there is sufficient interest, 
curiosity, and, particularly for representatives from the two disciplines, a shared commitment to 
the work, these relationships develop quite organically.

RxStat is guided by a philosophy of collaboration and the recognition that working together 
across disciplines on the issue of prescription opioid misuse and problem drug use can 
prevent participants from working at cross purposes in practice. Regular attendance at the 
working group meetings, the willingness to supply data when requested, and a respectful, 
critical learning environment among participants and across disciplines have advanced the 
cooperative spirit of the initiative. The combined effect of these factors provides a strong 
foundation for RxStat.

3. Action

a. Realizing value

The developmental experience of RxStat in New York City has resulted in an active partnership, 
with buy-in across the different agencies and a commitment to the bigger picture, not simply 
one’s own role and interest in the issue. RxStat creates an environment of mutual learning and 
innovation among diverse agencies with little additional funding. The initiative has realized 
operational efficiencies by transferring knowledge and skills, adding and adapting agency-level 
data collection, and tailoring intervention strategies to respond to specific issues. This effect is 
particularly important as the budgets of municipal and county agencies continue to contract in 
the current economy.

Practice-sharing across disciplines has been reinforced by the publicity given to RxStat data 
findings. The presentation of government-generated public health and public safety data side-
by-side, in a unified report on the topic of prescription opioid misuse and problem drug use, 
is essential for demonstrating its trans-disciplinary value. Agencies involved with RxStat have 
together advocated on related state policy issues and legislative efforts, effectively accessing 
both health and criminal justice representatives in the state executive and legislative branches. 
Without the RxStat partnership, such wide reach in the legislative branch would have been 
limited or non-existent.
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These efforts reflect the power generated by developing and positioning shared work with 
diverse perspectives. The relationships that have developed among the agencies through RxStat 
represent a first step toward an integrated approach to addressing problem drug use. Simply put, 
“the whole is greater than the sum of its parts.”

b. Events triggering coordinated investigations

While RxStat focuses on incorporating datasets for the real-time monitoring of drug-related 
indicators, specific drug-related events or findings may necessitate an immediate response. 
Before the implementation of RxStat in New York City, such events would usually have been 
addressed by a single agency acting alone, and information may not have been shared with 
others beyond that agency. With the initiative now in place, the coordinated involvement of 
multiple agencies can generate a rapid, comprehensive response to the event, while ensuring 
shared planning and agreement for the content of the public response.

RxStat participants and leadership should work together to identify the types of events that 
trigger the need for coordinated investigations among agencies and to establish shared written 
protocols for responding to these events. In New York City, three types of events have been 
identified for instituting a shared protocol for a coordinated inter-agency investigation and 
public response. These events are:

1. A highly publicized fatality where drug poisoning or accidental overdose is suspected, 
such as the death of participants in a public event or the reported death of a particular 
individual in the jurisdiction.

2. A geographic cluster of adverse (fatal or non-fatal) health events over a brief period of 
time where drug poisoning is suspected.

3. A law enforcement drug seizure, purchase, or investigation where atypical and/or 
potentially lethal drugs, such as fentanyl, are identified.

Coordinated investigations and responses are enabled by the data-sharing and analytic 
methods established by RxStat. The relationships built through RxStat can facilitate an efficient, 
comprehensive process and a timely, unified response to events. A shared plan developed 
through a coordinated investigation can be particularly important in the context of fast-moving 
media coverage on highly-visible cases.
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V. MOVING FORWARD

1. Movement to strategy
The data provides an essential starting point for an integrated approach to developing 
responsive policy and interventions. The common language that develops during RxStat helps 
participants to begin thinking about pragmatic strategies for addressing problems identified 
through the data.

This juncture, moving from problem to strategy, represents the next hurdle for the initiative, and 
will evolve with the convening of a separate, intervention-focused group of representatives from 
the jurisdiction.

Moving from the unified, data-driven foundation of RxStat to actionable, measurable strategies is 
feasible. A few intervention strategies have already been implemented from the RxStat findings 
in New York City, including:

• Opioid prescribing guidelines for emergency departments in public hospitals
• Overdose intervention training and naloxone prescribing (opioid antidote) for police, as 

first responders
• Public service announcements on opioid overdose risk
• Public health detailing campaign to prescribers in Staten Island

2. Expand to all drugs
As the initiative progresses, the use of drugs other than prescription opioids have become 
part of RxStat discussions. These include recent increases in heroin-related deaths, the role of 
benzodiazepines in opioid-related deaths, and the expanding recreational use of emergent drugs, 
among other issues. In fact, the health and social problems associated with prescription opioid 
misuse, such as accidental overdose death, almost always involve other psychoactive substances.

In interviews for the development of this manual, many participants suggested the RxStat 
initiative should explicitly expand its approach to include all other psychoactive drugs, even 

“To the credit of various partners, they want actionable things 
to do, so it was the absolute correct strategy to come together 
around the data, but then who is actionable for those data 
items, how it bumps up into different issues around silos and 
leadership…”

—PUBLIC HEALTH REPRESENTATIVE
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perhaps including alcohol. This preference reflects a natural progression for the work, as it 
transitions from establishing real-time surveillance of drug-related indicators to developing and 
implementing strategies to address the drug-related problems RxStat identifies.

Expanding the initiative to include all drugs is simplified by the fact that indicators capturing 
this information are already in place for RxStat, such as overdose mortality, drug-related 
hospitalizations, and drug-related arrests.

3. Expand participation
To date, the work of New York City’s RxStat has relied on the participation and cooperation of 
governmental actors, including leadership from jurisdiction-level agencies and representatives 
from state and federal agencies. This arrangement has enabled data gathering, sharing, and 
analyzing from among the agencies’ administrative datasets to compile a real-time drug-related 
surveillance system. Now the initiative is reaching its next stage: identifying and implementing 
actionable strategies to respond to findings in the data.

In this second stage, new agencies or actors may need to be incorporated, and new structures for 
communication and planning may be needed. These changes will be important to guarantee the 
continued evolution of the work towards achieving its goal: reducing prescription opioid misuse 
and problem drug use in the jurisdiction.

a. Non-governmental actors

Governmental agencies do play some role in the implementation of intervention strategies 
through contracting with non-governmental actors or in their own work as service providers. 
However, non-governmental actors are also centrally involved, whether as service providers in 
particular communities, or as advocates for affected groups. Many groups are dually involved 
in some fashion, providing services in a community-based or institutional context and also 
participating in coalitions or professional associations to represent, advocate for, or promote 
policies and practices related to their work.

In its next stage of development, the initiative could benefit from incorporating non-
governmental actors into the discussion. These groups could serve a threefold purpose: to 
report emergent drug problems they observe in their work, to assist with the identification and 
implementation of intervention strategies, and to offer direction for potential policy strategies to 
improve health and social outcomes.
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b. Legislative actors

Legislative actors could also prove important for furthering the work of the initiative. As elected 
representatives for the people of their respective districts, they would benefit from learning 
about findings in the data and about problems of drug use in general. In addition, they could help 
develop and support the passage of legislation to improve systems, policies, and interventions 
addressing the health and social problems related to problem drug use in the jurisdiction.
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VI. IMPLEMENTATION CHECKLIST

Are you ready to implement an RxStat initiative in your jurisdiction? Review the key elements 
and their components.

_____ Local champion(s) to initiate the process

_____ Foundational discussions with the local public health agency

_____ Foundational discussions with the local law enforcement agency

_____ Mayoral or county executive prepared to establish the initiative

_____ Identify and engage other public health actors for participation

_____ Identify and engage other public safety actors for participation

_____ Identify and invite relevant state and federal agencies for participation

_____ Prepare an agency home for RxStat data analysis and project management

_____ Identify datasets to initiate RxStat and ensure data use agreements are in place

_____ Enumerate data analyst staffing needs and unmet cost, if any

_____ Identify potential funding sources for unmet staffing costs

_____ Develop and agree upon responsive meeting structure and frequency

_____ Consider which drugs will be included

_____ Consider how and to whom findings will be disseminated
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SECTION TWO – DATASETS

OVERVIEW
Data is the core focus and content of RxStat. It is the principal work of the initiative: sharing, 
preparation, analysis, and presentation of drug-related indicators.

Most of the datasets included in RxStat are generated for administrative purposes by the 
government agencies who own them. The fact that data are not produced for the specific 
or sole purpose of tracking and monitoring patterns associated with prescription opioid or 
other drug misuse has important implications for the initiative. The work of RxStat involves 
considerable preparation of the datasets before any analysis is possible. In some cases, this 
process is quite extensive and time intensive. This section of the manual is designed to assist 
analysts working with these datasets to isolate and present drug-related information from 
standard administrative datasets.

RxStat’s reliance on administrative datasets permits its replication in other jurisdictions, 
because these data are standardized. Each of the datasets included in RxStat is produced in a 
similar format at the county or state level throughout the country. This section is structured to 
provide suggestions and direction for accessing similar datasets in other jurisdictions and for 
anticipating issues involved in this process.

In the following pages, each RxStat dataset is presented and described. The sources are 
presented in a hierarchical fashion to reflect the relative importance of each drug-related 
indicator in a public health framework. The mortality dataset is discussed first, followed by 
datasets assessing morbidity, and completed with datasets reflecting different aspects of drug 
use prevalence (i.e., treatment admissions, jail-based health intakes, arraignments, etc.).

The information is presented in a table format and includes considerations for working with 
each dataset, including: data ownership, access, drugs included, how content is produced, the 
data request for RxStat, potential lag-time in the data, caveats regarding the particular dataset, 
data preparation, and the analysis plan for RxStat. Where possible, case selection code and 
definitions are also provided to assist analysts working directly with these data. Administrative 
datasets managed by public health agencies are presented first, followed by administrative 
datasets managed by public safety agencies. The availability and utility of survey data for 
incorporation into RxStat is briefly discussed in the final chapter of this section.
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I. PUBLIC HEALTH ADMINISTRATIVE DATASETS
a. Accidental overdose deaths

NAME Unintentional (accidental) drug poisoning (overdose) deaths.

AGENCY OWNER Health department vital statistics office and local medical 
examiner’s office.

ACCESS Vital statistics records are maintained by the state health department, 
which receives case reports of overdose deaths from the county 
medical examiner’s or coroner’s offices. In smaller jurisdictions, it 
may be easier to go directly to the medical examiner’s or coroner’s 
offices to select the case files of interest and gather information. Due 
to the higher volume of cases, larger jurisdictions should initiate case-
finding with the vital statistics office.

DRUGS INCLUDED All poisoning deaths in the jurisdiction.

HOW CONTENT IS 
PRODUCED

Premature deaths or those of unspecified or unnatural cause are 
investigated by the jurisdiction medical examiner’s or coroner’s 
office, including toxicology analyses, the setting of death, and any 
related information which can be collected through investigation. 
Based on findings, the medical examiner or coroner assigns the 
cause and manner of death, and files a case report with the office 
of vital statistics in the state health department. Here, the case is 
coded by a nosologist, and a final case record is filed with the vital 
statistics office.

DATA REQUEST FOR 
RXSTAT

From the vital statistics office, request all cases with drug-related 
cause of mortality. See Case Selection Code section below for 
detailed definition using ICD-10 codes and a case selection protocol.
Alternately, in a smaller jurisdiction, request all unintentional or 
accidental cases from the medical examiner’s or coroner’s office.

POTENTIAL LAG-TIME Minimum 4-6 weeks due to toxicology testing and confirmation, 
and maximum 1.5 years, as vital statistics reports are generally 
published annually.
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DATA NOTES AND 
CAVEATS

a. The protocol for case selection described here was 
developed in NYC and provides an exhaustive, specific 
approach for confirming the identification of all possible 
unintentional drug poisoning cases, as labeled. Other 
jurisdictions have adopted different approaches, including 
reporting on all poisoning cases, regardless of intent, and 
reporting specific drug involvement in cases based upon vital 
statistics record reports alone, rather than from toxicology 
reports examined in case file review.

b. In NYC, specific standards have been established for 
labeling information abstracted from toxicology reports 
during the case file review. All cases with “morphine” 
should list “heroin” as a case-involved drug, and all cases 
with “ethylbenzoylecognine” should list both “cocaine” 
and “alcohol” as case-involved drugs. Moreover, wherever 
“alcohol” is found in a drug-involved case, it should be 
reported and listed as a drug in that case.

DATA PREPARATION From the final set of cases selected, abstract the following information 
for each case: decedent sex, age at death, race/ethnicity, zip code of 
residence, zip code of death, setting of death, drugs involved.

ANALYSIS PLAN FOR 
RXSTAT

RxStat indicators:
Age, sex, race/ethnicity distribution by neighborhood of residence, 
by drug type involved, by drug type combinations involved.
Neighborhood of residence by drug type involved, by drug type 
combinations involved.

Case selection code 

Definition: Unintentional (or accidental) drug poisoning deaths –
Using vital statistics records*
*Note: Using multiple cause cases, in addition to underlying cause cases, provides the most 
comprehensive approach for using vital statistics records to identify unintentional drug 
poisoning deaths. It is reasonable to restrict this analysis to underlying cause cases only, thus 
eliminating step 5 below. 

1. Select all poisoning cases for the period of interest.
 a. Select the following codes, both underlying and multiple cause (X40-X49;   
  X60-X69; X85-X90; Y10-Y19; U01{.6-.7}; F11-F16; F18-F19; R99)
2. Restrict “manner” to accident.
3. Restrict age of decedent to be 15-84 years.
4. Break out cases that have underlying cause of X40-X44, F11-F16, F18-F19 (excluding F  
 codes where the third digit is .2 or .6), R99.
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5. Using file of cases that do not have X40-X44, F11-F16, F18-F19 (excluding F codes where  
 the third digit is .2 or .6), R99 as an underlying code.
 a. Break out those cases that have X40-X44, R99 in the multiple cause file with any  
  underlying code.
 b. Review cases that have an X40-X44, R99 in the multiple cause field, with any  
  other underlying code. These cases should be reviewed manually by reviewing  
  the literal cause of death in both Part 1 and Part 2. Cases should be excluded for  
  the following  reasons: 
  i. Drug is mentioned in Part 2 of the death certificate only
  ii. Death is due to a non-drug poisoning such as carbon monoxide 
  iii. Death is due to salicylate or acetaminophen poisoning
  iv. Record not confirmed at the OCME
  v. Death is due to a physical cause such as:
   • Drowning
   • Blunt force trauma 
   • Asphyxia
   • Hypothermia/Hyperthermia
6. The final case file should include all cases with an underlying cause of X40-X44, F11-F16,  
 F18-F19 (excluding F codes where the third digit is .2 or .6), R99 and any cases that were  
 found and kept in step 5) above.
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b. Hospitalizations with drug-related diagnoses

NAME SPARCS (Statewide Planning And Research Cooperative System). 
See data notes below for further information.

AGENCY OWNER State Department of Health (SDOH) or state licensing authority for 
healthcare facilities.

ACCESS From SDOH, through formal arrangement, e.g., IRB, data use agreement.

DRUGS INCLUDED All ICD-9 codes for any drug-related discharge (includes drug-
specific codes).

HOW CONTENT IS 
PRODUCED

All state-licensed hospital and ambulatory care clinic facilities 
report patient discharge data to the licensing authority, e.g., SDOH.
Each discharge is reported as a unique record; patients can have 
multiple records, if they have multiple discharges within a given 
time period.
Discharge records include diagnostic codes (ICD-9) for principal, 
secondary, and injury diagnoses.

DATA REQUEST FOR 
RXSTAT

RxStat requests all unique discharge records generated by licensed 
healthcare facilities within the jurisdiction during a period of 
interest (usually by calendar year), for all drug-related diagnoses, 
excluding injury diagnoses (E-codes) of suicide, homicide, or 
undetermined intent.
Discharge records are anonymized but assigned unique identifiers 
for each patient.
Variables in the discharge record include: patient unique identifier, 
gender, race/ethnicity, age at time of admission, and zip code of 
residence; healthcare facility location; if ICD-9 diagnosis in case 
selection list, then included in definition for any drug-related 
diagnosis (for detail, see Case Selection Code section below).

POTENTIAL LAG-TIME One year, due to reporting lags from facilities (up to three months) 
and subsequent data-cleaning at SDOH.

DATA NOTES AND 
CAVEATS

a. In other states, this dataset is known by different names, 
including State Emergency Department Databases, State 
Inpatient Databases.

b. This dataset excludes federally-managed healthcare facilities 
operating in the state, e.g., Veterans Administration facilities.

c. The Healthcare Cost and Utilization Project (HCUP) provides 
access to health statistics and information on hospital 
inpatient and emergency department utilization.
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DATA PREPARATION Use patient zip code of residence to categorize records by 
neighborhood, borough, state, and other.
Define counts of unique patients by first hospitalization in the 
period of interest.
Aggregate frequency and distribution of records, N (%).
Calculate age-adjusted rates: (i) intercensal jurisdiction population 
estimates as denominators for the year of interest, (ii) age-adjust to 
US standard census 2000 weights.

ANALYSIS PLAN FOR 
RXSTAT

RxStat indicators:
Number of hospitalizations overall and by drug type.
Number of patients hospitalized by demographics (gender, race/
ethnicity, age, borough of residence/hospital, neighborhood poverty 
level, UHF42).
Diagnoses:

• Principal, secondary
• Drug psychoses (292.x), dependence (304.x), abuse (305.x)
• Poisoning
• Co-morbidities based on HCUP diagnostic groupings

Procedures.
Average length of stay.

Case selection code

Definition: Any drug-related discharge – 

 if diagnosis in (‘292.xx’,’304.xx’,’965.xx’,’967.xx’,’969.xx’,’970.xx’,’305.2x’,’305.3x’,’305.4x’, 
‘305.5x’,’305.6x’,’305.7x’,’305.8x’,’305.9x’,’357.6’,’648.3x’,’655.5x’,’779.5’,
‘968.0’,’968.5’,760.72’,’760.73’,’760.75’,’970.81’,’E850.x’,’E851’,’E852.x’,
‘E853.x’,’E854.x’,’E855.1’,’E855.2’,’E935.0’,’E935.1’,’E935.2’,’E950.0’,
‘E950.1’,’E950.2’,’E950.3’,’E950.4’,’E962.0’,’E980.0’,’E980.1’,’E980.2’,
‘E980.3’,’E980.4’) 
 then ICD-9=’Any drug-related diagnosis’;

Definition: Opioid-related discharge – 

 if diagnosis in 
(‘304.0x’, ‘305.5x’, ‘304.7x’, ‘965.0x’, ‘E850.0’, ‘E850.1’, ‘E850.2’, ‘E935.0’, ‘E935.1’, ‘E935.2’) 
 then ICD-9=’Any opioid related diagnosis’;
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c. Poison Control Center calls

NAME Poison Control Center calls.

AGENCY OWNER Poison Control Center (PCC) for jurisdiction, region, or state.

ACCESS From PCC, direct system access via electronic portal through formal 
arrangement, i.e., data use agreement.

DRUGS INCLUDED All controlled substance-related calls.

HOW CONTENT IS 
PRODUCED

Calls are received by PCC from a variety of sources, most frequently 
from clinicians in health care facilities.
Information is logged and completed in a centralized call database by 
PCC staff in near real-time, per shift, as the reason for the call is handled.

DATA REQUEST FOR 
RXSTAT

RxStat has direct, real-time system access via electronic portal to all 
variables in the PCC database, including categories detailing patient 
information, substance in question, treatment information, outcome 
information, and caller information.

POTENTIAL LAG-TIME Real-time, within 24 hours of PCC receipt of the call.

DATA NOTES AND 
CAVEATS

a. Due to low counts for other controlled substance-related 
calls in NYC, only opioid analgesic-related calls are presented 
for inclusion in RxStat.

b. Patient zip code of residence is provided in only 15% of 
NYC call records; analysis is not possible for geographic 
distribution of patients’ residence.

DATA PREPARATION Patient information includes: call intake date, sex, age, zip code.
Substance in question includes: substance category, substance 
description, caller verbatim, exposure type, exposure site 
(ingestion, other route, unknown route), acute or chronic.
Treatment information includes: management, disposition (if 
treated in health care facility), initial health care facility, final health 
care facility.
Outcome information includes: medical outcome, estimated effects 
duration.
Caller information includes: caller relationship, caller county, caller 
state, caller zip code.

ANALYSIS PLAN FOR 
RXSTAT

RxStat indicators:
Volume (N) of opioid analgesic-related calls received per calendar 
quarter, in comparison with volume (N) received in previous year 
same calendar quarter.
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d. Emergency department admissions for suspected overdose events

NAME Emergency Department (ED) syndromic data.

AGENCY OWNER Hospital emergency departments (ED), who may upload to local 
health departments in larger cities for analysis purposes (see data 
notes below).

ACCESS Internal database at city health department, direct system access 
via electronic portal through formal arrangement, such as a data 
use agreement.

DRUGS INCLUDED All ED admissions noting overdose-related chief complaints or 
diagnoses.

HOW CONTENT IS 
PRODUCED

ED admissions are recorded by ED staff in real-time at the point of 
service in the ED electronic health record. Each record includes text 
describing the patient’s chief complaint, sometimes supplemented 
or substituted with an ICD-9 diagnosis code.
(In NYC, ED admission records are uploaded to the city health 
department via electronic portal every 12 hours.)

DATA REQUEST FOR 
RXSTAT

RxStat has direct, real-time system access via electronic portal to all 
variables in the ED syndromic database, including date of visit, time 
of visit, chief complaint, hospital, patient sex, patient zip code of 
residence, patient age, mode of arrival, and disposition.
See Case Selection Code section below for coding instructions to 
identify all chief complaints defined as “overdose.”

POTENTIAL LAG-TIME Real-time, within 24 hours of ED visit.

DATA NOTES AND 
CAVEATS

a. Real-time uploads from EDs to local health departments 
are usually arranged to conduct public health surveillance 
of communicable disease outbreaks and suspected 
bioterrorism events. Tracking suspected drug overdose 
events represents a novel use of syndromic data.

b. If the jurisdiction is small or the local health department 
does not receive hospital ED uploads, alternately, RxStat 
analysts could arrange daily reviews of local ED data with ED 
or hospital leadership.

DATA PREPARATION Data are analyzed by date, ED, patient zip code of residence, 
neighborhood of residence, and neighborhood of hospital. Statistical 
tests are performed to identify any increase above what would be 
expected (level of significance, 5%). These analyses are used for 
internal purposes only.

ANALYSIS PLAN FOR 
RXSTAT

RxStat indicators:
Volume of “overdose” cases per calendar quarter, in comparison 
with previous year same calendar quarter.
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Case selection code

Definition: Overdose – 

OD=Prxmatch(“/ OD|OD | O\.D\.|O\.D\. | O[[:punct:]]D|^OD|OVERDO|OVER DOSE|OVER D| 
DRUG O.|O. DOSE|EXTRA DOSE|OPVER DOSE|OVER.DO.E|TOO MUCH DRUG|TOO MANY DRUG 
|OUDOSE|D.O.D /”, CC) >0;

 **OD Exclude;
 If OD GE 1 Then
 Exclude1=Prxmatch(“/PERIOD|LOOD|BODY|CODE|ODONTAL|GOD|EPISOD|NODULE| 
TODAY|MODERATE|PRODUCTIVE|DISLODGED|ODOR|C[[:punct:]]O D|HEMODIALYSIS|PROD| 
NODES|SODIUM|O D/”, CC) >0;
 Else Exclude1=.;

 If OD GE 1 AND Exclude1=0 Then
 Exclude2=Prxmatch(“/ODOUR|POD|EXTRNOD|BOOD|DISCHARGE|OPPOSITIONAL|NOD 
|ROD|BLLOD|BLOD|PARANIOD|TOD|ODD BEHAVIOR|PROSTATE|THYRIOD|SUGAR|BOD 
|STERIOD|TA[LG][LG]IA|ALGIA|.OOD|HEM[MO]|FIBRIOD|ODON/”, CC) >0;
 Else Exclude2=.;

 If Exclude1 > 0 Then Exclude=1;
 Else if Exclude2 >0 Then Exclude=1;
 Else Exclude=.;

 If OD > 0 And Exclude NE 1 Then Overdose=1;
 Else Overdose=0;

 Drop OD Exclude Exclude1 Exclude2;
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e. Ambulance calls for suspected overdose events

NAME Emergency Medical Services (EMS) ambulance calls.

AGENCY OWNER Fire department or first responder agency responsible for oversight 
of all EMS services in the jurisdiction.

ACCESS Data prepared for RxStat by first responder agency owner.

DRUGS INCLUDED All ambulance calls responding to suspected drug overdose incidents.

HOW CONTENT IS 
PRODUCED

Information on EMS calls is recorded electronically for all agency-
managed EMS calls.
Each call includes zip code of dispatch and clinical indicators such 
as vital signs and prior medical history.

DATA REQUEST FOR 
RXSTAT

All calls where naloxone was administered.

POTENTIAL LAG-TIME EMS data is collected in real-time.
For the purposes of RxStat, it is prepared and provided by the 
agency owner on a monthly basis.

DATA NOTES AND 
CAVEATS

Some cases are not overdoses; naloxone was administered as a 
precautionary measure, but it was subsequently determined the 
case was not an overdose.

DATA PREPARATION Clinical data from the call is examined to remove calls that meet 
exclusion criteria (in development).

ANALYSIS PLAN FOR 
RXSTAT

Spatial distribution of probable non-fatal overdoses in comparison 
with the spatial distribution of fatal overdoses.
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f. Substance use disorder treatment admissions

NAME Substance use disorder treatment admissions dataset. See data 
notes and caveats for detail.

AGENCY OWNER Single state agency (SSA) reporting to federal Substance Abuse and 
Mental Health Services Administration (SAMHSA).

ACCESS From SSA, as data tables prepared by SSA for RxStat.

DRUGS INCLUDED All substances, reported by drug class or specific drug type (where 
prevalence of specific drug use is dominant).

HOW CONTENT IS 
PRODUCED

All licensed programs report patient-level treatment admissions 
data to the SSA via electronic reporting system.

DATA REQUEST FOR 
RXSTAT

RxStat receives data tables of aggregated data, including: 
participant demographics and socio-economic status; self-reported 
drug use (type, frequency, route of administration); referral source 
and detail.

POTENTIAL LAG-TIME Estimated lag time of 6 months after the treatment event.
Annual reports are available from SAMHSA TEDS with a lag-time of 
one calendar year.

DATA NOTES AND 
CAVEATS

a. SSA are required to report all treatment admissions data to 
SAMHSA on a routine basis. SAMHSA compiles these data as the 
Treatment Episode Data Set (TEDS) and presents information 
by state, reporting aggregate characteristics of treatment 
admissions per calendar year. For details, see website: http://
wwwdasis.samhsa.gov/webt/information.htm

DATA PREPARATION Sort records to identify those for the jurisdiction of residence for 
the time period of interest. (In NYC, the jurisdiction level used for 
sorting and preparing this dataset is the county, or borough.)

ANALYSIS PLAN FOR 
RXSTAT

RxStat indicators:
Opioid and opioid-type misuse admissions, overall (N,%), by 
borough, by age, by route of administration, by referral source.
Other drug class and type misuse admissions occurring with 
considerable frequency (N, %), by borough, by age, by route of 
administration, by referral source.



RxStat Technical Assistance Manual  |  37 

g. Jail health services intakes

NAME Jail health services intake dataset.

AGENCY OWNER Local health department or provider contracted to deliver 
healthcare services.

ACCESS From provider, direct system access via electronic portal to 
electronic health record, arranged by data use agreement.

DRUGS INCLUDED All drug use self-reported by prisoners at intake, and identified in 
prisoner urine drug screening at intake.

HOW CONTENT IS 
PRODUCED

Within 24 hours of admission to the jail, new prisoners undergo a full 
physical and mental health examination. The jail healthcare provider 
uses an electronic health record to manage patient information.

DATA REQUEST FOR 
RXSTAT

Via electronic portal, RxStat has access to specific patient-level 
variables in the electronic health record, including: gender, race, 
ethnicity, zip code of residence, age on intake, education level; self-
reported drug use (type, frequency, quantity); self-reported mental 
health history; urine drug screen results, all drugs identified.

POTENTIAL LAG-TIME Lag-time is dependent on whether there is an electronic health 
record system in place.
With an electronic health record system, data is available in real-
time via the electronic portal.

DATA NOTES AND 
CAVEATS

a. All jurisdictions are required to provide adequate medical 
care to prisoners.

b. In larger jurisdictions, the local health department may 
deliver or oversee healthcare services in the jail, but in most 
jurisdictions, care is delivered via agreement with a local 
healthcare provider.

DATA PREPARATION Count of new admissions during a time period of interest with 
reported or identified drug use, by drug type and demographics.
Assign zip code of residence to neighborhood and borough.

ANALYSIS PLAN FOR 
RXSTAT

RxStat indicators:
Opioid misuse among new admissions, overall (N, %), by 
neighborhood and borough, by age.
Other drug misuse among new admissions (N, %), by drug type.
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h. Dispensed prescriptions for controlled substances

NAME Prescription Monitoring Program (PMP) or Prescription Drug 
Monitoring Program (PDMP).

AGENCY OWNER State agency authorized by law to manage the program.

ACCESS Direct electronic access, negotiated through formal arrangement 
with state agency, such as data use agreement.

DRUGS INCLUDED All controlled substances prescribed for medical use in that state.

HOW CONTENT IS 
PRODUCED

Standards and methods vary somewhat from state to state, and 
are established in legislation. In all states with PMP, pharmacists 
filling a controlled substance prescription are required to submit 
related patient and drug information to the PMP. In addition, in 
some of these states, physicians prescribing a controlled substance 
must also submit related patient and drug information to the PMP 
office. The PMP office maintains these data as case records of each 
prescription event. A new record is produced for each prescription; 
patients can have multiple records.

DATA REQUEST FOR 
RXSTAT

From the PMP office, direct system access is provided for patients, 
providers, and pharmacies with a NYC zip code.
The dataset includes four levels of data: prescription, patient, 
prescriber, and pharmacy.

POTENTIAL LAG-TIME Lag-time is dependent on the PMP reporting system in place in the 
state.
Some PMP offices maintain an on-line, real-time, state-wide 
electronic reporting system for providers, which should ensure 
complete data within one week (maximum) of the prescription 
event, if RxStat negotiates an agreement for direct access to the 
system.
Many PMP offices maintain an internal tracking system, receiving, 
cleaning, and entering data from providers on a monthly basis, 
with an allowable lag-time of up to two weeks following the close 
of the reporting month. For datasets from these states, lag-time for 
RxStat analysis could extend up to three months, given time for data 
cleaning and report preparation within the PMP office.

DATA NOTES AND 
CAVEATS

Some states have not implemented a PMP. For a recent list and map 
of the status of states’ PMP programs, please see: http://www.
namsdl.org/library/1E4808C8-1372-636C-DD0293F829471A7E
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DATA PREPARATION 1. Methods for data cleaning:
 i) Location (residence, prescriber location, pharmacy  
  location)
  • Use 3 digit zip code to create borough, state,  
   and other.
  • Report borough level information.
  • For patient and prescriber calculate the most  
   frequent location for the person in the period  
   of interest.
 ii) Patient age
  • Age is at prescription refill. 
  • Calculate the average age in the period of   
   interest to obtain patient age in the period of  
   interest.
 iii) Reassign “oxymorphone” per detail provided in Case  
  Selection Code section below. 
 iv) Apply short-acting and long-acting classifications  
  provided in Case Selection Code section below.
 v) Apply “Schedule II” definition, provided in Case   
  Selection Code section below.
 vi) Apply exclusions, provided in Case Selection Code  
  section below.
2. Calculate age-adjusted rates
  • Use population estimates as denominators for  
   the year of interest.
  • Age-adjust to US Standard Census 2000   
   weights

ANALYSIS PLAN FOR 
RXSTAT

Drug types include: Codeine, Fentanyl, Hydrocodone, 
Hydromorphone, Meperidine, Methadone, Oxycodone, 
Oxymorphone, and Pentazocine.
RxStat indicators:

• Number of prescriptions filled overall and by type
• Number of patients filling prescriptions by demographics 

(age, gender, residence)
• Number of prescribers
• Number of pharmacies
• Median day supply of prescriptions
• Morphine equivalent dose (MED) of prescriptions
• Number and rate of high dose (morphine equivalent dose ≥ 

100) prescriptions filled
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Case selection code

Definition: Oxymorphone – 

if ndc number in (‘16590060930’,’16590060960’,’16590060990’,’16590074730’,’ 
16590074756’,‘16590074760’,’16590074790’,’16590076730’,’16590076756’,’ 
16590076760’,‘16590076790’,’21695094860’,’21695094960’,’60760061760’,’ 
63481052270’,‘63481052275’,’63481055370’,’63481055375’,’63481057170’,’ 
63481057175’,‘63481061270’,’63481061370’,’63481061770’,’63481061775’,’ 
63481062410’,‘63481067470’,’63481067475’,’63481069370’,’63481069375’,’ 
63481090770’,‘63481090775’,’63629417301’,’63629417302’,’63629417303’,’ 
63629417304’,‘63629417401’,’63629417402’,’63629417403’,’63629417701’,’ 
63629417702’,‘63629417703’) then ndc_acronym=’OXYM’;

Definition: Short-acting and Long-acting drug classifications – 

• Merging by NDC number, the NDC file available from CDC Injury Center (see XXX)
• For any prescription with missing short acting or long acting classification, assign  

according to drug type for drugs that are only short acting in form or long acting in form. 
• Apply MED calculations
• Cannot calculate MED with prescriptions missing information on strength, quantity  

dispensed, day supply, or Morphine Milligram Equivalent conversion factor. 
• Check data for any missing information and apply formula to those without missing  

information.
• Exclude missing day supply, day supply = 999.
• Formula: dailydose = (strength*quantity_dispensed)/days_supply;
• MED = dailydose*MME_CONVERSION_FACTOR

Definition: Schedule II controlled substances – 

(‘FENT’, ‘HYDM’, ‘MEPE’, ‘METD’, ‘MORP’,’OXYC’,’HYDC’, ‘OXYM’)

Exclusions – 

• Exclude institutions: dea_busncode  ne ‘B’
• Exclude veterinarians: dea_profcode not in (‘74’, ‘75’) and lic_specode not=’500’
• Exclude missing patient number as these patients cannot be uniquely identified
• Exclude missing prescriber number as these providers cannot be uniquely identified
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II. PUBLIC SAFETY ADMINISTRATIVE DATASETS
a. Pharmacy orders for prescription opioid medication stock

NAME Automation of Reports and Consolidated Orders Systems (ARCOS).

AGENCY OWNER Drug Enforcement Administration (DEA).

ACCESS A law enforcement agency must make the request to the DEA for 
ARCOS data. In NYC, NY/NJ HIDTA obtained approval from DEA 
headquarters via a request for a data report submitted by the local 
DEA office (which participates in RxStat).

DRUGS INCLUDED All Schedules I and II materials and Schedule III narcotic and 
gamma-hydroxybutyric acid (GHB) materials.

HOW CONTENT IS 
PRODUCED

Reports are filed to DEA at three levels: (1) by manufacturers at 
the point of a logged order, (2) by a regional distributor to report 
what is in inventory and what is being ordered, and (3) by a local 
pharmacy to report what is in inventory and what is being ordered.
Report to ARCOS is generated at the point of transaction, and 
reflects orders placed and inventory in stock for each drug (by 
NDC# and dosage units).

DATA REQUEST FOR 
RXSTAT

RxStat receives data from DEA on a calendar quarterly basis.
Data reports orders only from pharmacies in the jurisdiction.
RxStat does not receive data from DEA on what stock is in inventory 
at local pharmacies.
Data is provided on all Schedule II and III controlled substances 
ordered by pharmacies at the zip code level. The variables included 
are: NDC number, NDC trade name, drug type, package size, total 
dosage units, and grams of controlled substance.

POTENTIAL LAG-TIME Minimum one calendar quarter lag, up to two calendar quarters lag.

DATA NOTES AND 
CAVEATS

a. Law enforcement may be able to obtain access to examine 
specific pharmacies with consistent high-volume orders for 
unexplained suspicious activity.

b. RxStat could also request inventory reports alongside order 
reports, to develop a fuller picture for local availability of 
controlled substances in pharmacies.
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DATA PREPARATION All data is anonymized, stripped of identifying name or location 
characteristics other than zip code.
Data is prepared as follows: 
Merge ARCOS file with the NDC product codes, NDC package 
codes, and CDC MME conversion worksheet.
Identify any NDC codes not in the files above and manually add in 
the missing data.
Create a master strength field for analysis.
Create a pill variable to exclude all liquids, powders, suppositories, 
patches, sprays, solutions, etc.
Using the NDC codes and CDC files, categorize all opioid analgesics 
into specific drug types (morphine, hydrocodone, oxycodone, etc.).
Calculate the morphine milligram equivalent for each type of 
opioid analgesic.
Create a borough variable from pharmacy zip code.

ANALYSIS PLAN FOR 
RXSTAT

Drug types include: All Schedule II and III substances, including: 
Codeine, Fentanyl, Hydrocodone, Hydromorphone, Meperidine, 
Methadone, Oxycodone, Oxymorphone, and Pentazocine.
RxStat indicators:
# pills per drug type by borough of pharmacy, per quarter.
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b. Drug-related prosecutions

NAME Drug-related prosecutions.

AGENCY OWNER District Attorney’s (DA) Office.

ACCESS Gained through DA participation.

DRUGS INCLUDED All prosecutions for narcotic drugs and controlled substances are 
included. The data captured is based upon prosecution charge, 
not arrest charge. Of note, in New York State, marijuana-related 
arrests are classified under a different statute than controlled 
substances and narcotic drugs. This marijuana statue is not 
selected during data compilation, but marijuana is included in 
the data capture if it is present in a case alongside a controlled 
substance or narcotic drug.

HOW CONTENT IS 
PRODUCED

Information on a DA Office’s system serves as the dataset for 
analysis, and includes both information the DA Office receives from 
the Police Department and information the DA Office produces. The 
“complaint language” is written by an Assistant District Attorney 
assigned to the case in the intake bureau, and is included in a legal 
document where the ADA sets forth the grounds for the criminal 
charges. This “complaint language” is used to capture and identify 
drug type(s) involved in a specific prosecution.

DATA REQUEST FOR 
RXSTAT

RxStat receives data from the DA Offices as it is produced and 
prepared for monthly working group meetings.
Data is organized per prosecutions by the DA Office for narcotic 
drugs and controlled substances (not including marijuana unless 
it is present in a prosecution involving narcotic drugs and/ or 
controlled substances).
Data elements per prosecution include: (1) demographics - 
defendant’s age, gender, race, zip code of residence, residence 
precinct; (2) location - arresting precinct, address of arrest; (3) 
charges – top screening drug charge, top screening sale charge, top 
screening possession charge; (4) drugs involved.

POTENTIAL LAG-TIME Up to one month.
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DATA NOTES AND 
CAVEATS

a. Reflects the practice and approach of prosecutors’ offices 
in New York City, which may differ considerably from other 
jurisdictions.

b. Includes only cases arraigned on narcotic drugs and 
controlled substances charges; does not include arrests 
where these charges were subsequently dropped.

c. The data includes number of prosecutions, and number of 
instances of a drug. Oftentimes cases involve more than one 
drug, as such the “instances” total for a given time period will 
far outnumber the “prosecutions”.

DATA PREPARATION SQL code is used to draw information from the DA Office’s system. 
The main functions of the code are to isolate the drug related 
prosecutions out of total prosecutions (and within a certain time 
frame), pull relevant information about the case (ie, about the 
defendant, charges, and location of arrest), and indicate which 
drug(s) were involved. Drug related prosecutions are isolated by 
using the specific penal charges for narcotic drugs and controlled 
substances. To identify which drugs are involved, the complaint 
language is searched for key drug terms, including common 
misspellings of these terms.

Records (prosecutions) are then labeled as including or absent the 
identified drug type(s). Code output is transferred to a relational 
table (e.g., Excel). Records which have not been classified with a 
drug type through this process are manually coded by individually 
looking up the case on the DA Office’s system and attempting to 
ascertain the drugs involved. If new misspellings for a particular 
narcotic drug or controlled substance are thereby discovered these 
are recorded and utilized in future searches to reduce the need 
for hand recoding. The cases are only hand recoded if no drug is 
classified, so there is a margin of error as in a case where there 
are controlled substances or narcotic drugs that are misspelled 
but not with a known misspelling and other controlled substances 
or narcotic drugs are also present and spelled correctly. In such 
cases, the DA Office will not know to hand recode those cases and 
instances of drugs will be missed.

For sending the data out of the DA’s office, records are anonymized 
and de-identified, by removing docket information, screening date 
and outcome, bureau of case, case status, sentence type, individual 
identifiers of defendant(e.g., name, arrest ID, date of birth, 
defendant address), and the text of the complaint language.
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ANALYSIS PLAN FOR 
RXSTAT

RxStat indicators:
Narcotic drug and controlled substance prosecutions by drug 
type, as a proportion of all narcotic drug and controlled substance 
prosecutions, during the period of interest by borough. If the 
prosecutions data is displayed visually, one must take caution to 
specify if the data displayed is by prosecution or by instance. This 
is due to the fact that many cases involve more than one drug type 
hence the instances will outnumber the number of prosecutions. 
Most commonly, RxStat utilizes the graphs or charts that reflect 
the number of instances of each drug type out of total number of 
incidences of all drugs.

Additionally, (where relevant) prosecutions by age, neighborhood, 
felonies versus misdemeanors, location of residence as compared to 
location of arrest, etc. can be analyzed.

Case selection code varies by prosecutor’s office.
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c. Pharmacy/clinic/doctor’s office burglaries and robberies

NAME Burglaries and robberies at pharmacies and clinics/doctor’s offices 
where the intent is to obtain controlled prescription drugs.

AGENCY OWNER Police department (PD).

ACCESS Provided through PD participation in RxStat.

DRUGS INCLUDED Any controlled substance reported as stolen or missing as a result of 
the robbery or burglary. See Data notes below.

HOW CONTENT IS 
PRODUCED

Any reported burglary or robbery of a pharmacy or clinic or 
doctor’s office location (as recorded by PD).

DATA REQUEST FOR 
RXSTAT

RxStat receives data from PD as it is produced and prepared for 
monthly work group meetings.
Data is organized per event.
Data elements per event include: (1) date; (2) type of location – 
pharmacy or clinic/doctor’s office; (3) geographic location; (4) 
mode of entry; (5) drugs – substances taken (types, strength); # 
pills taken (if available); (6) arrest made.

POTENTIAL LAG-TIME Up to one month.

DATA NOTES AND 
CAVEATS

a. Definitions – “burglary” represents entry to premises when 
no one is there, and “robbery” represents on-premises 
demand for medication from an employee.

b. Definitions (New York City) – “attempted burglary” 
represents an attempt to enter premises without success. If 
a perpetrator successfully enters the premises, even if not 
successful in obtaining controlled prescription drugs, the 
event is not indicated as attempted.

c. In the events where nothing was stolen, it is presumed that 
the intent was to access controlled substance medications 
(and thus included in the counts), unless the intent was 
clearly to obtain other items such as cash or cigarettes.

DATA PREPARATION Data are quantified and detailed by PD.

ANALYSIS PLAN FOR 
RXSTAT

RxStat indicators:
Number of burglaries and robberies of pharmacies and clinics/
doctor’s offices in each county during the period of interest.
Number of pills taken from burglaries and robberies during specific 
time period and location, reported by drug type (if available).
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d. Loss or theft of controlled substance medications

NAME DEA-106 loss/theft report.

AGENCY OWNER Drug Enforcement Administration (DEA).

ACCESS A law enforcement agency must make the request to the DEA for 
DEA-106 data. In NYC, NY/NJ HIDTA requested the data report from 
the local DEA office (which participates in RxStat).

DRUGS INCLUDED Any prescribed medication defined as a controlled substance.

HOW CONTENT IS 
PRODUCED

Report is filed to DEA by any entity with a DEA #, including 
pharmacy, distributor, and manufacturer, within 24 hours of 
the time of an event involving the loss or theft of controlled 
prescription medication.

DATA REQUEST FOR 
RXSTAT

RxStat receives data from DEA on a calendar quarterly basis for 
losses reported by pharmacies, manufacturers, or distributors.
Data reports on location of pharmacy, manufacturer, or distributor, 
drug type, medication dosage, and quantity missing.

POTENTIAL LAG-TIME Up to one month.

DATA NOTES AND 
CAVEATS

a. Reports on losses incurred which are categorized as: armed 
robbery, customer theft, employee pilferage, lost in transit, 
night break-in, or other.

DATA PREPARATION N/A

ANALYSIS PLAN FOR 
RXSTAT

Drug types are any controlled substance, and include: Codeine, 
Fentanyl, Hydrocodone, Hydromorphone, Meperidine, Methadone, 
Oxycodone, Oxymorphone, and Pentazocine.

RxStat indicators:
Number of incidents by incident type, by county.
Number of pills by drug type or incident type, by county.



48  |  RxStat Technical Assistance Manual

e. Medicaid coverage of local residents for prescribed controlled substance 
medications

NAME Medicaid-covered prescriptions to residents for controlled 
substance medications.

AGENCY OWNER Local department of social services (DSS) or human services.

ACCESS Provided by local DSS office participating in RxStat.

DRUGS INCLUDED Any prescribed medication defined as a controlled substance.

HOW CONTENT IS 
PRODUCED

Report is produced by DSS, based on prescriptions covered by 
Medicaid to local residents for controlled substance medications.

DATA REQUEST FOR 
RXSTAT

RxStat receives data produced and prepared by DSS on a quarterly 
basis. Data is presented at three levels:

1. Recipients – per zip code, NDC # and name, average days 
duration prescription, average recipient age, county, # 
transactions, # unique recipients, total dosage units per NDC 
#, average number of refills.

2. Pharmacy providers – per zip code, NDC # and name, total 
dosage units, average days supply, average # refills, average 
recipient age, county, # transactions, # unique pharmacies.

3. Clinician prescribers – per zip code, NDC # and name, total 
dosage units, average days supply, average # refills, average 
recipient age, county, # transactions, # unique prescribers.

POTENTIAL LAG-TIME Up to one calendar quarter, based on Medicaid billing cycles and 
subsequent data cleaning needs.

DATA NOTES AND 
CAVEATS

1. Captures information on prescriptions filled only.
2. Captures information on prescriptions to Medicaid 

beneficiaries and which were covered by Medicaid, 
requiring rate calculations that present this information as a 
proportion of the total number of Medicaid beneficiaries in 
that area (eg, per zip code).

DATA PREPARATION Information is initially prepared by DSS in tables for each level of 
data, as described above.
Group NDC # by drug type (eg, oxycodone) and calculate total 
dosage units, average number of refills, average duration of 
prescription – per zip code.

ANALYSIS PLAN FOR 
RXSTAT

RxStat indicators:
Rate of drug type total dosage units per zip code
Average # of refills, average duration of prescription, per zip code
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III. SURVEY DATA
a. Youth drug use behaviors

NAME Youth Risk Behavior Surveillance System (YRBSS).

AGENCY OWNER Centers for Disease Control (CDC) via state health department.

ACCESS Through CDC online query system, or through specific reports 
produced by state health department. Information is available at: 
http://www.cdc.gov/HealthyYouth/yrbs/index.htm?s_cid=tw_cdc16

DRUGS INCLUDED Marijuana, cocaine, inhalants, heroin, methamphetamine, ecstasy, 
prescription pain medications (opioids), other prescription drugs 
(including benzodiazepines).

HOW CONTENT IS 
PRODUCED

Survey is administered to a representative sample of anonymous 
public high school students in the state, in the classroom, on 
a biannual basis. Data is compiled and cleaned by state health 
department, and submitted to the CDC for analysis and reporting.

DATA REQUEST FOR 
RXSTAT

Reports on drug type distribution by demographics and geography 
(where feasible).

POTENTIAL LAG-TIME Survey is administered biannually; data is available for analysis and 
reporting 6 months after the calendar year reporting.

DATA NOTES AND 
CAVEATS

a. YRBS is a state-wide survey. As a result, data is not 
representative for regions of the state, only for the state as 
a whole.

b. NYC is the only local jurisdiction administering its own 
YRBS; data is available by borough.

DATA PREPARATION N/A

ANALYSIS PLAN FOR 
RXSTAT

For examples see: http://www.cdc.gov/HealthyYouth/yrbs/index.
htm?s_cid=tw_cdc16
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b. Adult drug use behaviors

NAME National Survey on Drug Use and Health (NSDUH).

AGENCY OWNER Substance Abuse and Mental Health Services Administration 
(SAMHSA).

ACCESS Through SAMHSA reports produced for state-level data, or 
individual queries for analyses of large municipalities. For further 
information see: http://www.samhsa.gov/data/NSDUH.aspx

DRUGS INCLUDED Marijuana, cocaine, heroin, hallucinogens, inhalants, 
psychotherapeutics (including sub-categories for pain relievers, 
tranquilizers, stimulants, sedatives).

HOW CONTENT IS 
PRODUCED

Survey is administered to a representative sample of adults (age 
12 years and older) in the state, in person and anonymously, using 
computer-assisted survey software to preserve the confidentiality 
of responses.

DATA REQUEST FOR 
RXSTAT

Reports on drug type distribution by demographics.

POTENTIAL LAG-TIME Survey is administered annually; data reports are available up to 
one year after the calendar year reporting.

DATA NOTES AND 
CAVEATS

a. Annual NSDUH data is geographically representative at the 
state level only.

b. For large municipalities, it may be possible to achieve 
sufficient power in the data at the local level by combining 
multiple years of data.

DATA PREPARATION N/A

ANALYSIS PLAN FOR 
RXSTAT

For examples see: http://www.samhsa.gov/data/NSDUH.aspx
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c. Arrestee drug use detection

NAME Arrestee Drug Abuse Monitoring (ADAM) program.

AGENCY OWNER National Institute of Justice (NIJ).

ACCESS Through specific information query to NIJ or from report produced; 
see: http://www.whitehouse.gov/sites/default/files/ondcp/policy-
and-research/adam_ii_2012_annual_rpt_final_final.pdf.

DRUGS INCLUDED Marijuana, cocaine, heroin and other opiates, methamphetamine, 
other drugs.

HOW CONTENT IS 
PRODUCED

Survey is administered at selected courts in selected large cities 
during selected years, to all arrestees who are admitted to that 
court. Participation is voluntary and involves self-reported drug use 
data and urinalysis monitoring.

DATA REQUEST FOR 
RXSTAT

Reports on drug type distribution by demographics.

POTENTIAL LAG-TIME Survey is administered annually; data is available for analysis and 
reporting 6 months after the calendar year reporting.

DATA NOTES AND 
CAVEATS

a. This dataset is not used in RxStat
b. In 2012, survey was administered in Atlanta, Chicago, 

Denver, New York, Sacramento, Washington D.C.
DATA PREPARATION N/A

ANALYSIS PLAN FOR 
RXSTAT

N/A
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d. Emergency room admissions with drug mentions

NAME Drug Abuse Warning Network (DAWN)*

AGENCY OWNER Substance Abuse and Mental Health Services Administration 
(SAMHSA).

ACCESS Through information queries to SAMHSA, and from reports 
produced by the program, see: http://www.samhsa.gov/data/
DAWN.aspx

DRUGS INCLUDED Illicit drugs and prescription drugs.

HOW CONTENT IS 
PRODUCED

General, non-federal, short-stay hospitals in 12 metropolitan areas 
were invited to participate. For those hospitals responding to the 
invitation, a trained reporter was stationed at the institution to 
conduct retrospective data collection of all emergency department 
(ED) medical records and note “drug mentions” related to drug 
abuse or misuse, via a standard abstraction protocol.

DATA REQUEST FOR 
RXSTAT

Reports on drug type distribution by demographics.

POTENTIAL LAG-TIME Data abstraction and analysis is conducted annually; data is available 
for analysis and reporting one year after the calendar year reporting.

DATA NOTES AND 
CAVEATS

a. This dataset is not used in RxStat
b. *Last year of reporting was 2011. Program has since been 

discontinued
DATA PREPARATION N/A

ANALYSIS PLAN FOR 
RXSTAT

N/A
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[bookmark: _Toc120620400]Executive Summary

[bookmark: Start]In 2021, it is estimated that more than 107,000 people died of drug overdose in the United States, marking the highest ever recorded annual number of overdose deaths in the nation.[footnoteRef:2] The country’s unprecedented overdose crisis, largely driven by opioids, has left no community untouched, including across the State of Nevada (State or Nevada). In response to the alarming rates of opioid misuse, opioid use disorder (OUD), and overdose, Nevada passed Senate Bill (SB) 390 in March 2021, establishing the Fund for a Resilient Nevada (referred to in this document as “the Fund”) within the Nevada Department of Health and Human Services (DHHS). This measure was codified at Nevada Revised Statutes (NRS) 433.712 through 433.744. One of the DHHS’s responsibilities is the development of a Statewide Needs Assessment and a Statewide Plan to identify implementation priorities related to addressing opioid-related harms using a datadriven and evidencebased approach. [2:  Ahmad, F. B., Cisewski, J. A., Rossen, L. M., & Sutton, P. (2022, June 15). “Provisional drug overdose death counts.” National Center for Health Statistics. https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm
] 


Mercer Government Human Services Consulting (Mercer), part of Mercer Health & Benefits LLC, was contracted by the State to develop the Needs Assessment in partnership with DHHS, the Advisory Committee for a Resilient Nevada (ACRN), and the Attorney General’s Office Substance Use Response Working Group (SURG). The Needs Assessment was informed by quantitative and qualitative data, including input from people with lived experience. Between December 2021 and May 2022, Mercer staff collected and analyzed data and information from local and State agencies and organizations, including more than 50 reports provided by DHHS. Mercer staff also conducted stakeholder conversations with key informants and members of ACRN and SURG to gain a more indepth understanding of the needs across the state. 

Data and information were analyzed to better understand the impact of opioid misuse on Nevadans, including:



• The available quantitative and qualitative data related to substance use and rates of OUD, other substance use disorders (SUDs), and cooccurring disorders

• Health equity and the identification of disparities across racial and ethnic populations, geographic regions, and special populations

• The risk factors that contribute to opioid misuse and OUD

• The current state of prevention, treatment, and recovery services for OUD and related issues, such as mental health and other SUDs

Findings from the Needs Assessment demonstrate the impacts the opioid crisis has had on Nevadans, which include 788 overdose deaths occurring in 2020, an increase of 55% compared to 2019. Most overdose deaths involved opioids; however, stimulant use and stimulantinvolved overdoses have also increased significantly in recent years. Needs Assessment data show that certain racial and ethnic communities, geographic locations, and other groups have been disproportionately impacted by opioidrelated harms. For example, overdose rates among youth have risen 550% between 2019 and 2020, and Hispanic people faced significantly higher increases in overdose death rates compared to other races and ethnicities. Although a large amount of state and local data is available for some populations, trends among certain groups are unknown. For example, little data is available for youth in the juvenile justice system; people experiencing homelessness; and people who identify as lesbian, gay, bisexual, transgender, intersex, queer/questioning, or asexual.

Needs Assessment findings also show that Nevada has built a strong foundation of evidencebased treatment, services, and supports across its current system of care, including prevention, treatment, and recovery supports. However, opportunities for strengthening the current system also exist across all components of care. 

Primary, secondary, and tertiary prevention needs that were identified include, but are not limited to:



• Schoolbased prevention programs with measured outcomes that are culturally sensitive

• Prescription drug disposal programs

• Collaborative practice agreements

• Increased adoption of and implementation of Screening, Brief Intervention, and Referral to Treatment (SBIRT) models in primary care and other communitybased settings

• Harm reduction and treatment access trainings for people who use or misuse opioids and/or have experienced a nonfatal overdose

• Programs to decrease stigma among providers and community members

• Increased access to harm reduction services, including syringe services programs

• Community education on the use of naloxone



Treatment needs that were identified include, but are not limited to:



• Increased provider availability for pregnant women with OUD and people with cooccurring SUDs and other conditions

• Increased residential and outpatient medicationassisted treatment programs in rural and frontier areas and justice facilities

• Transportation to treatment and recovery supports

• Increased access to and utilization of opioid treatment programs 

• Increased access to office-based treatment for OUD

• Increased access to crisis services



Recovery needs that were identified include, but are not limited to:



• The elimination of prior authorization requirements for peer recovery support services

• Increased access to peer support services for pregnant and postpartum women

• Statewide availability of peer support services throughout the treatment and recovery system

Data gathered through the Needs Assessment were used to identify recommendations that were prioritized based on their impact, urgency, and feasibility, as well as whether they addressed a legislative target area. The Needs Assessment recommendations were categorized based on Johns Hopkins School of Public Health Principles for the Use of Funds from Opioid Litigation[footnoteRef:3]: [3:  Johns Hopkins School of Public Health. Principles for the Use of Funds from the Opioid Litigation, 2021. Available at: https://opioidprinciples.jhsph.edu/wp-content/uploads/2021/01/Litigation-Principles.pdf
] 




0. Broaden access to naloxone 

0. Increase use of medications to treat OUD 

0. Provide treatment and supports during pregnancy and the postpartum period 

0. Expand services for neonatal opioid withdrawal syndrome 

0. Fund warm handoff programs and recovery services 

0. Improve treatment in jails and prisons 

0. Enrich prevention strategies 

0. Expand harm reduction programs 

0. Support data collection and research 

Per NRS 433.738 paragraphs (a) through (c), the Statewide Plan recommends funding priorities, which include infrastructure and framework for planning and implementing programs based on broad recommendations resultant from the Needs Assessment. The State will engage stakeholders and other subject matter experts in a more detailed planning process, which will include local subject matter experts to contribute to the planning of activities to fulfill the goals and objectives in the plan. Attention to health equity through Choice Point Thinking and the use of best practices and evidence-based programs are essential to implementing programs that will be effective, sustainable, and equitable for all of Nevada. Appendices to the report provide the required policies and procedures for the distribution of funds as well as requirements for the use of the funds.

Mercer worked with the Nevada DHHS, ACRN, SURG, and other stakeholder groups and communities to apply findings from the Needs Assessment to strategically plan how to best apply the Fund for a Resilient Nevada to improve outcomes for all Nevadans. 



[bookmark: _Toc120620401]Introduction

From 2011 to 2015, opioid overdoses and prescribing rates were rising across the United States. In 2015, the State of Nevada (State or Nevada) had the second highest prescribing rates of hydrocodone and oxycodone nationally.[footnoteRef:4] By late 2015, the Obama Administration declared the opioid epidemic a national emergency and began funding efforts to combat the crisis in early 2016. With the newly available federal funding, Nevada began working to address the crisis by holding a statewide Opioid Conference and developing legislation to curb prescribing. In 2017, Nevada implemented the Drug Enforcement Administration (DEA) HighIntensity Drug Trafficking Areas (HIDTA) program to determine the critical drug trafficking areas within the state. In 2018, methamphetamines and fentanyl use rates drastically increased; by 2019, Nevada saw opioid overdose deaths with stimulants as a contributing factor drastically increase.  [4:  Nevada Overdose to Action and University of Nevada School of Community Health Sciences. Nevada's Overdose Landscape Presentations, July 7, 2021.] 


Despite improvement, Nevada ranked twentyeighth in opioid overdose deaths and twentieth in opioid prescribing in 2019.[footnoteRef:5] In 2020, while navigating the Coronavirus Disease 2019 (COVID19) public health emergency (PHE), the United States saw an overall increase by 30% in opioidrelated overdose deaths nationwide.[footnoteRef:6] Nevada was not spared from the sharp increase. From 2019 to 2020, opioidrelated overdose deaths increased by 42% in Nevada. There was also a significant increase in fentanylinvolved overdose deaths by 227%, and opioidrelated emergency department (ED) encounters increased by 23%.[footnoteRef:7] The percentage of drugrelated overdose deaths in people of Hispanic origin increased by 120% from 2019 to 2020, and by 227% for fentanylrelated deaths. No other race/ethnicity categories have shown such a significant increase.[footnoteRef:8] Nevada also experienced a sharp rise in polysubstance overdoses and illicit pill consumption. Opioid use within subpopulations in Nevada also increased, such as the selfreported use of heroin and other opioids among pregnant women, which has quadrupled since 2012, while neonatal opioid exposure has doubled. [5:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.]  [6:  State of Nevada Department of Health and Human Services, Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 2020 – Statewide, 2020. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf]  [7:  Ibid.]  [8:  Griswold, T., Packham, J., Warner, J., & Etchegoyhen, L. Nevada rural and frontier health data book – tenth edition. University of Nevada, Reno, 2021.] 


In March 2021, Nevada passed Senate Bill (SB) 390, codified in Nevada Revised Statutes (NRS) 433.712 through 433.744, establishing the Fund for a Resilient Nevada within the Nevada Department of Health and Human Services (DHHS).[footnoteRef:9] Per NRS 433.736 statewide Needs Assessment must be conducted to establish priorities for the use of the funds described in subsection 1 of NRS 433.732. Such priorities must include, without limitation, priorities related to the prevention of overdoses, addressing disparities in access to health care and the prevention of substance use among youth. Per NRS 433.736, the Needs Assessment must use qualitative and quantitative data and evidencedbased practices. In addition, NRS 433.726 required the creation of the Advisory Committee for a Resilient Nevada (ACRN) to ensure those with direct knowledge of opioid use disorders (OUDs), including those with lived experience, were included in the decisionmaking process. In 2021, Assembly Bill (AB) 374, codified in NRS 458.450 through 458.490, established the Substance Use Response Working Group (SURG) under the Attorney General’s Office. All of their duties can be found in NRS 458.480 and includes the study, evaluation and making recommendations regarding substance use prevention, intervention, harm reduction, treatment, recovery and expenditures to address substance use disorders (SUDs)[footnoteRef:10] throughout the state.  [9:  Senate Bill 390 Overview. (2021). Available at: https://www.leg.state.nv.us/App/NELIS/REL/81st2021/Bill/8095/Overview]  [10:  Assembly Bill 374. (2021). Available at: https://www.leg.state.nv.us/Session/81st2021/Bills/AB/AB374.pdf] 


Mercer Government Human Services Consulting (Mercer), part of Mercer Health & Benefits LLC, was contracted by the State of Nevada (State) DHHS to objectively review and assess provided documents and materials to assemble a concise Needs Assessment summary with an accompanying presentation for the state's ACRN. The state’s Advisory Committee will prioritize recommendations from the Needs Assessment to submit to the DHHS, including feedback from the public and other stakeholder groups. 

Following the recommendations from SURG and ACRN, Mercer collaborated with State staff to prioritize funding pursuant to the Statewide Plan to address program areas and target populations focused on the state level needs identified in the Needs Assessment. This may have involved recommendations on programs to implement or revise new services and other activities to address the identified needs. The Statewide Plan defines the funding priority for the implementation of programs and initiatives. The State will support a highlevel budget and evaluate the expected cost of implementing any activities contemplated in developing the Statewide Plan.



[bookmark: _Toc120620402]Methodology

This document includes both the Nevada Needs Assessment and the Statewide Plan for implementation of mitigation programs and services to address opioid misuse and OUDs in Nevada. Per NRS 433.736, the Needs Assessment uses qualitative and quantitative data and evidencebased practices to determine the gaps and recommendations. The Statewide Plan, per NRS 433.738, establishes policies and procedures for the administration and distribution of money from the Fund; allocates the money in the Fund; and establish requirements governing the use of money allocated from the Fund. The Statewide Plan may allocate money to statewide projects, or grants to regional, county, local and tribal agencies and private-sector organizations whose work relates to opioid use disorder and other substance use disorders. Nevada DHHS is also responsible for ensuring a complete and accurate reporting of the use of all opioid settlement and bankruptcy recoveries for all funded programs. 

Nevada DHHS provided key seminal reports to Mercer, with information about the 
opioidrelated issues, needs, and conditions in Nevada. These documents provided vital information on the following:



• Quantitative and qualitative data on the use of substances and the rates of an OUD, other SUDs, and cooccurring disorders in Nevada

• Health equity and identification of disparities across racial and ethnic populations, geographic regions, and special populations in Nevada

• The risk factors that contribute to opioid use

• The current state of prevention, treatment, and recovery services for OUDs and related issues such as mental health and other substances

Over 50 reports were provided by DHHS and reviewed by Mercer. A complete list of data sources and resources reviewed can be found in Appendices A and B. Mercer reviewed all reports to pull critical information and data for analysis and synthesis to prepare this report. Mercer presented early concepts and draft outlines of the Needs Assessment to the ACRN and SURG subcommittees for feedback. Mercer also met with various stakeholders to further discuss available reports and data. 

[bookmark: _Toc120620403]Structure of the Report

[bookmark: _Int_u63JGidi]In accordance with NRS 433.736, the Needs Assessment is evidencebased and uses information from damages reports created by experts as part of the litigation. The Needs Assessment includes a focus on health equity and identifying disparities across all racial and ethnic populations, geographic areas, and special populations. This report identifies health disparities across all racial and ethnic populations, geographic regions, and special populations, where informative data is currently available. With the support of its Office of Minority Health and Equity, Nevada will employ a health equity lens to ensure the development and implementation of strategies to combat the opioid crisis directly to address the needs of communities disproportionately impacted. 

This document is divided into the following sections:



• Section 1: Executive Summary

• Section 2: Introduction

• Section 3: Methodology

• Section 4: Opioid Impact in Nevada

• Section 5: Current System Addressing Opioids in Nevada

• Section 6: Recommendations

• Section 7: Statewide Plan

• Section 8: Next Steps

Sections 3 through 6 comprise the Needs Assessment. Sections 4 and 5 present the opioid impact and currently available systems, as well as the corresponding gaps. The gaps were taken from documents provided by the State. Gaps have been identified through reviews of prior reports and feedback from State staff and the ACRN. Some gaps were implied by data, but absent in the available reports (e.g., there are many prevention efforts in schools, but the use of opioids in adolescents is still relatively high). The gaps identified in sections 4 and 5 informed each recommendation in Section 6. Many of the recommendations were taken from reports submitted by the State. Section 7 provides the Statewide Plan with goals, strategies, objectives, and activities developed from the recommendations and stakeholder feedback that may be funded through the Fund for Resilient Nevada and other funding sources. Section 8 offers details on the next steps for further detailing activities in the Statewide Plan and preliminary allocation proposals.

[bookmark: _Toc120620404]Scoring Methodology

Mercer used a Likert rating scale to assign a value to the recommendations included in this document. The priority rating reflects Mercer’s evaluation of the potential impact of the request, as well as urgency and feasibility. Recommendation topics prioritized in legislation for this needs assessment are identified through a target rating. 

Scoring Definitions

The impact, urgency, and feasibility scoring were facilitated by reviewing the factors listed under each area below. The ratings for the elements were averaged within each category to produce a composite rating for each of the impact, urgency, and feasibility categories. They were rated based on whether the recommendation met one of the three legislative priorities: a zero (not responsive to legislative priorities) or a three (responsive to at least one legislative priority). The ACRN was given a copy of all ratings, with a total score comprising the sum of the impact, urgency, and feasibility ratings with the target rating added to indicate legislative priorities.



Impact

The impact was assigned based on a review of the following factors:



1. The number of lives that would benefit or be impacted 



		1

Low

		2

		3

Moderate

		4

		5

High







Low = Impacts a small proportion of the population of Nevada residents

High = Impacts almost the entire population with minimal to no exclusions



2. The magnitude of the individual impact (i.e., improves wellbeing versus saving lives) 



		1

Low

		2

		3

Moderate

		4

		5

High







Low = Minimal impact to health/safety/daily life

High = Saves lives or provides major improvement in quality of life or services



3. The relative impact to health equity for special populations or underserved groups 



		1

Low

		2

		3

Moderate

		4

		5

High







Low = Recommendation would be detrimental to health equity or result in disparities

High = Recommendation is focused on alleviating disparities/promoting equity









Urgency

The urgency was assigned based on the need for timely implementation of the recommendation according to the following factors:

1. Availability of alternatives



		1

Low

		2

		3

Moderate

		4

		5

High







Low = Program or service already exists for the vast majority of those who need it

High = Program or service does not exist/is not being accessed by those who need it



5. Negative consequence or risk of a delay in implementation



		1

Low

		2

		3

Moderate

		4

		5

High







Low = Minimal risk to the health/safety of the intended population

High = Imminent risk to health/safety of the intended population; target population left vulnerable to negative outcomes

Feasibility

The feasibility was assigned based on:

1. Current infrastructure



		1

Low

		2

		3

Moderate

		4

		5

High



		

		

		

		

		





Low = Infrastructure does not currently exist

High = Existing infrastructure can support recommendation implementation





2. Ease of implementation (effort)



		1

Low

		2

		3

Moderate

		4

		5

High







Low = Significant effort required, complex barriers or hurdles exist (e.g., complicated policy/regulatory changes, heavy State staff involvement), difficult to implement

High = Minimal effort required for implementation, easy to implement

3. Availability of resources for implementation (staff, community, and relative financial resources)



		1

Low

		2

		3

Moderate

		4

		5

High







Low = High one-time cost and/or ongoing investment necessary with unknown resources for sustainability

High = Low one-time cost and/or small impact to current funding streams

Target

Target was assigned based on identification as one of three legislative priorities from NRS 433.736(1)(e), which are consistent with Johns Hopkins Guiding Principles for the use of opioid settlement or bankruptcy recoveries.[footnoteRef:11] [11:  Johns Hopkins School of Public Health. Principles for the Use of Funds from the Opioid Litigation, 2021.] 


1. Prevention of overdoses

2. Addressing disparities in access to health care

3. Prevention of substance use among youth



		Legislative Target Area

		Score



		Yes

		3



		No

		0









[bookmark: _Toc120620405]Opioid Impact in Nevada

Nevada has experienced serious impacts from the opioid epidemic over the last 10 years, resulting in high rates of opioid-related overdoses, increased health care utilization, escalating rates of neonatal abstinence syndrome, insufficient access to treatment, and increased family involvement within child welfare. To understand the impact of the opioid epidemic on Nevada, it is important to consider indicators of opioid use, such as prescription monitoring, survey data, criminal justice data, and overdoses, as well as cooccurring behavioral health and comorbid physical health conditions and opioidrelated utilization of EDs and hospitals. Focusing on health disparities and the impact on youth within each of these areas further elucidates the impact of opioids.

[bookmark: _Toc120620406]Opioid Prescribing in Nevada

In 2011, estimates of Nevada’s opioid dispensing was 100.3 prescriptions per 100 people, while the US average was 79.2 prescriptions per 100 people. In response to high rates of opioid prescribing, Nevada developed model legislation in 2017 focused on increased utilization of the Prescription Drug Monitoring Program (PDMP), informed decision-making, and best practices for prescribing controlled substances. From January 2017 to May 2022, Nevada has seen a 31% decrease in opioid prescribing in prescriptions per 100 people and a 67% decrease in coprescribing benzodiazepines and opioids. Opioid prescriptions with a less than 30day supply and prescriptions with a supply greater than or equal to 90 days both decreased by 54%.

Figure 1. Opioid Painkiller Prescriptions per 100 Population (2011–2017)[footnoteRef:12]  [12:  NRS 433.736. “Requirements and procedures for statewide needs assessment.” Available at: https://www.leg.state.nv.us/NRS/NRS-433.html#NRS433Sec736 
] 
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Although opioidrelated overdoses increased during the PHE, prescribing rates decreased. In 2020, the Centers for Disease Control and Prevention (CDC) reported the national opioid dispensing rate was 43.3 per 100 persons, a decrease from 46.7 per 100 persons in 2019.[footnoteRef:13] Nevada maintained a higher opioid dispensing rate than the national average in 2019 and 2020, with rates of 49.4 per 100 persons and 47.4 per 100 persons, respectively. Three of Nevada’s five neighboring states also had opioid dispensing rates higher than the national average in 2020. The State of Idaho, the State of Oregon, and the State of Utah had opioid dispensing rates of 49.9, 45.6, and 48.4 per 100 persons, respectively. The State of Arizona’s rate was just under the national rate at 40.5 per 100 persons in 2020, and the State of California’s rate was 28.5 per 100 persons, the lowest of the neighboring states.  [13:  Centers for Disease Control and Prevention. “Drug Overdose, U.S. State Opioid Dispensing Rates, 2020.” Available at: https://www.cdc.gov/drugoverdose/rxrate-maps/state2020.html] 


[bookmark: _Int_DcGDfAPP]Specific counties within Nevada also had high opioid dispensing rates in 2020. Carson City had the highest rate of opioid dispensing at 95.9 per 100 persons, over two times the national rate. Carson City’s rate was almost high enough for each person in the county to have an opioid prescription. As shown in Table 4.1 below, five of the 17 counties in Nevada had opioid dispensing rates higher than the national average.[footnoteRef:14] [14:  Ibid.] 




Table 4.1. Opioid Dispensing Rate by County in 2020[footnoteRef:15],[footnoteRef:16] [15:  Source: CDC, IQVIA Xponent 2006–2020 Note: Xponent is based on a number of pharmacies that account for nearly 92 percent of retail prescriptions in the United States. Includes new and refill prescriptions. Opioid prescriptions, including buprenorphine, codeine, fentanyl, hydrocodone, hydromorphone, methadone, morphine, oxycodone, oxymorphone, propoxyphene, tapentadol, and tramadol]  [16:  See Note 12 above.] 


		County

		Rate per 100 Persons

		Difference between County and State Rate*

		Difference between County and National Rate*



		Carson City 

		95.9

		48.5

		52.6



		Washoe

		53.5

		6.1

		10.2



		Lincoln

		48.4

		1

		5.1



		Clark

		47.4

		0

		4.1



		Mineral

		46.6

		−0.8

		3.3



		Douglas

		43.2

		−4.2

		−0.1



		Nye

		38.5

		−8.9

		−4.8



		Churchill

		38.1

		−9.3

		−5.2



		Storey

		29.9

		−17.5

		−13.4



		White Pine

		28.6

		−18.8

		−14.7



		Elko

		25.2

		−22.2

		−18.1



		Pershing

		14.9

		−32.5

		−28.4



		Lyon

		10.2

		−37.2

		−33.1



		Humboldt

		9.7

		−37.7

		−33.6



		Eureka

		8.2

		−39.2

		−35.1



		Lander

		1.7

		−45.7

		−41.6





*Positive numbers indicate that the county rate is higher than state/national rates and negative numbers indicate that the county rate is below the state/national rates.

Nevada’s DHHS Office of Analytics maintains a PDMP dashboard.[footnoteRef:17] This dashboard uses data from Nevada’s Prescription Drug Monitoring Program (NV PDMP) to provide the rates of opioid prescription by top diagnosis, rate of opioid prescriptions by month, opioid prescription by morphine milligram equivalent, days’ supply, and day supplies greater than 15 days. The dashboard is updated monthly and is based solely on the number of prescriptions filled by Nevada residents. [17:  State of Nevada Department of Health and Human Services Office of Analytics, Nevada Prescription Drug Monitoring Program Nevada 2017–2022. Available at: https://app.powerbigov.us/view?r=eyJrIjoiYjgyYzkyMzctNDg0OS00ZGY1LWJiMWYtM2E0NDlkZjI0MmEyIiwidCI6ImU0YTM0MGU2LWI4OWUtNGU2OC04ZWFhLTE1NDRkMjcwMzk4MCJ9] 


While analytic reports are available for the prescribing rates of opioids and benzodiazepines within Nevada, limited reports are available for other drugs coprescribed along with opioids, such as gabapentin, which is increasingly associated with overdose deaths nationally.[footnoteRef:18] Because many opioid overdoses involve other drugs, such as benzodiazepines, expanding the reports available for drugs tracked by the PDMP would provide better insight into polysubstance use. Reports available through the PDMP are also limited in their description of the characteristics of the individuals receiving prescriptions.  [18:  Public Library of Science. “Gabapentin may increase risk of fatal opioid overdose.” (2017, October 3). Available at: https://medicalxpress.com/news/2017-10-gabapentin-co-use-fatal-opioid-overdose.html#:~:text=Gabapentin%20co-use%20may%20increase%20risk%20of%20fatal%20opioid,1.49%3B%2095%25%20confidence%20interval%201.18%20to%201.88%2C%20p%3C0.001%29.] 


[bookmark: _Toc120620407]Other Opioid Use Indicators

Survey, arrest, and overdose data are additional means of identifying the prevalence of drugs used without prescriptions. According to the 2019–2020 National Survey on Drug Use and Health (NSDUH), opioid use in Nevada is on the rise, with many substances exceeding US prevalence. The survey estimated the same or higher rates of drug misuse for most drug categories for ages 12 years and up for Nevada, as depicted in Table 4.2 below.[footnoteRef:19]  [19:  Substance Abuse and Mental Health Services Administration, 2019–2020 National Survey on Drug Use and Health: Model-Based Prevalence Estimates (50 States and the District of Columbia), 2021. Available at: https://www.samhsa.gov/data/report/2019-2020-nsduh-state-prevalence-estimates] 












[bookmark: _Toc107240658]

[bookmark: _Hlk105532631]Table 4.2. 2019–2020 NSDUH: Modelbased Prevalence Estimates[footnoteRef:20]  [20:  Substance Abuse and Mental Health Services Administration, 2019–2020 National Survey on Drug Use and Health: Model-Based Prevalence Estimates (50 States and the District of Columbia), 2021. Available at: https://www.samhsa.gov/data/report/2019-2020-nsduh-state-prevalence-estimates] 


		

		Estimated percentage of those ages 
12 years–17 years

		Estimated percentage of those ages 18 years 
and older



		

		Nevada

		United States

		Nevada

		United States



		Illicit drug use past month

		8.35

		7.71

		21.16

		13.79



		Cocaine use past year

		0.34

		0.36

		2.53

		2.08



		Heroin use past year

		—

		—

		0.39

		0.33



		Methamphetamine use past year

		0.12

		0.13

		1.41

		0.89



		Prescription pain reliever misuse past year

		2.38

		1.93

		4.02

		3.59



		Illicit drug use disorder past year

		4.39

		4.85

		8.65

		6.82



		Prescription pain reliever use disorder past year

		0.35

		0.32

		0.84

		0.89





This table presents select estimated percentages of the population based on national survey data. These estimates are presented in the source document with confidence intervals to aid in accurate interpretation. These statistics are estimates based on limited survey data.

Compared to the overall US rates, Nevada is estimated to have slightly higher rates of illicit drug use for adolescents, and much higher rates for those ages 18 years and older. Prescription pain reliever misuse is also estimated to be higher for Nevada than national rates across all age groups.

In addition to survey data, opiates, especially illicit fentanyl and heroin, have been identified as high threat substances, in part due to increased availability, seizures, arrests, and overdoses.[footnoteRef:21] Fentanyl has increased in risk, with 196% increase in fentanyl overdose deaths between 2019 and 2020. The 2020 Nevada HIDTA report indicates fentanyl has surpassed heroin as Nevada’s second biggest threat following methamphetamines. [21:  Nevada HIDTA Investigative Support Center, 2021 Threat Assessment, 2021.] 


NSDUH is known to undercount OUDs. To determine more realistic estimates for opioid misuse and OUDs for Nevada, data analyses from other data sources were used for modeling of the prevalence of OUD. Using three different calculations, it is estimated over 117,000 individuals in Nevada met criteria for an OUD in 2021.

Figure 2. OUDs in Nevada, 1999–2021 (2021 based on provisional death count)[footnoteRef:22] [22:  NRS 433.736. “Requirements and procedures for statewide needs assessment.” Available at: https://www.leg.state.nv.us/NRS/NRS-433.html#NRS433Sec736] 
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[bookmark: _Toc120620408]Opioid Use in Special Populations

Special populations are defined within NRS 433.722, as veterans; pregnant women; youth; people who identify as lesbian, gay, bisexual, transgender, intersex, queer/questioning, or asexual (LGBTQ+); juvenile justice; and children in the welfare system. Drug-related and opioid-related fatal and nonfatal overdose data are limited for these populations. 

The 2019 Nevada State Health Needs Assessment noted that the populations with the highest risk for SUD include those with behavioral health issues, seniors, children, low- income families, minority populations, homeless populations, veterans, individuals with intellectual and developmental disabilities, individuals with chronic disease, young adults and transition-aged youth, and victims of domestic abuse/sex trafficking.[footnoteRef:23]  These characteristics and co-occurring conditions impact individuals on both a systems and individual level, and interventions need to be planned both globally and locally. [23:  University of Nevada, Reno, School of Public Health, Forensic Toxicology & Nevada’s Overdose Surveillance System; Needs Assessment & Recommendations. 2020.] 


Veterans

Nevada’s State Unintentional Drug Overdose Report System (SUDORS) data reports the rate of drugrelated overdose deaths for military individuals at 6.6% in 2020 (out of 788 total overdose deaths).[footnoteRef:24]  Despite 6.2% of Nevadans being veterans, there is little additional data on this population and opioids. [24:  Nevada State Opioid Response. Nevada State Unintentional Drug Overdose Reporting System Polysubstance Report, 2019–2020 — Statewide, 2019. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors-polysubstance-report-2019-2020.pdf] 


Homeless

[bookmark: _Int_eL64MJQf]There is limited data available for individuals experiencing homelessness beyond the 8.9% of drugrelated overdoses that were reported in 2020.[footnoteRef:25] [25:  Ibid.] 


Pregnant Women

Based on selfreported data collected by the DHHS’ Office of Analytics, an average of 
42 babies are born each year in Nevada with prenatal substance use specific to opioids. The rate of babies born to a mother using opioids (excluding heroin), as well as the rate born to mothers using heroin, increased from 2018 to 2019. The number of substanceexposed infants reported to the Nevada Division of Child and Family Services more than tripled from 2012 to 2020.[footnoteRef:26] Between 2012 and 2016, selfreported use of heroin among pregnant women was highest in Nye, Esmeralda, and Lincoln Counties, and Elko, Eureka, and White Pine were highest for selfreported opioid use.[footnoteRef:27] Neonatal abstinence syndrome rates in Nevada were highest in Southern Nevada, with an incidence rate of 8.2 per 1,000 hospital births.[footnoteRef:28] [26:  Data received from the State of Nevada Department of Health and Human Services, January 27, 2022.]  [27:  State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.]  [28:  Batra, K, Cruz, P, et al. “Incidence of Neonatal abstinence syndrome epidemic and associated predictors in Nevada: A statewide audit,” Int J Environ Res Public Health, Volume 18 Issue 1 (2020).] 


Youth

On the Nevada Youth Behavior Risk Survey in 2019, 8% of high school students reported taking pain medication, such as Adderall®, codeine, OxyContin®, Percocet®, Ritalin®, Vicodin®, or Xanax®, without a prescription or differently than prescribed within the past 
30 days.[footnoteRef:29] 17% of high school students reported they thought it would be fairly easy to get prescription medication they wanted, while 11.1% thought it would be very easy. 2.2% reported ever injecting drugs. [29:  Diedrick, M., Lensch, T. Zhang, F., Peek, J., Clements-Nolle, K., Yang, W. State of Nevada, Division of Public and Behavioral Health and the University of Nevada, Reno. 2019 Nevada High School Youth Risk Behavior Survey (YRBS) Report.] 


LGBTQ+

There is evidence that antiLGBTQ+ discrimination, marginalization, and victimization create elevated levels of stress (often conceptualized as minority stress) that can disrupt an individual’s psychological processes, such as the ability to cope adaptively, regulate emotions, and achieve positive interpersonal relationships. External stigma can become internalized, leading to identity concealment, selfhate, feelings of worthlessness, and fear of rejection. To avoid or numb the resulting distress, some people belonging to LGBTQ+ communities may use opioids or other substances.

Certain clinical situations specific to LGBTQidentified people place them at increased risk of prescription opioid exposure and, therefore, potential misuse. For example, transgenderidentified adults with Medicare health coverage were found to have an increased prevalence of chronic pain compared with cisgender (nontransgender) adults.[footnoteRef:30]  [30:  Girouard, M., Goldhammer, H., Keuroghlian, A. “Understanding and treating opioid use disorders in lesbian, gay, bisexual, transgender, and queer populations,” Substance Abuse, Volume 40 Issue 3 (2019), pp. 335–339.] 


LGBTQidentified people appear to be at elevated risk of opioid use and misuse. According to the 2015 NSDUH, 10.4% of LGB (lesbian, gay, bisexual) adults misused prescription pain medications in the past year, compared with 4.5% of heterosexual adults. LGB adults were also more likely to have a disorder related to pain reliever use compared with heterosexual adults (2.0% vs. 0.7%), and more likely to use heroin in the past year (0.9% vs. 0.3%).[footnoteRef:31] [31:  Substance Abuse and Mental Health Services Administration. 2019 National Survey on Drug Use and Health: Lesbian, Gay, & Bisexual (LGB) Adults, 2020. Available at: https://www.samhsa.gov/data/report/2019-nsduh-lesbian-gay-bisexual-lgb-adults] 


Data from the 2018 NSDUH suggests that substance use patterns reported by sexual minority adults (in this survey, sexual minority adults include individuals who describe themselves as lesbian, gay, or bisexual) are higher compared to those reported by heterosexual adults. Past year opioid use (including misuse of prescription opioids or heroin use) was also higher with 9% of sexual minority adults aged 18 years or older reporting use compared to 3.8% among the overall adult population. Additionally, 9% of sexual minority adults aged 26 years or older reported past year misuse of prescription opioids — an increase from the 6.4% who reported misuse in 2017. However, there was a significant decline in past year prescription opioid misuse among sexual minority adults aged 18 years–25 years, with 8.3% reporting use in 2018.[footnoteRef:32]  [32:  National Institute on Drug Abuse. “Substance Use and SUDs in LGBTQ* Populations.” Available at: https://nida.nih.gov/drug-topics/substance-use-suds-in-lgbtq-populations] 


Juvenile Justice

Data are limited regarding opioid use among those involved with the juvenile justice system in Nevada. National data estimate that 20% of adolescents and young adults in the juvenile justice system are opioiddependent, with disproportionate rates for people of color.[footnoteRef:33] [33:  University of Washington, School of Social Work. “SDRG looks at ways to prevent opioid dependence among incarcerated youth, (2021, May 17). Available at: https://socialwork.uw.edu/news/sdrg-looks-ways-prevent-opioid-dependence-among-incarcerated-youth#:~:text=Nationally%2C%20nearly%2020%25%20of%20adolescents%20and%20young%20adults,which%20is%20a%20strong%20predictor%20of%20subsequent%20re-incarcerations.] 


Children in the Welfare System

In 2020, 1,892 infants were reported to the Nevada Division of Child and Family Services with substance exposure. This number has tripled since 2012.[footnoteRef:34] A total of 11,976 Child Protective Services reports included drug or alcohol userelated characteristics. Of the 2,687 children in the foster care system in 2020, 14.2% were removed due to parental drug and/or alcohol use. Of those removed, 17.6% were under the age of one year. An additional data analysis estimated that between 2015 and 2019, 9% of child welfare cases and 14% of foster care placements. [34:  Data received from the State of Nevada Department of Health and Human Services, January 27, 2022.] 


[bookmark: _Toc120620409]Emergency Service Utilization

Poison Control Center Services

Poison control centers provide confidential services to individuals seeking information including the identification of pills, answering questions about drug interactions, appropriate dosing, advising on responses for exposure, and response in the event of overdose. Nevada poison control center data systems indicate that between 2015 and 2019, 30.5% of informational calls and 3.6% of all exposure calls were related to prescription opioids.[footnoteRef:35] [35:  NRS 433.736. “Requirements and procedures for statewide needs assessment.” Available at: https://www.leg.state.nv.us/NRS/NRS-433.html#NRS433Sec736] 


Opioid-Related ED and Inpatient Utilization — All Payers

In June 2019, Nevada completed a system-wide assessment using the Substance Abuse and Mental Health Services Administration’s (SAMHSA’s) Calculating an Adequate System Tool (CAST).[footnoteRef:36] The tool results indicate areas of least resources and, therefore, greatest overall risk for substance misuse-related hospitalizations, broken out by county and Regional Behavioral Health Policy Boards. Of Nevada’s five regions, only Nevada’s mostly rural Northern Region fell below the national median for risk for hospitalizations, meaning the rest of the state’s regions are equal to or greater than the national median for substance userelated hospitalization risk. [36:  State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health. Nevada Substance Abuse Prevention and Treatment Agency. Capacity Assessment Report: Nevada, 2019.] 


From 2010 to 2020, opioid-related ED encounters increased by 96%, and inpatient admissions increased by 95%.[footnoteRef:37] The rate of ED encounters per 100,000 Nevada residents increased from 109.5 to 184.3, and the rate per 100,000 Nevada residents of inpatient admissions increased from 161.2 to 269.7.  [37:  State of Nevada Department of Health and Human Services Opioid Dashboard, Available at: https://app.powerbigov.us/view?r=eyJrIjoiODQ2MjJjMjktOWE5NC00MThmLTlkMmEtYzZjMDU0YWU3MmUyIiwidCI6ImU0YTM0MGU2LWI4OWUtNGU2OC04ZWFhLTE1NDRkMjcwMzk4MCJ9] 


In terms of demographics, in 2021, the rate of opioid-related ED encounters was highest among people of Black, non-Hispanic ethnicity, at 298.4 per 100,000.[footnoteRef:38] Inpatient admissions were highest among those reporting white, non-Hispanic ethnicity, at 325.0 per 100,000 Nevada residents. Rates were highest among Nevada residents ages 25 years–34 years (24%). From 2010 to 2020, opioid poisonings in the ED increased by 23%, and inpatient admissions decreased by 25%. The rate per 100,000 Nevada residents in the ED increased from 28.8 to 30.5, and inpatient rates per 100,000 Nevada residents decreased from 22.1 to 14.3. [38:  Ibid.] 


Figure 3. Opioid-Related Hospitalizations by Quarter, Nevada Residents[footnoteRef:39] [39:  Ibid.] 


[image: ]

Stimulant-Related ED and Inpatient Utilization — All Payers

Nevada has seen sharp increases in methamphetamine and other stimulant use between 2011 and 2020.[footnoteRef:40] Methamphetaminerelated ED visits increased from 115.7 to 512.7 per 100,000, and inpatient admissions increased from 88.6 to 402.4 per 100,000. Carson City had the highest increases in both ED visits and inpatient utilization related to methamphetamine. [40:  State of Nevada Department of Health and Human Services, Office of Analytics, Methamphetamine and Stimulant Dashboard, data dated November 24, 2011. Available at: https://app.powerbigov.us/view?r=eyJrIjoiY2U2YzNlNmItZDI2OS00YTJlLTk2YmQtNzY1Nzk0MDFkZWMzIiwidCI6ImU0YTM0MGU2LWI4OWUtNGU2OC04ZWFhLTE1NDRkMjcwMzk4MCJ9] 


Opioid-Related ED and Inpatient Utilization — Medicaid Payers

From 2010 to 2017, opioidrelated ED visits for Nevada Medicaid beneficiaries rose from 400 to 3,463 visits. From 2019 to 2020, opioidrelated ED visits increased by 26% (from 2,185 to 2,755 visits), while drugrelated ED visits statewide increased by about 3% (from 8,117 visits to 8,352 visits). Table 4.3 depicts the rise in ED visits per 100,000 for December for each month from 2019 to 2021 for opioid and drugrelated visits.

In 2018, ED visits and hospitalizations for all opioids except heroin were highest for those aged 15 years–24 years in Humboldt County.[footnoteRef:41] In 2021, Medicaid paid 53% of opioidrelated ED encounters.[footnoteRef:42] [41:  Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.]  [42:  See Note 37 above.] 


Table 4.3 Medicaid ED Visits per 100,000 Opioids and Other Drugs[footnoteRef:43] [43:  State of Nevada Department of Health and Human Services, Nevada Overdose to Action, Lawson Institute. Suspected Nevada Drug Overdose Surveillance Monthly Report: October 2021: Statewide Report. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/opioid-surveillance-january-2022-statewide.pdf] 


		

		December 2019

Rate per 100,000

		December 2020

Rate per 100,000

		December 2021

Rate per 100,000



		Opioid-related Ed visits

		5.8

		6.2

		7.8



		Drug-related ED visits

		21.3

		20.0

		22.1







In 2021, Medicaid paid 44% of the opioidrelated inpatient admissions in Nevada.[footnoteRef:44]  Opioidrelated inpatient visits also increased by 97% from 2010–2018, with 317.2 admissions per 100,000 in 2018.[footnoteRef:45] Part of this significant increase could be explained by Medicaid expansion in 2014, as the state saw a 25% increase in admissions from 2014 to 2015. [44:  State of Nevada Department of Health and Human Services Opioid Dashboard. Available at: https://app.powerbigov.us/view?r=eyJrIjoiODQ2MjJjMjktOWE5NC00MThmLTlkMmEtYzZjMDU0YWU3MmUyIiwidCI6ImU0YTM0MGU2LWI4OWUtNGU2OC04ZWFhLTE1NDRkMjcwMzk4MCJ9]  [45:  State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.] 


In 2018, 73% of opioidrelated ED visits and 73% of opioidrelated hospitalizations were among people who are of white, nonHispanic race/ethnicity.[footnoteRef:46] White, nonHispanic Nevadans aged 25 years–34 years made up the largest percentage of hospitalizations at 28%. [46:  Ibid.] 


[bookmark: _Toc120620410]Fatal Opioid Overdoses

Data on opioid overdoses further elucidates the picture of opioid impact in Nevada. This section provides an overview of the magnitude of opioid overdoses in Nevada, while a later section will detail demographic characteristics of those involved in overdoses. 

Overdose Data Sources

In 2019, the CDC launched a multiyear Overdose Data to Action (OD2A) program through a cooperative agreement that aims to support jurisdictions in “collecting high quality, comprehensive, and timely data on nonfatal and fatal overdoses.”[footnoteRef:47] Nevada is one of the 
66 recipients using the OD2A funding to capture state- and countylevel data. The Nevada OD2A (NVOD2A) program is focused on mortality data and on opioid prescribing data via NV PDMP. NVOD2A supports Nevada’s SUDORS, National Syndromic Surveillance Program (NSSP), and the NV PDMP. [47:  Centers for Disease Control and Prevention. “Drug Overdose, About OD2A.” Available at: https://www.cdc.gov/drugoverdose/od2a/about.html] 


SUDORS captures fatal overdose data via death certificates, as well as coroner/medical examiner reports, which include postmortem, toxicology, death scene investigations, route of drug administration, and other risk factors that may be attributed to a fatal overdose. All coroner/medical examiner offices currently report the following:



• Overdose deaths are defined as a death occurring in Nevada, where the decedent’s place of residence is within the state and assigned an International Classification of Diseases 10 (ICD10) code of X40–X44 (unintentional drug poisoning) or Y10–Y14 (drug poisoning of undetermined intent)

• Deaths determined to be a drug overdose death by the coroner or medical examiner 

NSSP data captures realtime nonfatal overdose data via hospital electronic health records. Overdoses are counted when the chief complaint and/or discharge diagnosis is associated with an overdose-related ICD10 code. The NSSP data captures visits from 90%–95% of all Nevada EDs. This data is limited in that it only includes individuals who can get to an ED.

Nevada Overdoses

In 2019, Nevada ranked twentyeighth in opioid overdose deaths and twentieth in opioid prescribing.[footnoteRef:48] In 2020, there were 541 opioid-related overdose deaths among Nevada residents (rate: 17.1 per 100,000). This is a significant increase from 374 in 2019 (rate: 12.0 per 100,000). Preliminary data from 2021 show 269 opioid-related overdose deaths among Nevada residents. Deaths from synthetic opioids (e.g., illicit fentanyl) increased in 2020, from less than 50 in 2010 to nearly 200 in 2020.[footnoteRef:49] According to additional data analysis, which includes accounting for overdose deaths from undetermined drugs, it is estimated that previous opioid overdose fatalities have been undercounted. [48:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.]  [49:  Data received from the State of Nevada Department of Health and Human Services, January 27, 2022.] 




Figure 4. Ruhm-Adjusted Opioid Death Counts and the Portion with Drugs Identified by Year, Nevada, 1995–2021[footnoteRef:50],[footnoteRef:51] [50:  NRS 433.736. “Requirements and procedures for statewide needs assessment.” Available at: https://www.leg.state.nv.us/NRS/NRS-433.html#NRS433Sec736]  [51:  Ruhm CJ. “Corrected US opioid-involved drug poisoning deaths and mortality rates, 1999–2015,” Addiction, Volume 113 Issue 7 (2018), pp. 1339–1344. Available at: https://www.ncbi.nlm.nih.gov/pubmed/29430760.] 
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First paralleling Keyes et al. (2022), we estimated OUD counts excluding fentanyl from 1999–2021 by dividing Nevada opioid overdose death counts, again excluding fentanyl, by the number of overdose deaths per OUD.[footnoteRef:52] Based on a metaanalysis of published ratios, we started with a divisor of 0.0052.[footnoteRef:53] The articles underlying this divisor preceded the passage of laws that allowed Emergency Medical Services (EMS) calls for drug overdose without fear of arrest and made the overdose reversal drug naloxone available without a prescription and often without charge. When Nevada adopted those interventions under SB 459 of 2015, it lowered the divisor. We reduced the divisor postimplementation by 26.9% starting in 2016 based on a study that found a Good Samaritan Law reduces the death rate by 15% and a naloxone access law reduces it by 14%.[footnoteRef:54] We based a divisor for fentanyl on a study that found fatality risk among people with OUD was 1.62 times higher if the person used fentanyl. 2021 counts are provisional and may underrepresent actual numbers.[footnoteRef:55] [52:  Keyes KM, Rutherford C, Hamilton A, Barocas JA, Gelberg KH, Mueller PP, Feaster DJ, El-Bassel N, Cerdá M. “What is the prevalence of and trend in opioid use disorder in the United States from 2010 to 2019? Using multiplier approaches to estimate prevalence for an unknown population size.” Drug and Alcohol Dependence Reports, Volume 3, 100052 (2022).]  [53:  Larney S, Tran LT, Leung J, Santo T Jr, Santomauro D, Hickman M, Peacock A, Stockings E, Degenhardt L. “All-Cause and Cause-Specific Mortality Among People Using Extramedical Opioids: A Systematic Review and Meta-analysis,” JAMA Psychiatry, Volume 55 Issue 5 (2020), pp. 493–502. Note: Some ratios in the study, but not this one, count extra-medical users of drugs rather than OUDs per overdose death.]  [54:  McClellan C, Lambdin BH, Ali MM, Mutter R, Davis CS, Wheeler E, Pemberton M, Kral AH. “Opioid-overdose laws association with opioid use and overdose mortality,” Addict Behav, Volume 86 (2018), pp. 90–95.]  [55:  Pearce L A, Min J E, Piske M, Zhou H, Homayra F, Slaunwhite A et al. “Opioid agonist treatment and risk of mortality during opioid overdose public health emergency: population based retrospective cohort study,” BMJ, 2020; 368:m772.] 


Deaths resulting from methamphetamine use increased from 4.4 to 13.7 per 100,000, with the highest prevalence among Black, nonHispanic males and those between 50 years–59 years old. Stimulant prescriptions increased from 10.1 to 14.7 per 100 residents, with the highest prevalence among females aged 30 years–39 years.[footnoteRef:56] [56:  State of Nevada Department of Health and Human Services Opioid Dashboard. Available at: https://app.powerbigov.us/view?r=eyJrIjoiODQ2MjJjMjktOWE5NC00MThmLTlkMmEtYzZjMDU0YWU3MmUyIiwidCI6ImU0YTM0MGU2LWI4OWUtNGU2OC04ZWFhLTE1NDRkMjcwMzk4MCJ9] 


In 2020, opioids contributed to 65.2% of drugrelated overdose deaths.[footnoteRef:57] Of the opioidrelated overdose deaths, 32.4% were due to illicitly manufactured fentanyl (IMF), 28.2% were due to prescription opioids, 15.7% were due to heroin, and approximately 5% were due to methadone. Opioid overdose deaths due to fentanyl increased by 227% between 2019 and 2020. Data also identified a 275% increase in amphetaminerelated unintentional overdose deaths. Table 4.4 below demonstrates the significant increases contributing to death in opioids, IMF, and amphetamines.[footnoteRef:58] [57:  State of Nevada Department of Health and Human Services, Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 2020 – Statewide, 2020. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf]  [58:  Ibid.] 




Table 4.4. Top substances contributing to death among unintentional or undetermined overdose related deaths in Nevada, 2019 to 2020

		Substance*

		2019

		2020

		Trend*



		

		N=510

		N=788

		



		Opioids



		Any opioids 

		292

		514

		↑ 76.0%



		IMF

		78

		255

		↑ 226.9%



		Heroin 

		103

		124

		↓ 20.4%



		Prescription opioids

		128

		180

		



		

		

		

		



		Non-Opioids



		Methamphetamine

		264

		376

		



		Benzodiazepines

		89

		168

		



		Alcohol

		79

		97

		



		Cocaine

		52

		86

		



		Diphenhydramine

		24

		34

		



		Gabapentin

		23

		45

		



		Kratom

		16

		24

		



		Amphetamine*

		8

		30

		↑ 275.0%



		Polysubstance Abuse



		Opioid + Stimulants

		125

		210

		



		Opioid + Benzos

		76

		149

		



		Opioid + Alcohol

		58

		71

		





*Only statistically significant differences between 2019 and 2020 rates are included in this table. Source: SUDORS Statewide 2019–2020 report and 2020 regional reports. Overdose deaths were limited to Nevada resident deaths that occurred in Nevada with the underlying cause of death reported as X40–X44 or Y10–Y14. Data completeness is dependent on information documented at time of death. 

Other Substances Contributing to Overdose Deaths

There has also been an increase in overdose deaths related to multiple substances. According to the CDC, although deaths involving only prescription opioids declined between 2017 (276) and 2018 (235), heroininvolved deaths and those involving synthetic opioids other than methadone (mainly fentanyl and fentanyl analogs) remained stable, with 
108 heroin deaths and 85 synthetic opioid deaths in 2018.[footnoteRef:59] However, from 2019 to 2020, overdose deaths involving one or more substances increased by 16% (from 263 to 473 overdoses).[footnoteRef:60] Overdoses due to stimulants and one or more other substances increased by 17% (147 to 248), with overdose deaths due to opioid and one or more substances increasing by only 4% (228 to 419), controlling for population growth. [59:  Wilson, N., Mbabazi, K., Puja, S., “Drug and Opioid-Involved Overdose Deaths — United States, 2017–2018,” MMWR Morb Mortal Wkly Rep, Volume 69 (2020), pp. 290–297. Available at: https://www.cdc.gov/mmwr/volumes/69/wr/mm6911a4.htm]  [60:  Nevada State Opioid Response. Nevada State Unintentional Drug Overdose Reporting System Polysubstance Report, 2019-2020 — Statewide. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors-polysubstance-report-2019-2020.pdf] 


There was an increase in overdose deaths involving both an opioid and a stimulant of one person per 100,000 in the Rural Behavioral Health Region and an increase from 0 to 7 people per 100,000 in the Southern Region from 2019–2020.[footnoteRef:61] Clark County saw an 80% increase (3.8 to 6.8) while the Washoe Region reported a 21% increase (6.7 to 8.1), with percentages controlling for population growth.[footnoteRef:62] [61:  Ibid.]  [62:  Ibid.] 


Unintentional overdose deaths involving multiple substances that include fentanyl and benzodiazepines saw a significant increase from 20 deaths in 2019 to 83 deaths in 2020.[footnoteRef:63] Clark is the only behavioral health region that reported a similar increase in opioid and benzodiazepine overdose deaths from 2019 (39 deaths) to 2020 (101 deaths). Otherwise, polysubstance overdoses involving benzodiazepines remained relatively stable statewide.  [63:  Ibid. ] 


Routes of Drug Administration

The routes of drug administration used by Nevadans who died of an overdose should also be discussed to inform targeted prevention and harm reduction efforts. In 2020, the most common route of administration used in drugrelated overdose deaths was ingestion. The percentage of overdose deaths involving ingestion rose from 43.1% in 2019 to 44.4% in 2020.[footnoteRef:64],[footnoteRef:65] The second most common route was smoking, which accounted for 21.0% of deaths in 2020. Snorting/sniffingrelated overdose deaths increased by 215.4% between 2019 and 2020 from 26 deaths in 2019 to 82 in 2020.  [64:  Note that the total number of overdoses in 2019 was 510 and in 2020 it was 788, therefore comparisons of the significance of the percent of increase should be interpreted with caution.]  [65:  State of Nevada Department of Health and Human Services. Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 2020 — Statewide. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf ] 


[bookmark: _Toc107240660][bookmark: _Toc115957503][bookmark: _Toc120620411]Population Characteristics of Overdose Cases

Youth

As shown in Table 4.5, overdoses among the under 24yearold population increased dramatically between 2019 and 2020. Overdose deaths among individuals under the age of 18 years increased from two deaths to 13 deaths (a 550% increase) and from 36 deaths to 93 deaths among those aged 18 years–24 years (a 158% increase).

Racial/Ethnic Disparities

[bookmark: _Int_CQwGjtis]Evidence clearly shows that Black, Indigenous, and other people of color who use drugs or have SUDs experience disproportionately negative outcomes due to discriminatory systemic policies and practices. For example, people of color have less access to evidencebased treatment, receive lower quality of care, and are more likely to be punished for their substance use, compared to white people. In 2020, Nevada's diverse population included people who are Hispanic and Latino (28.7%), Black and African American (12.1%), Asian (11.4%), American Indian and Alaska Native (3.4%), and Native Hawaiian and Other Pacific Islander (1.7%), among others. [footnoteRef:66] Nevada is also home to many immigrants. In 2018, immigrants comprised nearly 20% of Nevada's population, half of whom were naturalized 
US citizens. Approximately 210,000 people in Nevada lacked a legal immigration status in 2016. 9% of individuals under the age of 65 years have disabilities, over 12% live in poverty, over 30% speak a language other than English at home, and 11% are uninsured, all of which are characteristics that also make the experience of health disparities more likely. [66:  State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020. ] 


Nevada has 27 federally recognized tribes, each with separate reservations or colonies, and 97% of which are rural.[footnoteRef:67] American Indian/Alaskan Native (AI/AN) make up 1.2% of Nevada’s population and experience a variety of risk factors for disparities in SUDs and treatment, including higher unemployment, lower fouryear high school graduation rates, and lower annual household income. According to United States Census Bureau aggregate data (2015–2019), the median income among those living on tribal lands is lower, and unemployment rates and poverty rates are higher compared to Nevada overall. [67:  Ibid. ] 


The overdose death rates for AI/AN people in Nevada (14.0 per 100,000) were higher than that of Hispanic (6.3 per 100,000) or Asian/Pacific Islander (3.2 per 100,000) Nevadans. From 2015–2020 negative health consequences and substance use rates among AI/AN people in Nevada were consistently high.[footnoteRef:68]  [68:  Nevada Center for the Application of Substance Abuse Technologies, Nevada State Opioid Response, and Nevada Department of Health and Human Services. Nevada State Opioid Response Grant II, Year 1: September 20, 2020–September 29, 2021, Annual Performance Progress Report, 2021.] 


As shown in Table 4.5, from 2019–2020, the statewide percentage of drug-related fatal overdoses increased by 119.7% for Hispanic populations and 43.7% for white populations.[footnoteRef:69] The majority of unintentional drug-related overdoses in Nevada in 2019 and 2020 occurred in white men, 25 years–64 years of age, with a high school diploma.  [69:  State of Nevada Department of Health and Human Services, Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 2020 – Statewide 2020. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf] 


It is also important to note that while the rate of growth of the Hispanic population is projected to be 21% from 2021 to 2031 (more than twice that of the overall population [9.3%]),[footnoteRef:70] overdose deaths for this population have seen a statistically significant increase beyond that of people of Asian and Black races/ethnicities. The percentage of drugrelated overdose deaths in people of Hispanic origin has increased by 120% from 2019 to 2020, and by 227% for fentanylrelated deaths. No other race/ethnicity categories have shown such a significant increase.[footnoteRef:71]  [70:  Griswold, T., Packham, J., Warner, J., & Etchegoyhen, L. Nevada rural and frontier health data book – tenth edition. University of Nevada, Reno, 2021.]  [71:  Larson Institute/Nevada Overdose to Action. 2020 Hispanic/Latinx Overdose, 2021.] 




Table 4.5. Statewide Drug-Related Overdose Death Demographics[footnoteRef:72]  [72:  See Note 67 above.] 


		Demographics

		2019 Counts

		2020 Counts

		Significant Relative Percentage Changes*



		Sex



		Male 

		326

		538

		



		Female 

		184

		250

		



		Race/Ethnicity



		Asian/Pacific Islander

		18

		19

		



		Black (non-Hispanic)

		72

		107

		



		Hispanic

		66

		145

		↑ 119.7%



		White

		343

		493

		↑ 43.7%



		Other

		5

		9

		



		Age



		<18 years

		2

		13

		↑ 550.0%



		18 years–24 years

		36

		93

		↑ 158.3%



		25 years–34 years

		83

		149

		



		35 years–44 years

		99

		144

		



		45 years–54 years

		120

		158

		



		55 years–64 years

		126

		162

		



		65+ years

		44

		69

		



		Education



		Less than high school

		66

		118

		



		High school/GED

		271

		391

		



		Some college

		56

		101

		



		Associates

		31

		62

		



		Bachelors

		32

		47

		



		Masters/Doctorate

		9

		9

		





*Only statistically significant differences between 2019 and 2020 rates are included in this table. Source: SUDORS Statewide 2019–2020 report and 2020 regional reports. Overdose deaths were limited to Nevada resident deaths that occurred in Nevada with the underlying cause of death reported as X40–X44 or Y10–Y14. Data completeness is dependent on information documented at time of death.

[bookmark: _Toc107240661][bookmark: _Toc115957504][bookmark: _Toc120620412]Geography of Overdose Fatalities

Statewide and Regional Overdose Fatalities

From 2019–2020, the State experienced a 55% increase in drugrelated overdose deaths, with overdose deaths attributable to opioids increasing by 76%. In 2020, 788 drugrelated overdose deaths occurred, as shown in Table 4.6. Of those deaths, 65.2% were attributable to opioids.[footnoteRef:73]   [73:  State of Nevada Department of Health and Human Services, Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 2020 – Statewide 2020. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf] 


In the Northern Behavioral Health Region[footnoteRef:74] of the state, opioids were listed as the cause of death for 61% of overdose deaths and 67% of overdose deaths in the Southern Behavioral Health Region.[footnoteRef:75]  [74:  Includes the following counties: Washoe, Carson City, Storey, Douglas, Lyon, Churchill, Mineral, Esmeralda, Lincoln, Humboldt, Pershing, Lander, Eureka, Elko]  [75:  Includes the following counties: Clark, Nye, White Pine] 


Table 4.6. State and Regional-Level Drug-Related Overdose Death Rates

		

		2019

		2020

		Percentage Change



		State-Level



		Drug-related overdose deaths

		510

		788

		↑ by 55%*



		Overdose deaths attributable to opioids

		292

		514

		↑ by 76%*



		Region-Level: Northern



		Drug-related overdose deaths

		172

		219

		↑ by 27%



		Overdose deaths attributable to opioids

		104

		133

		↑ by 28%



		Region-Level: Southern



		Drug-related overdose deaths

		338

		569

		↑ by 68%*



		Overdose deaths attributable to opioids

		188

		381

		↑ by 103%*





*Indicates statistically significant difference between 2019 and 2020. Source: SUDORS Statewide 2019–2020 report and 2020 regional reports. Overdose deaths were limited to Nevada resident deaths that occurred in Nevada with the underlying cause of death reported as X40–X44 or Y10–Y14. Data completeness is dependent on information documented at time of death.

County-Level Overdose Fatalities

The University of Nevada, Reno School of Medicine, published the tenth edition of the Nevada Rural and Frontier Health Data Book in February 2021. This health data book categorizes Nevada counties as urban, rural, or frontier using the Nevada State Office of Rural Health’s guidance.[footnoteRef:76] [76:  University of Nevada, Reno School of Medicine, Nevada Rural and Frontier Health Data Book, 2021.] 


Of the 17 counties within Nevada, three counties are classified as urban (Carson City, Clark County, and Washoe County); another three are classified as rural (Douglas County, Lyon County, and Storey County); and the other 11 counties are classified as frontier. This means over half of the counties (64.7%) within Nevada are considered frontier. While 90.9% of Nevada’s population resides in urban areas, 13.1% of the state’s land, the remaining 9.1% of the population lives in rural or frontier counties, which spans 86.9% of the state’s land, approximately 95,431 square miles. 

With almost 9.1% of the population in rural or frontier counties, the State faces many challenges when it comes to ensuring access to resources and treatment in these areas, due to unique populations with specific needs. Rural and frontier counties tend to have older populations than urban counties, which generally results in a greater risk of death and disability within those counties. These counties also have a higher percentage of Nevadaborn residents, at approximately 27.7% compared to 26.3% in urban counties. 

While 75.5% of the population in rural and frontier counties is white, 17.3% of the population in these counties is Hispanic. Approximately 13.8% of the Nevada veteran population live in rural and frontier counties. Approximately 26.5% of the current prison population are incarcerated in rural or frontier counties. Income also tends to be lower in rural and frontier counties. In 2019, the average per capita income for rural and frontier counties was lower than that of urban counties by more than $6,000 dollars per year ($47,990 versus $54,879). 

The frontier counties of Mineral, Lincoln, Eureka, and Esmeralda, and the rural county of Storey, have the smallest populations (less than 5,000 persons) in Nevada. Lincoln County’s opioidrelated overdose death rate was 19.3 per 100,000 in 2020, one of the highest rates in Nevada. Due to low populations, the rate of opioidrelated overdose death rates could not be reported for Storey, Eureka, and Esmeralda Counties (see Table 4.7).[footnoteRef:77] Of the remaining frontier counties, Douglas, Humboldt, Pershing, and Lander Counties all reported increases in the rate of opioidrelated drug overdoses in 2020.  [77:  State of Nevada Department of Health and Human Services. Suspected Nevada Drug Overdose Surveillance Monthly Report, January 2022: Statewide Report. ] 


The three urban counties are home to over 90% of the population. Clark County is the largest urban county, by far, with a population of a little over 2.2 million persons. Although Carson City experienced a decrease in the rate of opioid-related overdose deaths, Clark and Washoe Counties experienced increases. 

[bookmark: _Int_rU1p8oTZ]Rates of drugrelated and opioidrelated overdoses increased in nine of the 12 counties with reportable rates from 2019 to 2020, as seen in Table 4.7 below. Douglas, Elko, and Nye Counties experienced increases by at least 10 deaths per 100,000 in 2020. While the change in rate from 2019 to 2020 cannot be calculated for Lander, Lincoln, and Pershing Counties, due to the 2019 rate of zero or too low to report, it can be inferred that the rates have significantly increased because 2020 data are above zero and reportable.



Table 4.7. Drug-Related and Opioid-Related Overdose Death Rates[footnoteRef:78] [78:  State of Nevada Department of Health and Human Services, Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 2020 – Statewide 2020. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf ] 


		County

		Drug-Related Overdose Death Rates

		Opioid-Related Overdose Death Rates



		

		2019

		2020

		Change

		2019

		2020

		Change



		Carson City

		26.6

		19.5

		↓ 7.1 

		16.0

		8.8

		↓   7.2



		Churchill

		23.3

		19.3

		↓ 4.0

		19.4

		15.5

		↓   3.9



		Clark

		19.2

		24.5

		↑ 5.3

		11.0

		16.6

		↑   5.6



		Douglas

		14.2

		20.1

		↑ 5.9

		5.1

		18.1

		↑  13.0



		Elko

		5.5

		12.7

		↑ 7.2

		1.8

		12.7

		↑ 10.9



		Esmeralda

		—

		—

		—

		—

		—

		—



		Eureka

		—

		—

		—

		—

		—

		—



		Humboldt

		29.3

		17.6

		↓ 11.7

		11.7

		17.6

		↑   5.9



		Lander

		—

		33.4

		↑*

		—

		33.4

		↑*



		Lincoln

		—

		19.3

		↑*

		—

		19.3

		↑*



		Lyon

		33.4

		20.7

		↓ 12.7

		21.1

		12.1

		↓  9.0



		Mineral

		21.7

		—

		↓*

		21.7

		—

		↓*



		Nye

		22.7

		26.6

		↑ 3.9

		10.3

		20.5

		↑ 10.2



		Pershing

		—

		14.4

		↑*

		—

		14.4

		↑*



		Storey

		—

		—

		—

		—

		—

		—



		Washoe

		27.9

		31.9

		↑ 4.0

		16.8

		22.1

		↑   5.3



		White Pine

		28.3

		28.4

		↑ 0.1

		18.8

		9.5

		↓  9.3





Source: Suspected Nevada Drug Overdose Surveillance Monthly Report January 2022, Statewide Report. Data include accidental poisonings, intentional selfpoisonings, and assault by drug poisonings, and drug poisoning of undetermined intent for drugrelated overdose deaths and where any of the following opioidrelated substances contributed to the cause of death: opium, heroin, natural and semisynthetic opioids, methadone, synthetic opioids, and other/unspecified opioids.

Note: “—” indicates data where the rate may be 0 or was suppressed due to low counts. “*” indicates a change in the rate could not be calculated

[bookmark: _Toc107240662][bookmark: _Toc115957505][bookmark: _Toc120620413][bookmark: _Toc96963971][bookmark: _Toc97911310]Availability of Opioids and Other Drugs 

Polysubstance use in Nevada has been on the rise from 2019 to 2020. [footnoteRef:79] The Nevada HIDTA found several polysubstance issues when reviewing both drug trafficking and use in the state.[footnoteRef:80] The HIDTA notes various combinations of fentanyl available. The most common combination reported was fentanyllaced pills combined with oxycodone, as well as fentanyllaced pills combined with Xanax. According to the DEA 2020 National Drug Threat Assessment, illicit fentanyl presents a major concern in the ongoing opioid crisis in the United States. The National Drug Helpline placed Nevada on "red alert" status for increased risk of death from overdose, and in April of 2022, the DEA released a letter warning states of mass overdose events caused by fentanyllaced drugs which the victims did not know contained fentanyl. [79:  Nevada State Opioid Response. Nevada State Unintentional Drug Overdose Reporting System Polysubstance Report, 2019-2020 — Statewide. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors-polysubstance-report-2019-2020.pdf ]  [80:  Nevada HIDTA Investigative Support Center. 2021 Threat Assessment, 2021.] 


Stimulants

Methamphetamine is in abundant supply due to the low cost of making the drug. Although the overall rate of methamphetamine arrests accounted for 61% of all drug-related arrests in Las Vegas, these arrests declined by 11% from 2019 to 2020.[footnoteRef:81] As evident in Table 4.2, methamphetamine use in Nevada is estimated to be higher than national estimates. [81:  Ibid.] 


The age range accounting for most of the methamphetaminerelated arrests were adults aged 25 years–34 years, followed closely by adults aged 35 years–44 years. Data received from both the Clark County Office of the Coroner/Medical Examiner and the Washoe County Regional Medical Examiner’s Office indicate that methamphetamine is still the most prevalent illicit drug encountered in overdose deaths, followed by fentanyl in 2020. They also indicate that heroin, cocaine, and methylenedioxymethamphetamine were attributed to increases in overdose deaths. 

Geography Contributing to Availability

The geography of Nevada and the surrounding areas contribute to the availability and distribution of opioids. Nevada has primarily desert landscape with many mountain ranges. The large expanse of the interstate highway through frontier and rural areas provides a direct route for drug traffickers to move and sell drugs. Highways have minimal traffic which allow for transportation of narcotics on interstates that connect to California, Utah, Arizona, and other areas on less traveled transportation routes. 

In addition, Las Vegas presents a unique challenge with its high occurrence of gaming, money laundering, and drug trafficking. Initially, the PHE slowed the pace of drug trafficking into the United States. However, the threat of illicit drugs, including the rates of overdoses, persisted as traffickers adapted and as drug compositions like fentanyl became more potent. Additionally, during the lockdown, drug dealers were able to turn to the dark web to sell and purchase drugs and other illicit commodities. 

Many of the substances coming into the state originate in Mexico and are brought across the border with personal and commercial vehicles. Mexican drug trafficking organizations continue to be the predominant source of supply for the primary substance types in Nevada. It is anticipated that the Mexican drug trafficking organizations in Nevada will continue to utilize violence to expand and maintain their operations and control within an area.

Technology Contributing to Availability

As drug traffickers become more technologically wellinformed, the use of the dark web for drug trafficking will become more common and increase access to illegal substances. Other methods of drug trafficking that continue to become increasingly common include Snapchat and Instagram, particularly for fentanyllaced pills.Gaps in Opioid Data

• Reports indicating duplication of individuals and appropriateness of prescribing in the PDMP

• PDMP reporting for other drugs that are being coprescribed along with opioids, such as gabapentin

• Singlepoint of informationgathering for comprehensive aspects of Nevadabased opioid data, including other commonly cooccurring substances

• Demographicbased reports indicating characteristics of people more likely to receive aberrant prescriptions for opioids 

• Race/ethnicity data and indicators of membership in special populations in all opioidrelated data (special populations include veterans, homeless population, pregnant women, youth, LGBTQ+, juvenile justice, and children in the child welfare system)

a) 





[bookmark: _Toc107240664][bookmark: _Toc115957506][bookmark: _Toc120620414]SUD and Co-Occurring Behavioral Health and Comorbid Physical Health Conditions

Co-Occurring Behavioral Health Disorders

Co-occurring mental illness and OUDs are common in both adults and children.[footnoteRef:82] It is unclear whether the comorbidity of the conditions results from common risk factors for both, from mental illness increasing the likelihood of developing OUD (such as through selfmedication of symptoms), or from substance use contributing to mental illness through physiological changes. Roughly half of the people who have a mental illness can expect to develop a SUD in the future, and about half of those with SUDs can expect to develop a mental illness.[footnoteRef:83]   [82:  National Institute on Drug Abuse. Part 1: The Connection Between Substance Use Disorders and Mental Illness, 2021. Retrieved from https://nida.nih.gov/publications/research-reports/common-comorbidities-substance-use-disorders/part-1-connection-between-substance-use-disorders-mental-illness   ]  [83:  Ibid.  ] 


Although less often studied, comorbidity appears to be high between opioids and both anxiety and stressrelated disorders and major depression. Numerous studies have found a higher chance of comorbidity with mental health diagnoses among people with OUDs than those without. One study reported that more than half of the annual opioid prescriptions across the country are given to individuals with depression or anxiety. Additionally, people suffering from mental health disorders are more likely to use opioids in the longterm. SAMHSA reports that over a third of people who seek treatment for opioid use have a cooccurring mental health diagnosis. 

As many as 43% of people with an OUD who are in treatment for the OUD also have symptoms of another mental health disorder such as anxiety or depression.[footnoteRef:84] Comorbidities can affect treatment and prognosis, as well as risk for disorders. People who have bipolar disorder in particular experience more difficulty with recovery; and groups with anxiety, depression, and bipolar disorder all experience more significant physical and psychological symptoms than do people without a comorbid mental health diagnosis.[footnoteRef:85] Conversely, having a mental disorder (e.g., personality disorder, mental illness, or another SUD) greatly increases the risk of nonmedical opioid use. People who have both an OUD and a comorbid mental health condition are at higher risk of selfharm, especially when they have previously experienced trauma. [84:  Goldner EM, Lusted A, Roerecke M, Rehm J, & Fischer B. “Prevalence of Axis-1 psychiatric (with focus on depression and anxiety) disorder and symptomatology among non-medical prescription opioid users in substance use treatment: systematic review and meta-analyses,” Addict Behav, Volume 39 Issue 3 (2014), pp. 520–531.]  [85:  Zhu, Y., Mooney, L.J., Yoo, C., Evans, E.A., Kelleghan, A., Saxon, A.J., Curtis, M.E., & Hser, Y. “Psychiatric comorbidity and treatment outcomes in patients with opioid use disorder: Results from a multisite trial of buprenorphine-naloxone and methadone,” Drug Alcohol Dependence, Volume 228 (2021).] 


A national crosssectional study found that approximately 19% of adults with a behavioral health disorder also used opioids, and 16% of individuals who have a behavioral health disorder receive over half of all opioids prescribed in the US in 2017.[footnoteRef:86]  [86:  Davis, M.A., Lin, L.A., Liu, H. & Sites, B.D. “Prescription opioid use among adults with mental health disorders in the United States,” Journal of the American Board of Family Medicine, Volume 30 Issue 4 (2017), pp. 407–417. ] 


In 2020, approximately 34.5% of individuals who died due to a drugrelated overdose in Nevada had a cooccurring mental health problem.[footnoteRef:87] Of the drugrelated overdose deaths of people of Hispanic origin, 25% reported a prior mental health problem while 7% reported a non-alcohol-related substance use issue.[footnoteRef:88]  [87:  Nevada State Opioid Response, Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 2020 – Statewide. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf]  [88:  Larson Institute/Nevada Overdose to Action. 2020 Hispanic/Latinx Overdose, 2021.] 


Washoe County Mental Health court reported that 86% of mental health court participants had a cooccurring SUD, which is consistent with the estimate that 75% of Nevada’s mentally ill offenders have cooccurring mental health and SUDs.[footnoteRef:89] While data are available indicating whether a cooccurring mental health condition was present, information is limited on the types of behavioral health conditions, and the demographics of those individuals are not available. This is primarily due to how overdose deaths are reported. [89:  State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020. ] 


Suicide

As of 2019, Nevada ranked seventh in the nation for the highest number of suicides, with a rate of 19.8 per 100,000 persons.[footnoteRef:90] Over 600 people die by suicide each year in Nevada, with approximately 12% occurring in youth.  [90:  State of Nevada Department of Health and Human Services: Office of Analytics, Youth Suicide: Behaviors and Circumstances, Nevada 2020, February 2022. Available at: https://dhhs.nv.gov/uploadedFiles/dhhsnvgov/content/Programs/Office_of_Analytics/Youth%20Suicide%20Behaviors%20and%20Circumstances%20Nevada%202020.pdf] 


There is limited data available for suicides that involve drugs, particularly opioid overdoses. Information about death from suicide can often be challenging due to the variation in methods hospitals use for medical record documentation. 

SUDORS data demonstrates that in 2020, 9.9% of those who died due to a drugrelated overdose had a history of suicidal thoughts, plans, or attempts, and 6.1% had a history of attempting suicide.[footnoteRef:91] In 2019, suicide was the leading cause of death for those ages 10 years–17 years, and the second leading cause of death for those ages 18 years–24 years.[footnoteRef:92] From 2017 to 2020, youth suicide rates were highest in males (75.3%), occurring mostly in white and Hispanic populations (46.8% and 28.6%, respectively).  [91:  State of Nevada Department of Health and Human Services, Nevada State Unintentional Drug Overdose Reporting: Report of Deaths 2019 to 2020 – Statewide. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf]  [92:  See Note 88 above.] 


Suicide ranks as the ninth primary cause of death among veterans in the United States. Approximately 2% of veteran deaths in Nevada were due to suicide between 2017 and 2020.[footnoteRef:93] From 2016 to 2020, about 88% of veterans who died by suicide were white, 5% were Black, and 3% were Hispanic. Veteran suicides are occurring at the highest rate among individuals 20 years–34 years of age. SUDORS data indicated that 6.6% of drugrelated overdose deaths occurred in activeduty military members or veterans, although the delineation between active and veteran cannot be delineated due to the method of data capture.  [93:  State of Nevada Department of Health and Human Services, Office of Analytics, Special Surveillance Report Veteran Suicide, November 2021. Available at: https://dhhs.nv.gov/uploadedFiles/dhhsnvgov/content/Programs/Office_of_Analytics/Veteran%20Suicide%20Report%20November%202021.pdf] 


In 2019, the National Institute on Drug Abuse and the National Institute of Mental Health collaborated to highlight the relationship between suicide deaths and the opioid crisis and called for collaborative care models to treat people for both OUD and cooccurring mental illness. Nevada’s consistently high rankings for suicide deaths underscores the need to attend to both.

Co-Occurring SUDs

As noted previously, polysubstance use in Nevada has been on the rise from 2019 to 2020. Overdose deaths involving one or more substances increased by 16%, with substances including opioid and one or more substances having increased by 4%, and stimulants and one or more other substances having increased by 17%.[footnoteRef:94]  [94:  Nevada State Opioid Response. Nevada State Unintentional Drug Overdose Reporting System Polysubstance Report, 2019-2020 — Statewide. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors-polysubstance-report-2019-2020.pdf ] 


[bookmark: _Int_WAWGxOO8]Nevada recognized the need to address polysubstance use as part of its response to the opioid crisis. The Las Vegas-based Eighth Judicial Medication-Assisted Treatment (MAT) Reentry Court has expanded the population they can serve with State Opioid Response (SOR) II funds, allowing them to enroll individuals with a stimulant use disorder into the program. The first client was admitted into this program in March 2021.[footnoteRef:95]  [95:  Nevada Center for the Application of Substance Abuse Technologies, Nevada State Opioid Response, and Nevada Department of Health and Human Services, Nevada State Opioid Response Grant II, Year 1: September 20, 2020-September 29, 2021, Annual Performance Progress Report, 2021. ] 


The need for additional treatment options for polysubstance use persists. Although initial steps have been taken, an additional review of existing treatment options for best practices for those using multiple substances will assist in improved treatment options and outcomes. Gold standard options for treatment of opioids, such as MAT, do not address the additional needs of individuals with methamphetamine or other addictions, which will need to be addressed simultaneously during treatment.

Physical Health Comorbidities

SUD is often accompanied by physical health conditions. The National Institute of Drug Abuse found that chronic pain conditions, cancer, and heart disease are common physical health disorders in those with SUDs.[footnoteRef:96] Chronic pain conditions, tobacco use, and infectious disease are strong contributors to SUDs, especially OUD. [96:  National Institute on Drug Abuse. Common Comorbidities with Substance Use Disorders Research Report, 2020. ] 


Chronic Conditions

The CDC found that individuals with chronic conditions who experience chronic pain (e.g., cancer, stroke, asthma, and obesity) have a higher likelihood of receiving one or more opioid prescriptions and, therefore, are at a higher risk of developing an OUD.[footnoteRef:97] In fact, patients with two or more chronic conditions accounted for over 90% of opioidrelated hospitalizations from 2011 to 2015.[footnoteRef:98]  [97:  Rajbhandari-Thapa J, Zhang D, Padilla HM, Chung SR. “Opioid-Related Hospitalization and Its Association with Chronic Diseases: Findings from the National Inpatient Sample, 2011–2015,” Prev Chronic Dis, Volume 16 (2019).]  [98:  US Department of Labor, “Risk Factors for Opioid Misuse, Addiction, and Overdose.” Available at: https://www.dol.gov/agencies/owcp/opioids/riskfactors] 


More than 30% of individuals in the US have some form of an acute or chronic pain disorder.[footnoteRef:99] Approximately 10% of people with chronic pain disorders misuse prescription opioids.[footnoteRef:100] The Nevada DHHS Office of Analytics PDMP Dashboard provides the Top 10 ICD10 diagnoses in which an opioid was prescribed for less than 30 days, greater than 
90 days, and 30 days–90 days. As depicted in the PDMP Dashboard (Table 4.8 below), chronic pain disorders (e.g., dorsalgia, nerve pain, joint/muscle pain) are the top diagnoses for opioid prescriptions.[footnoteRef:101] Chronic pain conditions can also be exacerbated by behavioral health conditions, such as depression and anxiety,[footnoteRef:102] which increases a person’s risk for developing SUD.  [99:  Longo, D. “Opioid Abuse in Chronic Pain – Misconceptions and Mitigation Strategies,” New England Journal of Medicine, Issue 374 (2016), pp. 1253–1263. Available at: https://www.nejm.org/doi/pdf/10.1056/NEJMra1507771?articleTools=true     ]  [100:  National Institute on Drug Abuse, Common Comorbidities with Substance Use Disorders Research Report, accessed February 2022. Available at: https://nida.nih.gov/publications/research-reports/common-comorbidities-substance-use-disorders/part-2-co-occurring-substance-use-disorder-physical-comorbidities]  [101:  State of Nevada Department of Health and Human Services Office of Analytics, Nevada Prescription Drug Monitoring Program Nevada 2017–2022. Available at: https://app.powerbigov.us/view?r=eyJrIjoiYjgyYzkyMzctNDg0OS00ZGY1LWJiMWYtM2E0NDlkZjI0MmEyIiwidCI6ImU0YTM0MGU2LWI4OWUtNGU2OC04ZWFhLTE1NDRkMjcwMzk4MCJ9]  [102:  National Institute on Drug Abuse, Common Comorbidities with Substance Use Disorders Research Report, 2020. ] 














Table 4.8 Top 10 Diagnoses for Opioid Prescriptions with Supplies less than 30 Days, Greater than 90 Days, and 30 Days–90 Days[footnoteRef:103] [103:  State of Nevada Department of Health and Human Services Prescription Drug Monitoring Program Dashboard, data for 2021. Available at: https://modi-dark.talusanalytics.com/resource/nevada-prescription-drug-monitoring-dashboard/] 


		Less than 30 Days

		Greater than 90 Days

		30 Days–90 Days



		• Diseases of the nervous system, pain not elsewhere classified

• Dorsalgia

• Other joint disorder, not elsewhere classified

• Thoracic, thoracolumbar, and lumbosacral intervertebral disc disorders

• Dental caries

• Spondylosis

• Diseases of pulp and periapical tissues

• Pain, unspecified

• Abdominal and pelvic pain

• Opioid-related disorders

		• Dorsalgia

• Other joint disorder, not elsewhere classified

• Thoracic, thoracolumbar, and lumbosacral intervertebral disc disorders

• Diseases of the nervous system, pain not elsewhere classified

• Migraine

• Neuralgia

• Other and unspecified osteoarthritis

• Spondylosis

• Other spondylopathies

• Polyosteoarthritis

		• Dorsalgia

• Thoracic, thoracolumbar, and lumbosacral intervertebral disc disorders

• Spondylosis

• Diseases of the nervous system, pain not elsewhere classified

• Other joint disorder, not elsewhere classified

• Intraoperative and postprocedural complications and disorders of musculoskeletal system, not elsewhere classified

• Cervical disc disorder with radiculopathy, unspecified cervical region

• Other spondylopathies

• Neuralgia

• Osteoarthritis of knee







Viral Infections

Individuals suffering from OUD who inject or administer drugs intravenously have a high rate of transmission and contraction of viruses such as hepatitis C, hepatitis B, and HIV. These viruses are often found in the OUD population.[footnoteRef:104] A recent Nevada report on HIV indicated that, in 2020, there were 15 new cases of HIV through injection drug use and 14 new cases through injection drug use combined with maletomale sexual contact (MSM), most of which occurred in Clark County.[footnoteRef:105] Additionally, 754 Nevadans are known to be living with HIV transmitted through injection drug use, and 755 through MSM and injection drug use. [104:  Centers for Disease Control and Prevention, “Persons who Inject Drugs: Infections Diseases, Opioids, and Injection Drug Use.” Available at: https://www.cdc.gov/pwid/opioid-use.html#:~:text=A%20deadly%20consequence%20of%20the,cause%20heart%20infections%20(endocarditis%20). ]  [105:  State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health, Office of HIV and Office of Analytics, Nevada 2020 HIV Fast Facts, 2020  ] 


Hepatitis is a viral inflammatory disorder that often involves pain. Individuals with untreated hepatitis C may experience joint pain, and those with hepatitis B may experience joint and abdominal pain. Individuals who contract HIV may also experience joint and muscle pain due to inflammation. Therefore, not only are people who use opioids through injection or intravenously at risk for contracting these diseases, but chronic pain associated with the diseases increases the likelihood of opioid misuse. 

Bacterial Infections

In the July 2017 edition of the CDC’s Morbidity and Mortality Weekly Report, the CDC studied the bacterial and fungal infections of persons who inject or use drugs intravenously in Western New York, an area with a high rate of opioid overdoses.[footnoteRef:106] Bacterial and fungal infections, such as infective endocarditis, osteomyelitis, pneumonia, empyema, septic arthritis infections, central nervous system abscesses, and skin and soft tissue infections are associated with SUDs.[footnoteRef:107] Approximately 74% of the opioid users included in the study had infections in the skin and soft tissue. Approximately 24% of the people who use opioids with these types of infections were hospitalized for at least 30 days.[footnoteRef:108] Data limitations of the study include an underestimate of bacterial and fungal infections because some individuals do not seek care; therefore, there is a lack of outpatient visit information. For those who do seek care, medical records do not always specify the route of drug administration.  [106:  Hartnett, K., Jackson, K., et al., “Bacterial and Fungal Infections in Persons Who Inject Drugs – Western New York, 2017” MMWR Morb Mortal Wkly Rep, Volume 68 Issue 26 (2019), pp. 583–586. Available at: https://www.cdc.gov/mmwr/volumes/68/wr/pdfs/mm6826a2-H.pdf]  [107:  McCarthy, N., Baggs, J., See, I., Reddy, S.C., Jernigan, J.A., Gokhale, R.H. & Fiore, A.A. “Bacterial Infections Associated with Substance Use Disorders, Large Cohort of United States Hospitals, 2012–2017.” Clinical Infectious Diseases, Volume 71 Issue 7 (2020), pp. e37–e44. Available at:  https://academic.oup.com/cid/article/71/7/e37/5697426 ]  [108:  Ibid. ] 


[bookmark: _Int_idT6MhVW]While not specific to Nevada, the study provides insight into the type of infections that could develop, interventions that could help to avoid these types of infections, and the cost of care that is associated with these infections. The CDC notes that although the study is limited to a small population, that does not lessen the point that these skin and tissue infections could be prevented by using proper hand hygiene and cleaning the site prior to injection. Education regarding hygiene and safe equipment could have a positive impact on these rates. 

Also in Nevada, the number of annual cases of congenital syphilis, another bacterial infection commonly associated with injection drug use, has risen by 12%[footnoteRef:109] between 2019[footnoteRef:110] 
(114.7 per 100,000 live births) and 2020[footnoteRef:111] (131.2 per 100,000 live births). Nevada has consistently ranked fourth in the nation for rates of reported congenital syphilis in 2019 and 2020. [109:  Casado, F. “Cases of babies born with syphilis rise in Nevada in 2020.” Kolo TV, April 19, 2022, accessed May 2, 2022. Available at: https://www.kolotv.com/2022/04/19/cases-babies-born-with-syphilis-rise-nevada/]  [110:  Centers for Disease Control and Prevention, “Sexually Transmitted Disease Surveillance 2019, Table 40. Congenital Syphilis — Reported Cases and Rates of Reported Cases by State, Ranked by Rates, United States, 2019.” Available at: https://www.cdc.gov/std/statistics/2019/tables/40.htm]  [111:  Centers for Disease Control and Prevention, “Sexually Transmitted Disease Surveillance 2020, Table 20. Congenital Syphilis — Reported Cases and Rates of Reported Cases by State, Ranked by Rates, United States, 2020.” Available at: https://www.cdc.gov/std/statistics/2020/tables/20.htm] 




Gaps Related to SUD and Co-Occurring Behavioral and Physical Health Conditions

• Data that accurately capture cooccurring behavioral health and physical health conditions within Nevada’s OUD population

• Zero Suicide Initiative is progressing, but still lacking in sufficient training on suicide signs, risk factors, and evidencebased interventions applicable to suicide and substance use. Efforts are needed in the school system, for parents, for law enforcement, and for other community partners

• Data on health outcomes, especially longitudinal data stratified according to population characteristics

• Data on cooccurring substance use and treatment access for individuals using multiple substances

Capacity for crisis intervention in the community rather than in EDs and inpatient settings
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[bookmark: _Toc120620415]COVID-19 PHE Impact

The data presented in this report are as current as available and, therefore, include data collected during the COVID19 PHE. The impact of COVID19 on the opioid epidemic is mixed, with significant increases in overdoses and overdose deaths across the country, and yet reports of less substance use during the PHE per the 2020 NSDUH.[footnoteRef:112] The NSDUH demonstrates that rising numbers during the PHE are not necessarily due to increasing use among those already using opioids. Figure 5 shows that most respondents reported using drugs other than alcohol about the same or less than they had prior to COVID19.  [112:  Substance Abuse and Mental Health Services Administration. Key Substance Use and Mental Health Indicators in the United States: Results from the 2020 National Survey on Drug Use and Health, 2021.] 


Figure 5. Perceived COVID19 PHE Effect on Drug Use: Among Past Year Users of Drugs Other than Alcohol Aged 12 Years or Older; Quarter 4, 2020.[footnoteRef:113] [113:  Substance Abuse and Mental Health Services Administration. Key Substance Use and Mental Health Indicators in the United States: Results from the 2020 National Survey on Drug Use and Health, 2021. (page 50). Available at: https://www.samhsa.gov/data/sites/default/files/reports/rpt35325/NSDUHFFRPDFWHTMLFiles2020/2020NSDUHFFR1PDFW102121.pdf] 


[image: ]

As shown in Figure 5, the Survey reported that in Quarter 4 of 2020: 



• Among people aged 12 years or older who used drugs other than alcohol in the past year, about one in three perceived that they used these drugs “a little less or much less” than they did before the COVID19 PHE began, and more than half (57.5% or 60.6 million people) perceived that they used these drugs “about the same” as they did before the COVID19 PHE began. An estimated 10.3% of past year users of drugs other than alcohol (or 10.9 million people) perceived that they used these drugs “a little more or much more” during the COVID19 PHE than they did before. It is not known, however, whether people who reduced or increased their use of these drugs will return to their earlier levels of use over time. 

• Nearly half of adolescents aged 12 years to 17 years who used drugs other than alcohol in the past year (46.4% or 2.0 million people) perceived that they used these drugs “a little less or much less” than they did before the COVID19 PHE began. This percentage among adolescents was higher than the corresponding percentages among young adults aged 18 years to 25 years (31.8% or 4.2 million people) and those aged 26 years or older (31.5% or 27.7 million people) who used these drugs. In relation to perceived reductions in alcohol use, these adolescents could increase their use of other drugs, as they have more opportunities to engage in social activities with peers. 

• Adolescents and young adults who used drugs other than alcohol in the past year were more likely than their counterparts aged 26 years or older to perceive that they used these drugs “a little more or much more” than they did before the COVID19 PHE. Specifically, 15.2% of adolescents (or 665,000 people) and 18.7% of young adults (or 2.5 million people) perceived that they used these drugs “a little more or much more” than they did before the COVID19 PHE began. In comparison, 8.8% of adults aged 26 years or older who used drugs other than alcohol in the past year (or 7.7 million people) perceived that they used these drugs “a little more or much more” than they did before the COVID19 PHE.

In 2020, health service utilization for conditions other than those related to COVID19 decreased, particularly during the first months of the PHE and into 2021.[footnoteRef:114] It is significant that opioidrelated ED visits increased during this period when individuals were, for the most part, not accessing services. It suggests that the decreased utilization of outpatient services and/or the effects of the PHE could have driven some of the ED utilization presented later in the report. The survey above suggests that these may be among a mix of people who are new to opioid use and those who have continued use from before the PHE. [114:  State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020. ] 


Finally, felony admissions for drug possession dropped nearly 17% during the PHE, while the justice system saw a 20% increase in admissions among people with behavioral health treatment needs.[footnoteRef:115] [115:  Crime and Justice Institute, Nevada Sentencing Commission Presentation: “Impact of COVID 19 on Nevada's Prison Population: Project Update,” September 2021.] 
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The impact of the opioid epidemic in Nevada, from opioid and polysubstance use, to cooccurring behavioral health and physical condition comorbidity, overdose, and ED and hospital utilization, is just beginning to be fully understood with the data and analyses that are available. The impact of the COVID19 PHE on the opioid epidemic made trends more difficult to identify. Although the data is somewhat limited, it is feasible to identify recommendations based on gaps identified in this section. 

Findings and Gaps Summary

• Nevada experienced serious impacts of the opioid epidemic over the last 10 years. In 2019, Nevada ranked twentyeighth in opioid overdose deaths and twentieth in opioid prescribing. Opioid and polysubstance use is increasing rapidly, with alarming increases in subsequent deaths from suicide and overdose. The National Drug Helpline placed Nevada on “red alert” status for increased risk of death from overdose.

• Health disparities are not fully understood and require high-priority attention. Capturing race/ethnicity, as well as population data, would provide insights into health equity. These insights would support prioritizing populations and developing interventions that are designed for and meet specific needs of these populations. 

• There are several contributors to the availability and distribution of substances: Nevada’s location and geography, the increasing use of technology and digital means, and provider prescribing patterns. While opioid prescribing rates are declining, Nevada maintained a higher dispensing rate than the national average. It will be important for Nevada to capture diagnoses and other drugs coprescribed with opioids. This insight would assist in a better understanding of the extent of appropriate and inappropriate provider prescribing patterns. The State could then collaborate with managed care organizations (MCOs) to develop and implement outcomebased programs to support appropriate provider prescribing and curb member behaviors that contribute to seeking multiple prescribers. 

• Those with cooccurring behavioral health disorders and/or physical health comorbidities have a greater likelihood of receiving one or more opioid prescriptions and, subsequently, are at greater risk of developing OUD. Access to behavioral and physical health services in the state could be further assessed to ensure these services are available to those who need them in the way that they need to access them to proactively manage these types of conditions.





[bookmark: _Toc120620417]Current System Addressing Opioids in Nevada

Nevada’s multiple agencies and stakeholder groups are responsible for reducing harms related to opioid misuse, opioid overdose, and OUD through prevention, treatment, harm reduction, and recovery supports. The following section reviews the current system and identifies gaps in access and availability of programs and services that are likely contributing to vulnerabilities leading to adverse impacts of opioid misuse, opioid overdose, and OUD on the residents of Nevada. 

[bookmark: _Toc107240669][bookmark: _Toc115957511][bookmark: _Toc120620418]Prevention 

The SAMHSA recommends five steps and two guiding principles within its Strategic Prevention Framework (“Framework”) that should be applied when planning prevention interventions and programs to decrease substance userelated risks and harm. The Framework's five steps include assessment, capacity, planning, implementation, and evaluation. Cultural competence and sustainability should be considered key principles in the five steps. The Framework offers jurisdictions a systematic approach to identifying and prioritizing specific problems, affected populations, protective factors, and resources; building community awareness, engagement, and capacity; selecting appropriate interventions and developing comprehensive project plans; implementing programs with fidelity and appropriate adaptations; and evaluating prevention programs.[footnoteRef:116]  [116:  Substance Abuse and Mental Health Services Administration. A Guide to SAMHSA's Strategic Prevention Framework, 2019. Available at: https://www.samhsa.gov/sites/default/files/20190620-samhsa-strategic-prevention-framework-guide.pdf] 


A range of evidencebased prevention strategies can be applied to reduce risks across a continuum of substance use, including preventing opioid misuse and OUD. Additionally, prevention efforts may be designed to offer universal, selective, or individualized interventions. For purposes of this report, three categories of prevention efforts are discussed: primary, secondary, and tertiary. Tertiary prevention efforts are primarily addressed in the context of harm reduction. The 2019 assessment of the overall Nevada behavioral health care system identified that prevention is at 84% unmet need/insufficient capacity statewide.[footnoteRef:117] [117:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.] 


[bookmark: _Toc107240670][bookmark: _Toc115957512][bookmark: _Toc120620419]Primary Prevention: Preventing Misuse and New Cases of OUD

Primary prevention aims to prevent disease or injury by avoiding exposure to the hazards that cause the disease or damage, altering behaviors that increase risks, and increasing resistance to disease or injury if exposure does occur.[footnoteRef:118] In the context of OUD, primary prevention includes efforts to prevent opioid misuse and reduce risk of OUD if misuse does occur. Examples of primary prevention efforts include identifying and addressing adverse childhood experiences (ACEs), offering schoolbased prevention education, educating providers on safe prescribing practices, and implementing public education campaigns to increase awareness of ways to prevent opioid misuse and OUD. Nevada is implementing several evidencebased primary prevention efforts to prevent opioid misuse, opioid overdose, and OUD, which are discussed below; however, opportunities to expand prevention efforts in the state also exist. The 2019 systemwide assessment using SAMHSA’s CAST identified prevention services as the second highest collective need for Nevada, based on a comparison of regional priorities.[footnoteRef:119]  [118:  Substance Abuse and Mental Health Services Administration, Center for the Application of Prevention Technologies. “Primary, Secondary and Tertiary Prevention Strategies & Interventions for Preventing NMUPD and Opioid Overdose across the IOM Continuum of Care,” (n.d.). Available at: https://cadcaworkstation.org/public/DEA360/Shared%20Resources/Root%20Causes%20and%20other%20research/Crosswalk%20PST_USI_models%20with%20NMUPD_PDO__%20examples_9_27_2016_revised.pdf]  [119:  State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health. Nevada Substance Abuse Prevention and Treatment Agency. Capacity Assessment Report: Nevada, 2019.] 


Identifying and Addressing ACEs

A large body of evidence clearly shows that ACEs, such as physical and emotional abuse, neglect, or household dysfunction, are strongly correlated to a higher risk of substance misuse, SUDs, and other substance userelated harms.[footnoteRef:120],[footnoteRef:121],[footnoteRef:122],[footnoteRef:123] Among people with OUD, ACEs are positively correlated with overdose, injection drug use, and earlier age of opioid initiation.[footnoteRef:124] ACEs impact people across the lifespan and can lead to an earlier death.[footnoteRef:125] Prevention and early identification of ACEs and interventions to address childhood trauma are recommended to prevent substance use and other healthrelated risks among youth and adults across the lifespan.[footnoteRef:126]  [120:  Rogers, C. J., Pakdaman, S., Forster, M., Sussman, S., Grigsby, T. J., Victoria, J., & Unger, J. B. “Effects of multiple adverse childhood experiences on substance use in young adults: A review of the literature,” Drug and Alcohol Dependence, Volume 234 Issue 109407 (2022).]  [121:  Bryant, D. J., Coman, E. N., & Damian, A. J. “Association of adverse childhood experiences (ACEs) and substance use disorders (SUDs) in a multisite safety net healthcare setting,” Addictive Behaviors Reports, Volume 12 Issue 100293 (2020).]  [122:  Stein, M. D., Conti, M. T., Kenney, S., Anderson, B. J., Flori, J. N., Risi, M. M., & Bailey, G. L. “Adverse childhood experience effects on opioid use initiation, injection drug use, and overdose among persons with opioid use disorder,” Drug and Alcohol Dependence, Volume 179 (2017), pp. 325–329.]  [123:  Felitti, V. J., Anda, R. F., Nordenberg, M. C., Williamson, D. F., Spitz, A. M., Edwards, V., Koss, M. P., & Marks, J. S. “Relationship of Childhood Abuse and Household Dysfunction to Many of the Leading Causes of Death in Adults: The Adverse Childhood Experiences (ACE) Study,” American Journal of Preventive Medicine, Volume 13 Issue 4 (1998), pp. 245–258.]  [124:  See Note 120 above. ]  [125:  See Note 121 above. ]  [126:  Centers for Disease Control and Prevention. Preventing Adverse Childhood Experiences: Leveraging the Best Available Evidence, 2019. Available at: https://www.cdc.gov/violenceprevention/pdf/preventingACES.pdf] 


Impact of ACEs on Youth in Nevada[footnoteRef:127]  [127:  Additional results from ACEs and YRBS are included in Appendix D.] 


The Youth Risk Behavior Survey (YRBS) is a national surveillance system established in 1991 by the CDC to monitor the prevalence of health risk behaviors among youth.[footnoteRef:128] In Nevada, YRBS data are routinely collected from high school and middle school students. Concerningly, Nevada YRBS data show that among students with three or more ACEs, rates of ever taking prescription pain medicine without a prescription or differently than prescribed are high and are similar to rates of ever smoking cigarettes. Among high school students, rates of ever taking prescription pain medicine are higher than ever smoking cigarettes (among high school students, 33.6% ever took prescription pain medicine compared to 31.7% who ever smoked cigarettes).[footnoteRef:129]  [128:  Starcevich, K., Zhang, F., Clements-Nolle, K., Zhang, F., & Yang, W. University of Nevada, Reno. 2018 and 2020 Nevada Behavioral Risk Factor Surveillance System (BRFSS): Adverse Childhood Experiences (ACEs) Special Report.]  [129:  Maxson, C. Lensch, T., Diedrick, M., Zhang, F., Peek, J., Clements-Nolle, K., & Yang, W. State of Nevada, Division of Public and Behavioral Health and the University of Nevada, Reno. (2019). 2019 Nevada Middle School Youth Risk Behavior Survey (YRBS): Adverse Childhood Experiences (ACEs) Special Report. https://scholarworks-dev.unr.edu/handle/11714/3254] 


The Nevada Middle School YRBS is an anonymous and voluntary biennial survey of students in grades six through eight in public, charter, and alternative schools. The 2019 Nevada Middle School YRBS ACEs Special Report compared students’ exposure to ACEs to health behaviors across five categories: behaviors that lead to unintentional injuries and violence, tobacco use, alcohol and other drug use, unhealthy dietary behaviors, and physical inactivity. Survey results showed that ACEs exposure was positively correlated to any substance use and substance use before the age of 11 years. Risk of suicide was also positively correlated to ACEs exposure among middle school students. Among students with three or more ACEs, 52% seriously considered dying by suicide, 34.7% made a plan for how they would die by suicide, and 25.5% attempted suicide in the 12 months prior to the survey. A graded dose response between the number of ACEs and likelihood of substance use and other health risk behaviors was present in the results; as the number of ACEs exposure increased, so did the likelihood of engaging in health risk behaviors.[footnoteRef:130]  [130:  Maxson, C. Lensch, T., Diedrick, M., Zhang, F., Peek, J., Clements-Nolle, K., & Yang, W. State of Nevada, Division of Public and Behavioral Health and the University of Nevada, Reno. (2019). 2019 Nevada Middle School Youth Risk Behavior Survey (YRBS): Adverse Childhood Experiences (ACEs) Special Report. https://scholarworks-dev.unr.edu/handle/11714/3254] 


The Nevada Middle School YRBS results showed that among middle school students with three or more ACEs:



• 62.3% ever drank alcohol and 29.8% drank alcohol for the first time before age 11 years

• 34.7% ever used marijuana and 8.4% tried marijuana for the first time before age 11 years

• 29.2% ever smoked cigarettes and 14.9% smoked cigarettes for the first time before age 11 years

• 25.9% ever took prescription pain medicine without a doctor’s prescription or differently than prescribed 

• 7.3% ever used synthetic marijuana

• 4.9% ever used ecstasy

• 4.7% ever used cocaine

• 3.2% ever used methamphetamines

• 2.5% ever used heroin[footnoteRef:131]  [131:  Ibid.] 


Similarly, exposure to ACEs was positively correlated to health risk behaviors, including substance use, among high school students in Nevada. The 2019 Nevada High School YRBS ACEs Special Report described survey data from a random sample of students in 
99 high schools. ACEs scores were calculated for 4,939 youth who answered at least one ACEsrelated question. Risk of suicide among high school students was positively correlated to ACEs exposure. Among high school students with three or more ACEs, 38.5% seriously considered dying by suicide, 33.7% made a plan for how they would die by suicide, and 19.7% attempted suicide in the 12 months prior to survey.

The High School YRBS results show that among high school students with three or more ACEs: 



• 77.9% ever drank alcohol and 30.5% drank alcohol for the first time before age 13 years

• 56.3% ever used marijuana and 13.3% tried marijuana for the first time before age 13 years

• 33.6% ever took prescription pain medicine without a doctor’s prescription or differently than prescribed 

• 31.7% ever smoked cigarettes and 12.3% smoked cigarettes for the first time before age 13 years

• 13.5% ever used synthetic marijuana

• 9.9% ever used cocaine

• 8.6% ever used ecstasy

• 4.7% ever used methamphetamines

• 4.5% ever used heroin

• 3.2% ever injected illegal drugs[footnoteRef:132]  [132:  Maxson, C. Lensch, T., Diedrick, M., Zhang, F., Peek, J., Clements-Nolle, K., & Yang, W. State of Nevada, Division of Public and Behavioral Health and the University of Nevada, Reno. (2019). “2019 Nevada Middle School Youth Risk Behavior Survey (YRBS): Adverse Childhood Experiences (ACEs) Special Report.” https://scholarworks-dev.unr.edu/handle/11714/3254] 


Impact of ACEs on Adults in Nevada

The Behavioral Risk Factor Surveillance System (BRFSS), established by the CDC, collects data to monitor and assess the prevalence of chronic disease, health risk behaviors, and use of preventive services among adults through a national system of telephone surveys.[footnoteRef:133] The Nevada BRFSS is an annual anonymous voluntary telephone survey of adults aged 18 years or older. Like the Nevada YRBS ACEs Special Reports on middle and high school students, the 2018 and 2020 Nevada BRFSS ACEs Special Reports compared exposure to ACEs with health risk behaviors among Nevadan adults.  [133:  Centers for Disease Control and Prevention, 2020 BRFSS Data, 2020. ] 


The BRFSS ACEs Special Report data show that 36.1% of all respondents experienced at least one ACE and 29.9% experienced three or more. Black nonHispanic respondents (33.3%) and people who identified their race as Other (41.9%) were more likely to experience three or more ACEs compared to white, Asian, or Hispanic respondents. Adults ages 18 years to 34 years were more likely to experience three or more ACEs compared to people 35 years and older.[footnoteRef:134]  [134:  Starcevich, K., Zhang, F., Clements-Nolle, K., Zhang, F., & Yang, W. University of Nevada, Reno. (n.d.). 2018 and 2020 Nevada Behavioral Risk Factor Surveillance System (BRFSS): Adverse Childhood Experiences (ACEs) Special Report. ] 


Among adults with three or more ACEs:



• 28.6% reported ever using a prescription pain reliever in a way not directed by a doctor

• 24.9% reported they used marijuana or cannabis in the past 30 days

• 21.5% reported they binge drink

• 21.1% reported they took a prescription drug without a doctor’s prescription

• 20.2% reported being current smokers

• 10.1% reported they drank heavily

• 3% reported using any illegal drug, not including marijuana, in the past 30 days[footnoteRef:135]  [135:  Starcevich, K., Zhang, F., Clements-Nolle, K., Zhang, F., & Yang, W. University of Nevada, Reno. (n.d.). 2018 and 2020 Nevada Behavioral Risk Factor Surveillance System (BRFSS): Adverse Childhood Experiences (ACEs) Special Report. https://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/ClinicalSAPTA/Meetings/5c%20-%20BRFSS%2018%2020%20ACEs%20report_8-17-21.pdf] 


From 2003 to 2020, approximately 53% of Nevadans under the age of 35 years experienced at least one ACE, totaling over 1.7 million aggregate ACEs. It is estimated that 17.3% of Nevada residents ages 0 years–34 years have experienced the ACE of nonrecreational opioid misuse by an immediate family member. 38% of all Nevada residents have experienced at least one ACE related to the opioid crisis.[footnoteRef:136] [136:  NRS 433.736. “Requirements and procedures for statewide needs assessment.” Available at: https://www.leg.state.nv.us/NRS/NRS-433.html#NRS433Sec736] 


Enhanced supports utilizing evidencebased practices, such as home visitation and strategies to address trauma and ACEs, are necessary for children and families impacted by substance misuse and SUDs including OUD or stimulant use disorder. Growing evidence shows that providing a familyfocused approach will have beneficial effects on family members to support the recovery process and build resiliency and protective factors within the family structure. Familyfocused programs being implemented in Nevada include SUD prevention and treatment, inhome skillsbased parenting programs that include skills training, education, and counseling, Kinship Navigator Programs, residential parentchild substance use treatment programs, and developmentally appropriate transition supports with older youth and adolescents.[footnoteRef:137]  [137:  Nevada Center for the Application of Substance Abuse Technologies, Nevada State Opioid Response, and Nevada Department of Health and Human Services, Nevada State Opioid Response Grant II, Year 1: September 20, 2020-September 29, 2021, Annual Performance Progress Report, 2021. ] 


Additionally, addressing unmet social needs is important to build stability among families. Housing, income, and employment instability worsen risk factors related to substance misuse and SUDs. The 2019 systemwide assessment using SAMHSA’s CAST identified that housing vouchers and affordable housing programs are needed in the Northern and Southern regions of Clark County and Washoe County.[footnoteRef:138]  [138:  State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health, Nevada Substance Abuse Prevention and Treatment Agency. Capacity Assessment Report: Nevada, 2019.] 


Suicide Prevention

Suicide prevention efforts are an important part of Nevada's overall prevention strategy due to the complex relationship between childhood trauma and ACEs, depression and substance use, and intentional overdose. Nevada has implemented several initiatives to prevent suicide.[footnoteRef:139] Two coordinator positions within the Nevada Office of Suicide Prevention were established to collaborate with hospitals throughout the state to initiate the adoption and implementation of Zero Suicide and to begin to introduce the new crisis continuum to communities. The coordinators provided technical assistance to nine of 12 hospital systems from April 2021 to August 2021. They also held Community of Practice meetings monthly to provide formalized technical assistance for participating hospital systems and personalized intensive technical assistance. More work remains to be done to fully implement the Zero Suicide Initiative. [139:  See Note 135 above.] 


School-Based Education

Preventing opioid misuse among youth is critically important, as early initiation of substance use is a risk factor for developing a SUD.[footnoteRef:140] Analysis of adolescent data from the NSDUH from 2004 to 2011 shows that youth initiating nonmedical use of prescription opioids at 10 years to 12 years old had the highest risk of transitioning to heroin use in young adulthood, and the most frequently reported initiation age of nonmedical prescription opioid use was 16 years to 18 years old.[footnoteRef:141] [140:  US Department of Health and Human Services, Office of the Surgeon General. Facing Addiction in America: The Surgeon General’s Report on Alcohol, Drugs, and Health, 2016. Available at: https://addiction.surgeongeneral.gov/sites/default/files/surgeon-generals-report.pdf]  [141:  Cerda, M., Santaella, J., Marshall, B. D., Kim, J. H., & Martins, S. “Nonmedical Prescription Opioid Use in Childhood and Early Adolescence Predicts Transitions to Heroin Use in Young Adulthood: A National Study,” Journal of Pediatrics, Volume 167 Issue 3 (2016), pp. 605-12. e1-2.] 


Alarmingly, drug overdose and poisoning deaths among youth 18 years and younger have increased in Nevada by 550% between 2019 and 2020.[footnoteRef:142] During the same time period, nationwide drug overdose deaths and poisonings among children and adolescents have increased by 83.6%. Drug overdose and poisoning is currently the third leading cause of death among children and adolescents in the United States.[footnoteRef:143] Rates of illicit drug use among youth in Nevada are slightly higher than the national average, with 8.35% of Nevadan youth ages 12 years to 17 years reporting they used an illicit drug in the past month, compared to 7.71% of youth nationwide.[footnoteRef:144] Additionally, compared to the national average, youth in Nevada report lower perceived risk of harm from using cocaine monthly and trying heroin (see Table 5.1).[footnoteRef:145] [142:  State of Nevada Department of Health and Human Services. Nevada State Unintentional Drug Overdose Reporting System: Report of Deaths 2019 to 2020 – Statewide, 2020. Available at: https://nvopioidresponse.org/wp-content/uploads/2019/05/sudors_report_2019_2020.pdf]  [143:  Goldstick, J. E., Cunningham, R. M., & Carter, P. M. “Current Causes of Death in Children and Adolescents in the United States,” New England Journal of Medicine, Volume 386 (2022), pp. 1955–1956.]  [144:  Substance Abuse and Mental Health Services Administration. 2019–2020 National Survey on Drug Use and Health: Model-Based Prevalence Estimates (50 States and the District of Columbia), 2021. Available at: https://www.samhsa.gov/data/report/2019-2020-nsduh-state-prevalence-estimates]  [145:  Ibid.] 


Table 5.1. 2019–2020 NSDUH: Perceived Risk Estimates[footnoteRef:146] [146: Ibid.] 


		

		Percentage of those ages 12 years–17 years

		Percentage of those ages 18 years and older



		

		Nevada

		United States

		Nevada

		United States



		Perceive great risk from using cocaine monthly

		51.59

		53.29

		69.3

		70.08



		Perceive great risk from trying heroin

		59.29

		62.03

		86.4

		86.33







In 2017, the Washoe County School District reported that approximately 35% of students in grades nine to 12 lived with someone who misused alcohol, had an alcohol use disorder, or misused drugs.[footnoteRef:147] Family history of substance use is a risk factor for highrisk substance use among youth.[footnoteRef:148] To reduce substance userelated harms among youth, the Healthier Nevada Youth Educational Modules, a substance misuse prevention curriculum, was created by medical students from University of Nevada, Reno School of Medicine. The curriculum was implemented in the Washoe County School District with students in grades nine to 12 and was designed to educate youth on SUDs, the opioid epidemic, and naloxone.  [147:  Rescigno, M., Allen, A., & Meyer, D. “Substance Use and Addiction Education for Northern Nevada Youth,” Pediatrics, Volume 147 (2021), pp. 222–223.]  [148:  Centers for Disease Control and Prevention, “High-Risk Substance Use Among Youth,” 2020. Available at: https://www.cdc.gov/healthyyouth/substance-use/index.htm] 


To assess the impact of the curriculum on students’ knowledge and attitudes related to substance use and comfort discussing substance userelated issues with health care providers, a pre- and postsurvey was administered. Results from the survey, conducted with 682 students, showed that the curriculum substantially increased students’ knowledge and awareness about SUDs, the opioid epidemic, and naloxone. Prior to receiving the curriculum, 65% of students reported their understanding and awareness of naloxone was very poor or poor, and 33% reported their understanding of the opioid epidemic was very poor or poor. Following the presentation of the curriculum, only 6% of students reported their understanding and awareness of naloxone was very poor or poor, and 3% reported their understanding of the opioid epidemic was very poor or poor. Students’ comfort level discussing substance userelated issues with healthcare providers also improved following the curriculum presentation. 28% of students strongly agreed they would feel comfortable discussing substance userelated information with their doctor following receiving the curriculum, compared to 19% prior to receiving the curriculum presentation.[footnoteRef:149]  [149:  See Note 145 above.] 


In Lyon County, prevention efforts in schools are aided by youthled peertopeer prevention teams, as well as school resource officers, who are also community health workers, as part of their effort to approach treatment and prevention as whole person, integrated care, and to include nutrition and wellness activities as part of prevention and harm reduction. The Healthy Communities Coalition of Lyon and Storey Counties used similar data to other local coalitions of YRBS and community stakeholder data to develop recommendations around local partnerships, local educational efforts in the school and the community on prevention and opportunities for treatment, and the importance of crosssection participation in the coalition and delivering services to the community.[footnoteRef:150] [150:  Healthy Communities Coalition Lyon and Storey Counties. Comprehensive Community Prevention Plan 2019–2021.] 


Other schoolbased prevention opportunities in Nevada have also been identified. The Prevention, Advocacy, Choices, Teamwork (PACT) Coalition identified several prevention needs in Southern Nevada, including engaging students in highrisk environments in afterschool programming for youth empowerment, and implementing strategies to reduce binge drinking and drug use among youth ages 18 years to 21 years.[footnoteRef:151] Additionally, the 2019 systemwide assessment using SAMHSA’s CAST included a review of prevention capacity across several categories, including schoolbased prevention programs. Among the five regions assessed, only one was rated to have sufficient capacity for schoolbased prevention programs (Southern Rural Behavioral Health Region).[footnoteRef:152] [151:  PACT Coalition. 2019–2021 Comprehensive Community Substance Abuse Prevention Plan.]  [152:  State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health, Nevada Substance Abuse Prevention and Treatment Agency. Capacity Assessment Report: Nevada, 2019.] 


Public Education

Funding supported by the CDC’s Prevention for States program has supported a prescription awareness campaign titled, Wake up Nevada. Additional efforts include the Southern Nevada Health District’s (SNHD’s) OD2A project in collaboration with the PACT Coalition called Back to Life, a targeted campaign to reduce naloxone stigma among law enforcement. Several additional opportunities for public education efforts have been identified through local data collection and coalition efforts focused on preventing substance userelated harms. The 2020 Clark County Community Perceptions of Drug Use and Harm Reduction Survey identified two areas of action in the public education category.[footnoteRef:153] Based on survey data, both educational prevention initiatives in the community for youth and providers and community awareness initiatives on how to prevent drug use and misuse and reduce stigma should be implemented in communities. Additionally, the PACT Coalition identified the need to work with crosssystem agencies, such as educational institutions, first responders, and law enforcement, to leverage opportunities for community-level change. Efforts noted included developing and strengthening linkages to available resources. Preventing prescription drug use for nonmedical purposes, with or without a prescription, was also identified as a priority by the Coalition.[footnoteRef:154]  [153:  Nevada Institute for Children’s Research and Policy and the Cannon Survey Center. 2020 Clark County Community Perceptions of Drug Use and Harm Reduction Survey Report, 2020. ]  [154:  PACT Coalition. 2019–2021 Comprehensive Community Substance Abuse Prevention Plan.] 


Despite demonstrated needs related to primary prevention programming, public perception supporting the use of State resources to promote prevention appears to be limited according to the 2020 Clark County Community Perceptions of Drug Use and Harm Reduction Survey.[footnoteRef:155] The survey found that only 35.2% of respondents agreed or strongly agreed that taxpayer money spent to prevent the misuse of drugs is money well spent. [155:  See Note 151 above.] 


Provider Education 

Safe and appropriate prescribing is also essential to reduce risk of opioid misuse and OUD. In 2018, Nevada's personlevel prescribing rates were highest among the older population. Nationally, approximately 26.8% of persons 65 years and older had filled at least one prescription for an opioid.[footnoteRef:156] The Nevada legislature passed AB 474 in 2018 to address overprescribing of opioids, resulting in a 39% reduction in prescriptions for opioids and a 56% reduction in coadministration. The legislation also requires mandatory checking of the PDMP.  [156:  University of Nevada, Las Vegas, Nevada Institute of Children’s Research and Policy. Comprehensive community substance abuse prevention plan, 2019.] 


A continued challenge is the expectation of patients to receive interventions that completely eradicate pain and the establishment of pain as a fifth vital sign, the only one which is subjective. Continued education is needed for prescribers to use or refer to options other than opioids for pain management, such as chiropractic intervention, acupuncture, nerve blocking, and mindfulness and meditation.[footnoteRef:157] [157:  Ibid. ] 


SOR grant funding is also being used in Nevada to enhance the skill of prescribers through inperson and online trainings, webinars, and Project Extension for Community Healthcare Outcomes (ECHO) sessions.[footnoteRef:158] Project ECHO, currently offered by the University of Nevada, Reno School of Medicine, provides a biweekly clinic on alternative pain management treatments. Topics of the trainings include: [158:  Nevada Center for the Application of Substance Abuse Technologies, Nevada State Opioid Response, and Nevada Department of Health and Human Services. Nevada State Opioid Response Grant II, Year 1: September 20, 2020–September 29, 2021, Annual Performance Progress Report, 2021.] 




• Mental Health Implications of Pain 

• Motivational Interviewing for Patients with Chronic Pain 

• Emergency Department Discharge Scenarios 

• CognitiveBehavioral Therapy and Pain Management 

• Strategies for Pain Patients 

• How to Integrate Behavioral Health in the Primary Care Setting 

• CDC Guidelines for Opiate Prescribing 

• Informed Consent and Treatment Agreements 

Additionally, the Pacific Southwest Prevention Technology Transfer Center (PTTC), funded by SAMHSA, is located at the Center for the Application of Substance Abuse Technologies at the University of Nevada, Reno. The PTTC provides training and technical assistance to substance use prevention, treatment, and recovery organizations in the US Department of Health and Human Services Region Nine. The PTTC is a regional resource that offers information, guidance, training, and technical assistance to increase the adoption of efforts related to preventing substance userelated harms, including opioid misuse and OUD.

Provider Collaboration

Nevada has an ongoing need for collaboration between pharmacists and physicians to reduce misuse of opioids and other prescription medications. One need is the establishment of Collaborative Practice Agreements, allowing all members of a person’s care team to use and share information to improve care delivery. Communication between practitioners can also assist in consolidating information that may be shared by the patient with each practitioner to ensure medications are being prescribed and taken appropriately. This increases patient adherence and improves outcomes. Education for physicians on the corporate policies of pharmacies would also be a useful component of collaboration, as pharmacies may have policies on detailed ICD10 codes or safety concerns about liability for overdose. Provider collaboration can also help to identify individuals who see multiple doctors to obtain prescriptions. While time constraints may inhibit communication between practitioners, telephonic communication and consistent use of the PDMP can assist in the communication and improvement of prescribing protocols. 

Data Monitoring

The Prescription Drug Abuse Prevention Act, which went into effect on January 1, 2018, implemented a series of requirements that support OUD prevention efforts. The Act requires doctors and hospitals to report drug overdoses to the State, allows licensing boards access to PDMP data to review inappropriate prescribing and dispensing of controlled substances, and requires providers to conduct a risk assessment before prescribing a controlled substance. In addition, for prescriptions over 30 days, an agreement must be created with the patient, and patient utilization must be reviewed every 90 days. The system prohibits patients from receiving more than 365 consecutive days of opioid medication.

Additionally, Nevada’s Office of Public Health Informatics and Epidemiology (OPHIE) collects and analyzes disease information, making recommendations concerning prevention and education in collaboration with multiple agencies in the state. The OPHIE has access to multiple databases of information and provides the National Outcome Measures data for the State’s reports to SAMHSA. Collected information includes social determinants of health (SDOH) factors, such as housing, that play a role in both prevention efforts and treatment outcomes.[footnoteRef:159] Data monitoring does not include other important medications, such as gabapentin, and demographic information to better identify those atrisk for misuse. [159:  State of Nevada Department of Health and Human Services. Section 1115 Demonstration Waiver: Nevada’s Treatment of Opioid Use Disorders (OUDs) and Substance Use Disorders (SUDs) Transformation Project, September 2021. Available at: https://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Public/AdminSupport/MeetingArchive/PublicHearings/2021/SPA_PH_10_26_21_NV_1115_Waiver.pdf] 


Community Prescription Drug Disposal 

Evidence suggests that prescription drug disposal programs may reduce illicit drug use and unintentional drug poisoning, as well as reduce water pollution.[footnoteRef:160] The Churchill County Coalition has planned prescription drug roundups as an initiative, as have many of the other coalitions in the state. Prescription drug drop-off boxes at the Sheriff’s Office and lockboxes in the home are common prevention initiatives either in place or planned in Churchill County.[footnoteRef:161] The 2019 system-wide assessment using SAMHSA’s CAST found that three of five behavioral health regions in Nevada — Northern, Rural, and Southern Rural — were rated to have sufficient capacity in prescription drug disposal events and locations; however, opportunities to grow these programs exist in two regions.[footnoteRef:162] [160:  County Health Rankings & Roadmaps. “Proper drug disposal programs,” 2017. Available at: https://www.countyhealthrankings.org/take-action-to-improve-health/what-works-for-health/strategies/proper-drug-disposal-programs]  [161:  Churchill Community Coalition. Churchill Community Coalition Comprehensive Community Prevention Plan, 2018.]  [162:  State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health, Nevada Substance Abuse Prevention and Treatment Agency. Capacity Assessment Report: Nevada, 2019.] 


Culturally Centered Prevention Efforts

Applying the Strategic Prevention Framework’s principle of cultural competence, prevention programming and efforts should be developed in a culturally centered and competent     manner, in partnership with members of the community the intervention or program is intended to reach. The PACT Coalition identified the need for culturally centered prevention efforts in Southern Nevada, especially for Native American communities, LGBTQ+ communities, older adults, and people who speak languages other than English.[footnoteRef:163]  [footnoteRef:164] [163:  Nevada Public Health Foundation, State of Nevada Department of Health and Human Services, and PACT Coalition. Final Report of Nevada’s Summit Proceedings, 2019.]  [164:  The designation of a gap does not mean the service or program does not exist, but that it is currently insufficient in scope, geographic coverage, resources for sustainability, or populations covered] 



Gaps in Primary Prevention162

• Communitybased prevention programs across all counties, especially for families and youth

• Full implementation of the Zero Suicide Initiative

• Schoolbased prevention programs with measured outcomes that are implemented statewide and are culturally sensitive

• Prescription drug disposal programs 

• Patient education on the addictive potential of opioids, and alternative therapies for chronic pain and chronic illness

• Education among high school students around SUDs, awareness of the opioid epidemic, and naloxone use, and attitudes about discussing these topics with health care providers

• Anxiety over seeking help, especially among veterans and tribal members

• Homeless encampment outreach

• Collaborative practice agreements and communication between prescribing providers

Culturally competent and culturally centered prevention efforts targeted at underserved populations



Gaps in Provider Education

• Education and monitoring with additional metrics and demographic information

• Participation in Project ECHO

• Education of patients on pain management expectations

• Utilization of/referrals to other pain management options

• Pretreatment screening and care plans that include alternative pain management

• Insufficient screening for SUDs, especially in Medicaid managed care and in rural areas



[bookmark: _Toc115957514]

[bookmark: _Toc120620420]Secondary Prevention: Identify Opioid Misuse and Potential OUDs Early and Prevent Overdose

The goal of secondary prevention is to reduce the impact of an injury or illness that has already occurred by identifying and treating the condition or injury as soon as possible, preventing reinjury or recurrence, and preventing longterm problems.[footnoteRef:165] In the context of OUD, secondary prevention includes early identification of opioid misuse and OUD and preventing opioid overdose. Examples of secondary prevention efforts include addressing stigma and discrimination, Screening, Brief Intervention, and Referral to Treatment (SBIRT), educating people engaged in opioid misuse or who have OUD, and community coalition building, among others.  [165:  Substance Abuse and Mental Health Services Administration, Center for the Application of Prevention Technologies. “Primary, Secondary and Tertiary Prevention Strategies & Interventions for Preventing NMUPD and Opioid Overdose across the IOM Continuum of Care,” (n.d.). Available at: https://cadcaworkstation.org/public/DEA360/Shared%20Resources/Root%20Causes%20and%20other%20research/Crosswalk%20PST_USI_models%20with%20NMUPD_PDO__%20examples_9_27_2016_revised.pdf ] 


Addressing Stigma and Discrimination 

Stigma and discrimination against people who use drugs and people with SUDs are persistent barriers for individuals seeking services across the continuum of care, including health care, treatment for SUDs, and harm reduction services. Stigma and discrimination also act as systemic barriers that delay or prevent the implementation of evidencebased services for people who use drugs, such as syringe services programs or Opioid Treatment Programs (OTPs).[footnoteRef:166] For example, according to the 2020 Clark County Community Perceptions of Drug Use and Harm Reduction Survey, only 35.2% of respondents strongly agreed or agreed that spending taxpayer money to prevent the misuse of drugs is money well spent. [166:  Tsai, A. C., Kiang, M. V., Barnett, M. L., Beletsky, L., Keyes, K. M., McGinty, E. E., Smith, L. R., Strathdee, S. A., Wakeman, S. E., & Venkataramani, A. S. “Stigma as a fundamental hindrance to the United States opioid overdose crisis response,” PLoS Medicine, Volume 16 Issue 11 (2019), e1002969. ] 


Despite efforts, many people still report that stigma and the emotional toll it takes on their lives is a major barrier to recovery.[footnoteRef:167] Stigma in the community also makes it more difficult to reintegrate into society because obtaining housing and employment is difficult when employers and property owners do not fully understand treatment and recovery. Stigma and shame contribute to anxiety over seeking help, especially among veterans and tribal members. [167:  Nevada Minority Health and Equity Coalition, School of Public Health, University of Nevada, Las Vegas. Voices of the Opioid Epidemic: Perspectives of Those with Lived Experience in Nevada, 2022. ] 


A social media campaign launched in fall 2020 to address communitywide stigma and treatment awareness that will need to be assessed for effectiveness in addressing stigma as a barrier. A new campaign targeting stigma was released in late 2021 and early 2022, which should be built upon the previous campaign to improve effectiveness. It will include collecting provider testimonials and success stories from the field.[footnoteRef:168] [168:  State of Nevada Division of Health Care Financing and Policy. Nevada’s Sustainability Plan to Support Expansion of SUD and OUD Treatment and Recovery Provider Capacity, 2021. ] 


According to information provided in a 2019 report by the Nevada Public Health Training Center that summarizes Nevada’s current efforts according to the Johns Hopkins Bloomberg School of Public Health recommendations, the Nevada SOR program supported a campaign to reduce stigma by increasing awareness about addiction being a disease. Nevada OD2A also partnered with Nevada Broadcasters Association to launch an antistigma campaign. 

Finally, stigma can be a significant problem in healthcare settings, especially among providers who do not specialize in substance use care.[footnoteRef:169] The Nevada Minority Health and Equity Coalition reported that many respondents with lived experience reported avoiding seeking necessary healthcare because of the negative, even belittling, treatment they received from healthcare providers. [169:  See Note 165 above.] 


Screening and Referral for Opioid Misuse

Screening for unhealthy substance use, including opioid misuse, should occur regularly to identify and address risks of OUD and other substance use-related harms early. Nevada offers American Society of Addiction Medicine (ASAM) level 0.5 with no prior authorization, although there is a limit to one screening per 90 days. Nevada notes in its Section 1115 SUD Demonstration Waiver application that the 0.5 ASAM level of care is both early intervention and prevention. This level of care assists providers in identifying individuals to be screened for referral to treatment. 

Utilization of SBIRT is necessary for ensuring that people are screened for SUDs, with brief intervention and/or referral to treatment, as appropriate. Although it is difficult to assess how much screening and referral is occurring in Nevada, Medicaid claims for SBIRT are very low, especially in managed care. According to 2020 Medicaid data, there is not likely sufficient screening for SUDs, especially under the State’s Medicaid managed care system and in rural areas. Billing encounters indicate that for SBIRT, which encompasses substance use and alcohol screening, most screening is being done under feeforservice (FFS) in Clark County (690 claims). Only 91 claims were reported for SBIRT under MCOs, almost all in Clark County. Rural areas only had 28 total SBIRT claims for the year.[footnoteRef:170] There is no evidence that adequate screening in primary care and other settings is being accomplished. Such low screening rates indicate a likely underutilization of screening and referral to treatment, therefore, limiting access for those who may not be aware of treatment options. [170:  Data obtained from the Nevada Department of Health and Human Services on January 11, 2022.] 


Screening is only effective when providers know to whom they should refer. A lack of knowledge of available SUD coverage benefits and treatment options has also been cited as a reason providers are not linking consumers to appropriate treatment services. This suggests a lack of sufficient provider education and sensitization on SUDs, treatment options, and benefits, such as through a targeted statewide public education campaign.

Patient Education

Offering people who misuse opioids, are at high risk of OUD, or are in the early stages of OUD prevention education and information is a secondary prevention strategy to reduce and prevent disease progression or other related harms, such as overdose. Tailored education and information interventions for friends and family of people at risk of OUD and overdose can also help to prevent future harms. A small qualitative study of people who had or were currently using opioids revealed that many were unaware of their treatment options and the resources available for payment, such as Medicaid, as well as how to access treatment and funding resources.[footnoteRef:171] They expressed a lack of knowledge about the various facets of MAT, from what it is to how to access it. There are multiple training curricula available from federal agencies for use both in the public and for school systems and providers. One resource is SAMHSA, which provides tools such as the Opioid Overdose Prevention Toolkit[footnoteRef:172] that can assist with education and outreach.  [171:  Nevada Public Health Training Center. Overdose Data to Action (OD2A): Formative research to investigate barriers and facilitators to accessing services among current and former opioid users in Nevada: Report of Key Findings and Recommendations, 2021.]  [172:  Substance Abuse and Mental Health Services Administration. Opioid Overdose Prevention Toolkit, accessed February 2022. Available at: https://www.samhsa.gov/resource/ebp/opioid-overdose-prevention-toolkit] 


The 2020 Clark County Community Perceptions of Drug Use and Harm Reduction Survey of 669 respondents included questions around prescribing, 12.1% of the respondents reported being prescribed an opioid drug in the past year. Of those respondents, 85.3% were in Nevada at the time the drug was prescribed, and 72.6% reported that their doctor and/or pharmacist provided them with information regarding the risks of becoming addicted to opioids.

Community Coalition Building 

Community coalitions that bring together diverse stakeholders are excellent vehicles to help implement the five steps in the Strategic Prevention Framework: assessment, capacity, planning, implementation, and evaluation. Community coalitions can identify specific communities’ prevention needs, engage community members in prevention efforts, build resource capacity, and successfully implement prevention programs in a manner that is culturally relevant to the community being served. There are several examples of community coalitions in Nevada that have developed and advanced efforts to prevent and address opioid misuse and OUDrelated harms.

The Douglas County’s Community Prevention Plan utilized several different data sources, including the YRBS, local suicide completion data, and local data on ED visits and inpatient hospitalizations for SUD and behavioral health to develop a prevention plan that includes targeted education interventions. Planned interventions include education to families and individuals needing behavioral health services through health fairs and public media campaigns, education for providers on crisis intervention and traumainformed care, and public presentations specific to high-risk populations.[footnoteRef:173] [173:  Partnership Douglas County. Douglas County's Community Prevention Plan 2019.] 


The Partners Allied for Community Excellence (PACE) Coalition, serving Elko, Eureka, and White Pines Counties, also used YRBS data, community stakeholder input, and the matrix of Risk and Protective Factors from the National Institutes of Health and the National Institute on Drug Abuse to organize information and set priorities for activities, including prevention and education. Early intervention and prevention efforts present as one of the Coalition’s priorities and include engagement such as office space in the Elko County School District to assist the School Resource Officer Program, participation in PACE rural provider meetings from the Head Start of Northeastern Nevada, work with the Head Start in Ely, and work with charter schools in the area. The Coalition has identified the need to improve its relationship with the Great Basin College for prevention efforts. They also fund training and resources for school resource officers, who also provide realtime data on substances seized within schools.[footnoteRef:174] [174:  PACE Coalition Serving Elko, Eureka, and White Pine. Comprehensive Community Prevention Plan 2020–2023.] 


The Join Together Northern Nevada Coalition also used YRBS data and key informant interviews in developing a needs assessment and plan around relapse prevention and community resource deployment. The Coalition formed priorities similar to the other coalitions, including standardized initiatives in schools and inclusiveness in messaging to include community partners, parents, youth, and people who previously used opioids. Plans to do so include programming in school twice a year, workshops about drugs and paraphernalia, and public education campaigns, especially about the dangers of marijuana, which was a key risk in the community. The Coalition noted that funding for opioid campaigns has not been effective, as there is now increased stigma around the use of opioids in the community’s perception.[footnoteRef:175]  [175:  Join Together Northern Nevada. Comprehensive Community Prevention Plan for Washoe County 2020–2022.] 


Frontier Community Coalition also found that interventions in the school present an essential part of prevention efforts for Humboldt, Lander, and Pershing Counties. Efforts noted included ensuring that formal parent education classes have recommendations for monitoring children and clear communication with children. Other options noted included exploring opportunities to include parenting messages during events where parents naturally gather, such as sporting events and school orientation, as well as documenting that opportunities for a more significant number of children to become involved with peers in a positive social setting, and working toward a common goal will reduce substance abuse rates. Also of note was a desire of surveyed stakeholders for opportunities to visit larger communities to help young people understand where they may fit into the larger world and help them set future goals, as was collaboration with school districts to support tutoring programs to help increase academic performance. Another item of note was to organize alcoholfree events to help people create positive connections with one another and for youth to see positive examples of adult behavior.[footnoteRef:176]  [176:  Impact and Frontier Community Coalition. Comprehensive Community Prevention Plan 2020–2023.] 


The CARE Coalition also identified education and targeting youth as critical components in an effective prevention program, as youth are one of the most vulnerable populations for substance use, especially marijuana. They also noted a lack of funding as a barrier to deliver prevention services effectively. The Coalition suggested reaching out to specific agencies willing to assist in substance misuse prevention for direct funding. State and grant funding may require a greater lift for application and wait time to receive funds. Increased partnership with other agencies to address SDOH, such as housing and transportation, was noted as a priority, as was providing education and resources to vulnerable populations such as LGBTQ+ individuals, Native Americans, and the elderly, in addition to the youth population.[footnoteRef:177] [177:  CARE Coalition. Comprehensive Community Action Plan. 2019] 


The Churchill Community Coalition also found that a communitywide system of programs and services were a key resource in the Coalition’s prevention plan for Churchill County.[footnoteRef:178] The Coalition flagged the need to support researchbased programming with the goal of reducing risk factors and increasing protective factors. Education and marketing also presented as tools for prevention planning, including a counter/truth marketing campaign to “glamorize and reaffirm teen sobriety is the norm.”  [178:  Churchill Community Coalition. Churchill Community Coalition Comprehensive Community Prevention Plan, 2018.] 


Similar results were found by the Nevada Minority Health and Equity Coalition report from forums and interviews with 51 people with lived experience.[footnoteRef:179] Not only did people in more rural areas report less knowledge of the risks of prescription opioids and recovery resources, but family members of people who were in treatment experienced a great deal of anxiety due to a lack of understanding of MAT and other recovery and treatment options. Overall, participants underscored the need for more public education and community understanding of the nature of addiction and the treatment process to combat stigma. Encouragement and a sense of community were felt to be necessary for the public to better respond to addiction and decrease stigma. [179:  Nevada Minority Health and Equity Coalition, School of Public Health, University of Nevada, Las Vegas. Voices of the Opioid Epidemic: Perspectives of Those with Lived Experience in Nevada, 2022.] 






[footnoteRef:180] [180:  The designation of a gap does not mean the service or program does not exist, but that it is currently insufficient in scope, geographic coverage, resources for sustainability, or populations covered.] 
Gaps in Secondary Prevention179

• Broad adoption and implementation of SBIRT models, including in primary care and other community-based health care settings

• School-based secondary prevention 

• Trainings for people and their family members who use or misuse opioids and/or have experienced a nonfatal overdose, including overdose prevention and reversal strategies

• Programs to decrease stigma among medical providers

• Programs to decrease stigma among community members likely to interact with people in recovery

• Statewide programs to address stigma in the public

• Education on treatment options for OUDs

• Education for family members on treatment of OUDs



[bookmark: _Toc107240674][bookmark: _Toc115957515][bookmark: _Toc120620421]Tertiary Prevention: Reducing Harm and Restoring Health

Tertiary prevention involves limiting harm from substance dependence through effective rehabilitation and longterm aftercare. Tertiary prevention is generally offered through specialized outpatient or residential programs focused on restoring a person's health to the most optimal level that can be achieved and is then maintained through sustained supports over time. This section is primarily focused on harm reduction efforts while specialized outpatient and residential services are discussed in the prior section regarding access to treatment.

Community Perceptions Regarding Harm Reduction

[bookmark: _Hlk105146925]Fifty-one individuals from Nevada participated in a CommunityBased Participatory Research (CBPR) project by Nevada Minority Health and Equity Coalition, as one of the requirements for this Needs Assessment in SB 390.[footnoteRef:181] CBPR is a unique framework for gathering information from those in the community with lived experience, ensuring community members are empowered to not only respond with the requested information, but to also work as partners in both the research and resulting efforts toward improving health and impacting change in their communities. Urban respondents made up 75% of the participants, while 23.5% were from rural areas. In the area of harm reduction, participants reported they found harm reduction resources useful. However, barriers in urban areas included limited hours of operation and lack of education for the use of naloxone. In rural areas, participants reported a significant lack of education on harm reduction resources and methods, harm reduction resources lacking privacy from the public and from law enforcement, and lack of education on the addictive potential of opioids, and alternative therapies for chronic pain and chronic illness. [181:  Nevada Minority Health and Equity Coalition, School of Public Health, University of Nevada, Las Vegas, Voices of the Opioid Epidemic: Perspectives of Those with Lived Experience in Nevada, 2022.] 


Harm Reduction Resources

Syringe Service Programs

Nevada has made progress in Integrated Opioid Treatment and Recovery Centers (IOTRCs), which build services around individuals, allowing for a more integrated care model that addresses SDOH and other comprehensive treatment needs.[footnoteRef:182] Other innovative practices in harm reduction include peer support services and syringe vending machines. In 2013, syringe service programs (SSPs) were enacted, two of which serve Nevada’s urban centers through mobile and storefront exchange, Trac B and Change Point. SNHD supports Trac B on efforts, including vending expansion and technical assistance for other jurisdictions to implement public health vending, collaboration on outreach, rural expansion of harm reduction initiatives, linkage to care and peer support services, and alliance work, but does not fund the purchase of syringes. The syringe vending machines have allowed conversations with individuals around harm reduction and treatment. However, results of the 2019 statewide assessment using SAMHSA’s CAST indicate needle exchange capacity is low relative to need in all regions of the state.[footnoteRef:183] Qualitative data from a 2020 Clark County Community Perceptions of Drug Use and Harm Reduction Survey underscores this finding, with approximately one in four (25.1%) respondents reporting seeing discarded needles in their community. However, respondents of the survey did not link needle exchanges with positive outcomes. In the same survey, half of the respondents (50.0%) agreed or strongly agreed that a needle exchange program would increase the number of discarded needles on the street that some drug users can reuse, and 32.2% of respondents agreed or strongly agreed that needle exchange programs would increase overall injection use in the community. Nevada needs both expanded syringe exchange programs and efforts to educate the public on the true impact and benefit of such programs. [182:  Nevada Institute of Children’s Research and Policy, University of Nevada. Comprehensive Community Substance Abuse Prevention Plan, 2019.]  [183:  Nevada Department of Health and Human Services, Division of Public and Behavioral Health, Nevada Substance Abuse Prevention and Treatment Agency Capacity Assessment Reportorganization: Nevada, 2019.] 


Peer Supports for Harm Reduction

Peer supports are an essential component of tertiary prevention and recovery programs for SUDs. Peer supports promote a workforce that can build relationships with individuals to encourage harm reduction efforts and understanding of issues such as stigma, allowing for 
selfdetermination in the harm reduction, treatment, and recovery process. Peer support services can also assist with outreach to underserved populations and promote an increase in cultural competency through their lived experiences. Expansion of peer supports would allow for greater outreach to individuals living with SUDs, although implementation especially in rural and frontier areas can be challenging due to lack of available providers and programming.[footnoteRef:184]  [184:  Nevada Public Health Foundation, State of Nevada Department of Health and Human Services, and PACT Coalition, Final Report of Nevada’s Summit Proceedings, 2019.] 


Overdose Reversal

The Nevada Rural Opioid Overdose Reversal grant provided Desert View Hospital and five other critical access hospitals, Project ECHO Nevada, Nevada Rural Hospital Partners, and DHHS the resources needed to train emergency medical providers on the administration of naloxone after SB 459 authorized its use by first responders.[footnoteRef:185] Opioid State Targeted Response (STR)/SOR grants have funded naloxone and overdose education for first responders.	 [185:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.] 


Naloxone is currently available without a prescription, and communitybased organizations can distribute naloxone for free. Nevada, in partnership with Salesforce, implemented an innovative naloxone inventory management program, the Naloxone Virtual Dispensary, that ensures that naloxone is available statewide. Naloxone is funded primarily through federal grants. It is required to be available at all Integrated Outpatient Treatment and Recovery Centers and Certified Community Behavioral Health Centers. The State has also successfully collected data on naloxone distribution, including to whom naloxone is being distributed. In 2018, Nevada developed a provider’s guide to prescribing naloxone.[footnoteRef:186] Nevada has made great strides in ensuring naloxone is available and that providers and first responders know how to use it. However, a survey of people with current or past OUD identified that individuals in the community, especially those experiencing homelessness, need more education about naloxone and how to use it.[footnoteRef:187]  [186:  State of Nevada Division of Public and Behavioral Health. Naloxone for Opioid Safety: A Nevada Provider’s Guide to Prescribing Naloxone to Patients Who Use Opioids, 2018. Available at: https://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Resources/opioids/naloxone_toolkit_color.pdf]  [187:  Nevada Public Health Training Center, Overdose Data to Action (OD2A): Formative research to investigate barriers and facilitators to accessing services among current and former opioid users in Nevada: Report of Key Findings and Recommendations, 2021.] 




Gaps in Tertiary Prevention and Harm Reduction187

• Limited hours of operation for harm reduction services

• Community education for the use of Naloxone

• Education on harm reduction resources and methods in rural areas

• Privacy from the public and from law enforcement when using harm reduction resources, especially in rural areas

• Education in encampment communities

• Needle exchange capacity is low relative to need in all regions of the state

• Prohibitive prior authorization requirements for peer recovery support services





Treatment of OUD[footnoteRef:188] [188:  The designation of a gap does not mean the service or program does not exist, but that it is currently insufficient in scope, geographic coverage, resources for sustainability, or populations covered.] 


Access to treatment and service utilization can be difficult to measure statewide across all payers, and particularly hard to estimate for special populations, such as those living in underserved communities, pregnant women, transitionage youth, people experiencing homelessness, and others who might experience disparities. Until Nevada establishes its multipayer claims database, reliable information on the number of people with SUD or OUD diagnoses and/or receiving treatment is limited. Most gaps in treatment reported in this Needs Assessment summary are identified through the CAST results and Medicaid data provided by the Nevada DHHS Office of Analytics. Overall, the CAST identified a 70% unmet need/insufficient capacity of services statewide.[footnoteRef:189] [189:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.] 


[bookmark: _Toc97911322][bookmark: _Toc101881172]Treatment availability was found to be the most significant and critical need for residents with OUDs across the state.[footnoteRef:190] A July 2019 report estimated that 400,000 Nevadans who need substance use treatment in a year do not receive it.[footnoteRef:191] [190:  State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health. Nevada Substance Abuse Prevention and Treatment Agency Capacity Assessment Report: Nevada, 2019.]  [191:  See Note 187 above.] 


Trends in Nevada Medicaid have identified an overall increase in SUD service utilization. The number of Medicaid members with SUD claims has steadily increased from 44,275 in 2017 to 79,940 members in 2020.[footnoteRef:192] Of the 79,940 members, 27% had claims related to OUD. The highest numbers of members with claims related to OUD were members 25 years–34 years old. However, as of 2018, only 31.5% of those with an SUD diagnosis received treatment or recovery services, indicating a lack of access or engagement despite an increase year to year.[footnoteRef:193] [192:  Data received from the State of Nevada Department of Health and Human Services Office of Analytics, January 7, 2022.]  [193:  See Note 187 above.] 


Statewide from 2015 to 2020, the number of individuals diagnosed with an OUD increased from 7,050 to 16,433 (a 133% increase).[footnoteRef:194] Of those individuals diagnosed with an OUD, those who received outpatient treatment increased from 37% to 47%. This increase could be due in part to the expansion of Medicaid eligibility in 2014, in addition to overall increases in opioid use over recent decades. People of American Indian and Alaskan Native ethnicity account for 1.1% to 1.3% of OUD diagnoses, 0.3% to 0.5% of those in outpatient treatment, and 0.1% to 0.2% of those on MAT, indicating an underutilization of outpatient services.  [194:  Data received from the State of Nevada Department of Health and Human Services Office of Analytics, January 7, 2022.] 


Trends are difficult to identify because recent data reflect utilization during the COVID19 PHE restrictions, as mentioned in the prior section. Treatment utilization in Nevada’s Substance Abuse Prevention and Treatment Agency (SAPTA) facilities specializing in SUDs fell by 31% between 2019 and 2020, likely due to COVID19 restrictions and concerns in the community about the transmissibility of the virus. Not only has the PHE exacerbated mental health and substance use issues, it has also likely contributed to a pentup demand now that vaccines are available and treatment providers have increased their in-office availability.

General Treatment Issues

Special Populations and Health Equity

Minority Populations

Nevada is currently lacking sufficient data to draw strong and actionable conclusions about disparities in access and treatment for minority populations. However, Medicaid data suggests decreased treatment for Hispanic and Black Nevadans. Approximately 84% of Medicaid members receiving SUD and OUD services were white, 9% were Black, 1% were American Indian/Alaskan Native, and 15% identified as Hispanic. Since Black Nevadans make up 12.1% (versus 9% receiving treatment) of the total population and Hispanics 28.7% (versus 15% receiving treatment), there is likely a significant disparity based on available data.[footnoteRef:195] It is not clear why such disparities might exist. [195:  Ideally these comparisons should be made within the Medicaid population rather than comparing treatment within Medicaid to the entire population.] 


Although Nevada-specific statewide data is not available, literature reviews and national data suggest significant disparities for racial/ethnic minority youth. In a national study, Black youth with SUDs reported having received fewer specialty services.[footnoteRef:196] Both Black and Hispanic youth reported receiving fewer informal treatment supports due to several possible factors involving providers, environmental context, and community resources.  [196:  Alegria, M.l., Carson, M., et al. “Disparities in Treatment for Substance Use Disorders and Co-Occurring Disorders for Ethnic/Racial Minority Youth,” Journal of the American Academy of Child & Adolescent Psychiatry, Volume 50 Issue 1 (2011).] 


Health disparities are likely a significant gap. More detailed data on SUD in these populations could clearly point to effective strategies to better address unmet prevention, treatment, and recovery needs. Nevada’s Office of Minority Health and Equity was recently awarded funds by DHHS to continue to build health equity, which will need to be based on strong and informative health equity data. 

American Indian/Alaskan Native Populations

Nevada has 27 federally recognized tribes, with 32 reservations or colonies.[footnoteRef:197] 97% of Nevada’s Tribal Nations are rural. American Indian/Alaska Natives (AI/AN) make up 1.2% of Nevada’s population. AI/AN experience a variety of risk factors for SUDs, including higher unemployment, lower fouryear high school graduation rates, and lower annual household income. According to United States Census Bureau aggregate data (2015–2019), the median income among those living on tribal lands is lower and unemployment rates and poverty rates are higher compared to Nevada overall. All these factors tend to increase the likelihood of health disparities. [197:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.] 


The health care delivery system for Nevada and parts of Utah and Arizona are overseen by the Phoenix Area Indian Health Service (PAIHS).[footnoteRef:198] The system includes healthcare facilities operated by local tribes and AI/AN health programs and encompasses primary care, tertiary care, and specialty services. PAIHS is leading numerous behavioral healthrelated initiatives. Four health facilities or service units offer either purchased/referred treatment in the local community (Schurz Service Unit) or directly provided treatment in the community that involves some level of substance userelated interventions. There are also two substance use treatment facilities, one of which is for males aged 12 years–18 years. [198:  Ibid.] 


One of the efforts made by Nevada to address the opioid epidemic in the Tribal Nations was to offer two requests for applications (RFAs) offered through the SOR grant to increase available substance use services. There were no responses from tribal organizations to the RFAs, but the SOR team continues to have ongoing conversations with interested tribal clinics about increasing the accessibility of MAT services, various training opportunities, and support for implementation. The SOR team participates in the Statewide Tribal Consultation on request and maintains relationships with organizations currently distributing naloxone to their communities.[footnoteRef:199] The lack of response to the SOR RFAs indicates an opportunity to further engage with the Tribal Nations to determine what sort of funding or technical assistance might be the most well received by the population. [199:  Nevada Center for the Application of Substance Abuse Technologies, Nevada State Opioid Response, and Nevada Department of Health and Human Services, Nevada State Opioid Response Grant II, Year 1: September 20, 2020-September 29, 2021, Annual Performance Progress Report, 2021.] 


The SOR II Tribal Needs Assessment found that there are no mutual support meetings (e.g., Alcoholics/Narcotics Anonymous) in Las Vegas or Northern Nevada that are AI/ANspecific or located in tribal locations. They did find that Elko, Garnerville, and Owyhee communities near tribal areas did have meetings available.[footnoteRef:200] Additionally, only four of the 14 Indian Health Service clinics have a practitioner who is DATA 2000 waivered. Residents of other areas without waivered providers need to drive long distances to receive MAT treatment.  [200:  Ibid.] 


Pregnant Women

Pregnant women in Nevada are much less likely to receive needed opioid treatment. One study found that only 15% of women with an OUD who are covered under Medicaid received treatment.[footnoteRef:201] The underlying causes of a lack of treatment are complex and difficult to measure. Most often, the barriers to treatment for pregnant women include a lack of providers willing to provide MAT to pregnant women due to perceived and actual risks, stigma, and fear of losing custody of the child or other children in the household. During the June 2022 meeting of the ACRN, a provider of comprehensive specialty services for pregnant women reported that their services are underutilized, likely because of stigma in the community, both on the part of referral sources and individuals needing treatment.[footnoteRef:202]  [201:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.]  [202:  State of Nevada Department of Health and Human Services. “Advisory Committee for a Resilient Nevada (ACRN).” Available at: https://dhhs.nv.gov/Programs/Grants/Advisory_Committees/ACRN/Home/  ] 


Youth

Programming targeted to young adults and transitionage youth is lacking. There is only one facility for youth treatment in the state outside of the PAIHS. Additionally, adolescent beds, certified to treat cooccurring disorders, are lacking. Nevada currently ranks number 51 in the nation among states and US Territories for the prevalence of mental health disorders and access to treatment.[footnoteRef:203] SAPTA performed a needs assessment and found there is a critical need for treatment for youth with cooccurring disorders, especially for inpatient facilities, as there is only one in the state that treats youth, making this a difficult service to access for both youth and their families.[footnoteRef:204] [203:  See Note 199 above.]  [204:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.] 


The University of Nevada, Reno School of Social Work was awarded a grant to train primary care and other providers on key elements needed to work with children, adolescents, transitionage youth, and their families.[footnoteRef:205] However, shortages of providers to treat substance use in youth remain and are especially problematic in rural areas. A 2019 Nevada DHHS survey found that state- and community-level stakeholders prioritized young adults and transition-aged youth as among the highest risk for substance use.  [205:  Ibid.] 


While data on youth treatment and followup in the juvenile justice system in Nevada is sparse, one national study found that about half of the youth who had been in detention did not receive needed treatment for substance use.[footnoteRef:206]  [206:  Welty, L., Harrison, M., Abram, K., et. Al. “Health Disparities in Drug and Alcohol-Use Disorders: A 12-year Longitudinal Study of Youths After Detention,” American Journal of Public Health, Volume 16 (2016), pp. 872–880.] 


Rural and Frontier Nevada Residents

Rural and frontier areas are greatly impacted by the lack of local treatment programs while also experiencing higher rates of youth alcohol use, opioid prescribing, and prescriptionrelated overdose deaths. The State is investigating the purchase of mobile RVs to increase the presence of MAT opportunities in high-need communities. Both residential treatment programs and outpatient MAT are concentrated in urban areas of Nevada. A lack of transportation, especially for the long distances people must travel for specialized treatment, only exacerbates the disparity. The Nevada Infrastructure Assessment Report summarized that rural and frontier residents have “little to no access to mental health services.”[footnoteRef:207] [207:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, p. 76, 2020.
  Mental Health America. “The State of Mental Health in America,” 2021. Available at: https://mhanational.org/issues/state-mental-health-america] 


Services for CoOccurring Mental Health and SUDs

Access to mental health care also impacts opioid treatment access and recovery, making the capacity of the mental health treatment system important to the State’s opioid response. Unfortunately, Nevada has been ranked number 42 compared to all other states for low access to care and high prevalence of mental illness in adults.[footnoteRef:208] For youth, Nevada is ranked number 51 in the country for mental health prevalence and treatment access.  [208: 206 Ibid.] 


SAMHSA reports that over a third of people who seek treatment for opioid use have a cooccurring mental health diagnosis.[footnoteRef:209] Additionally, people who have both an OUD and a comorbid mental health condition are at higher risk of selfharm, especially when they have previously experienced trauma.  [209:  Substance Abuse and Mental Health Services Administration. Treatment Improvement Protocol (TIP) 42: Substance Use Disorder Treatment for People with Co-Occurring Disorders, 2020.] 


Although mental health and SUDs cooccur at a high rate, not all providers of SUD services are willing or trained to simultaneously treat both mental illness and SUDs, leaving people with cooccurring disorders at a disadvantage when seeking treatment. Fortunately, Nevada SAPTA offers certifications to providers who meet specific criteria for treating cooccurring disorders, with 108 such certified facilities for adults and only 39 for adolescents. This type of certification can help individuals identify treatment providers who will better meet their needs. 

However, according to numerous reports, there are still not enough of these certified providers to meet community needs. The Nevada Minority Health and Equity Coalition qualitative study noted that respondents with lived substance abuse experience reported the need for more mental health treatment during and after MAT to improve recovery outcomes.[footnoteRef:210] A State needs assessment also identified the critical need for the treatment of youth with cooccurring disorders. [footnoteRef:211] [210:  Nevada Minority Health and Equity Coalition, School of Public Health, University of Nevada, Las Vegas. Voices of the Opioid Epidemic: Perspectives of Those with Lived Experience in Nevada, 2022.]  [211:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.] 


Finally, although some efforts have been made, such as the expansion of individuals able to be served by the Las Vegasbased Eighth Judicial MAT ReEntry Court to include those with a stimulant disorder, interventions for people who use multiple substances should be available statewide. Continued focus on solely addressing OUDs will not be as effective if treatment protocols for cooccurring use of stimulants and other substances are not a part of an integrated treatment approach.

Evidence-Based Care

While access to treatment is essential, it is also important that the treatment available be evidencebased and oriented toward evaluating outcomes for treatment recipients. Nevada lacks a standard measure or monitoring capability to ensure treatment across all settings is delivered according to evidencebased standards and that outcomes are tracked. Training in and implementation of evidencebased models is mainly left to the discretion of individual providers and agencies. However, Integrated Outpatient Treatment and Recovery Centers and Certified Community Behavioral Health Clinics are comprehensive treatment provider types that are required to have training in evidencebased practices and monitor outcomes. 

Discharge and Transition of Care

The 2020 Medicaid data shows a need for improvement in both sevenday and 30day Healthcare Effectiveness Data and Information Set measures of followup after an ED visit for alcohol and other drug use or dependence.[footnoteRef:212] While the average national Medicaid managed care rates were 13.8 for sevenday followup and 20.2 for 30day followup in 2020, Nevada’s MCOs ranged 10 to 16.9 for sevenday followup and 14.7 to 22.2 for 30day followup, with a trend downward since the second quarter of 2020. The downward trend in the second quarter is consistent with the timing of the COVID19related PHE restrictions and the associated drop-in outpatient services. For Medicaid FFS, which is mostly in the rural counties, rates were flat at a range of 8.5 to 11.3 for sevenday followup and 13.2 to 17.4 for 30day followup, with the highest rates in the third quarter of 2020. Additionally, readmissions among beneficiaries with a SUD totaled 1,933 among FFS Medicaid and 2,732 for Medicaid members in managed care. This data should be carefully interpreted due to the timing of the COVID19 PHE. It generally supports the need for better discharge planning and transition for the SUD population. [212:  Data received from the State of Nevada Department of Health and Human Services, April 2022.] 


Qualitative data also supports this need. The 2021 study of people with lived experience with opioids reported a significant need for better coordination among different levels of treatment programs and better supports upon discharge back to the community.[footnoteRef:213]  [213:  Nevada Public Health Training Center. Overdose Data to Action (OD2A): Formative Research to Investigate Barriers and Facilitators to Accessing Services Among Current and Former Opioid Users in Nevada: Report of Key Findings and Recommendations, 2021.] 


Workforce Shortages 

The National Drug Helpline cited factors contributing to the risk of overdose fatalities, such as reduced access to treatment programs, including EDs, and lost healthcare capacities due to staff falling sick, among others. The COVID19 PHE has amplified the workforce shortage across sectors. Rural health development continues to be limited by staffing shortfalls and limited resources while states are trying to expand MAT services. Nevada continues to lack behavioral health and medical providers, especially in the rural and frontier areas.[footnoteRef:214] All but one of Nevada’s counties (Washoe) are designated Mental Health Professional Shortage Areas. [214:  Nevada Public Health Foundation, Nevada Department of Health and Human Services, and PACT Coalition. Final Report of Nevada’s Summit Proceedings, 2019.] 


Workforce shortages present a key risk factor for individuals seeking treatment. Federal data from 2021 indicates that over 2,445,000 Nevadans live in designated mental health care Health Provider Shortage Areas (HPSAs), with 52 HPSA designation areas as measured by available psychiatrists.[footnoteRef:215] Only 35.4% of the estimated need for mental health providers is currently being met, with 111 additional providers needed in order to remove the HPSA designation.[footnoteRef:216] HRSA estimates that by 2030, the national supply of adult psychiatrists will decrease by 20%, which indicates a trend in the wrong direction compared to Nevada’s needs.[footnoteRef:217] Additionally, 100% of all Nevada counties (except Washoe) are designated mental health care shortage areas, again as pertains primarily to psychiatrists.[footnoteRef:218] [215:  Kaiser Family Foundation. “Mental Health Care Professional Shortage Areas (HPSAs),” accessed for September 30, 2021. Available at: https://www.kff.org/other/state-indicator/mental-health-care-health-professional-shortage-areas-hpsas/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22desc%22%7D ]  [216:  The calculation of HPSA is primarily based on psychiatrist availability, not on other mental health providers such as psychologists, clinical social workers, psychiatric nurse practitioners, and marriage and family therapists.]  [217:  Health Resources & Services Administration Health Workforce. “Behavioral Health Workforce Projections,” accessed April 2022. Available at: https://bhw.hrsa.gov/data-research/projecting-health-workforce-supply-demand/behavioral-health ]  [218:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.] 


While nationally, the average number of SUD providers is 32 per 1,000, Nevada currently averages 11 providers per 1,000.[footnoteRef:219] HRSA estimates that by 2030, the national supply of addiction counselors will only increase by 3%, and demand is expected to increase by 15%.[footnoteRef:220] The lack of providers presents challenges when individuals attempt to access services and support.  [219:  Ibid.]  [220:  See Note 215 above.] 


With more providers also concentrated in urban areas, access limitations experienced by rural residents are even more pronounced. At the June 2022 ACRN meeting, one rural community leader reported that rural areas lack paid internship opportunities that would not only keep local residents in the areas as they train and work but promote more people choosing to work in behavioral health because they do not have to relocate to complete their training.[footnoteRef:221]  [221:  State of Nevada Department of Health and Human Services. “Advisory Committee for a Resilient Nevada (ACRN).” Available at: https://dhhs.nv.gov/Programs/Grants/Advisory_Committees/ACRN/Home/  ] 


CAST results indicated a significant shortage in outpatient treatment capacity for psychiatrists and psychologists throughout Nevada.[footnoteRef:222] Northern and Rural Behavioral Health Regions reported significant deficits in licensed counselors. The CAST report suggested that the shortages varied by region, with poverty and insurance status limiting available providers in urban areas and distance to providers/provider availability limiting capacity in rural and frontier areas. [222:  State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health, Nevada Substance Abuse Prevention and Treatment Agency Capacity Assessment Report: Nevada, 2019.] 


Telehealth 

Telehealth offers opportunities to close some of the gaps in access to care in rural and frontier areas if those areas have access to technology and internet service in their homes or nearby. Nevada providers and other entities have awarded numerous federal grants to strengthen telehealth infrastructure.[footnoteRef:223]  [223:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.] 


Nevada is considered to have progressive telehealth regulations.[footnoteRef:224] AB 181, filed in September of 2020, ensures that any insurer or other organization providing health coverage through Medicaid provides benefits for mental health or SUDs at fair coverage as that of medical and surgical needs. SB 5, effective October 1, 2021, has instituted the requirement that telehealth data is collected and analyzed to improve equity. The federal SUPPORT Act Section 2001 now allows people covered by Medicare to receive telehealth services in their homes rather than having to travel to a facility. This incentivizes more providers to continue or expand their telehealth services, benefiting the rural and frontier communities. Telehealth in Nevada is a strength that could be built upon to bolster treatment access in all areas of the state. COVID19 flexibilities further promoted the use of telehealth, with the additional benefit of increasing access in rural communities through suspension of the telephonic restrictions, allowing telehealth for group therapy and allowing people to receive telehealth in their homes. [224:  Ibid.] 


Outpatient Treatment

Certified Community Behavioral Health Clinics

[bookmark: _Int_PazGeN6E]Nevada is expanding its Certified Community Behavioral Health Clinic (CCBHC) capacity, with six CCBHCs under the Medicaid State Plan, three under a Centers for Medicare & Medicaid Services (CMS) demonstration, and six supported by a SAMHSA grant. CCBHCs offer critical outpatient services that can fill gaps in the service system, including opioid treatment, physical and behavioral health care integration, and 24/7 crisis services. The CCBHCs are expected to improve the quality of communitybased treatment through attention to databased outcomes and monitoring and additional training requirements in best practice treatment models. However, currently, the CCBHCs do not cover every geographical area. Many providers are relatively new to this model, so over time, the impact on individuals with OUD is likely to increase as they gain more experience and more clients. 

IOTRCs

The State has built a hubandspoke infrastructure through IOTRCs. Nevada has three hubs with nine locations and more than 190 spokes serving the counties of Clark, Washoe, Elko, and Carson City. More than 4,000 patients are receiving OUD treatment and recovery support services through this system.[footnoteRef:225]  [225:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.] 


IOTRCs provide regional expertise and comprehensive outpatient services, including MAT, referral to community resources, care coordination, and recovery supports. IOTRC hubs can only be Federally Qualified Health Centers (FQHCs), CCBHCs, and OTPs.[footnoteRef:226] The intent for IOTRCs is that individuals need to come to the central hub on a minimal basis while receiving MAT, with other treatment and support resources at the spokes of the hub frequently utilized. The spokes will be in more areas, making it more likely that they will be closer to the individual’s home to make adherence to treatment accessible where issues such as childcare or transportation may present a challenge. [226:  State of Nevada Division of Health Care Financing and Policy, Nevada’s Sustainability Plan to Support Expansion of SUD and OUD Treatment and Recovery Provider Capacity, 2021.] 


While IOTRCs play an essential role in improving access, reports indicate that there may not be sufficient spokes in rural and frontier areas and that reimbursement and overall infrastructure need to be enhanced.

MAT

Qualitative data from the study conducted by the Nevada Minority Health and Equity Coalition also indicates difficulty accessing MAT services, especially in rural areas and on reservations.[footnoteRef:227] In 2020, the Nevada State Medicaid Services Manual was updated to include a separate chapter for MAT services, making information on providing the service more accessible to interested providers and signaling the increasing dedication of Nevada to opioid treatment services. OTP and OfficeBased Opioid Treatment (OBOT) services are not widely available in rural and frontier areas, in part, because the volume of the population in these areas is too small to sustain brickandmortar programs and to indicate a need for IOTRC expansion.  [227:  Nevada Minority Health and Equity Coalition, School of Public Health, University of Nevada, Las Vegas. Voices of the Opioid Epidemic: Perspectives of Those with Lived Experience in Nevada, 2022.] 


Opioid Treatment Programs

Nevada has 15 OTPs offering MAT in outpatient settings, but only in Clark, Washoe, and Carson City Counties, leaving 13 counties without any OTP.[footnoteRef:228] In a state survey, most OTPs reported that they have additional treatment capacity, indicating that either the people who need treatment are not able to access it (due to transportation, lack of knowledge of the system, or stigma) or the treatment programs are not located in the areas where residents need them.  [228:  See Note 223 above. ] 


Office-Based Opioid Treatment

Thirteen counties in Nevada have OBOT. Only Nevada’s urban areas, Carson City, Clark, and Washoe Counties, have more than 10 providers, and eight of the 13 counties have fewer than five providers.[footnoteRef:229] Nevada’s analysis of OBOT providers found that only a few of the OBOT providers were prescribing up to their DATA 2000 waiver capacity. The most significant barriers to serving more people were reimbursement, lack of time, and referrals. In addition, only about onefourth of the OBOTs that responded to the State’s survey reported offering counseling, which is a best practice for MAT. Additionally, at least part of every county in Nevada is designated as a HPSA, so the baseline availability of providers who could potentially become DATA 2000 waivered is lacking. [229:  State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020. ] 


Figure 6. Distribution of OBOT[footnoteRef:230] [230:  State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.] 
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[footnoteRef:231] [231:  The designation of a gap does not mean the service or program does not exist, but that it is currently insufficient in scope, geographic coverage, resources for sustainability, or populations covered.] 
Gaps in Outpatient Treatment229

• Data on equity and disparities in treatment outcomes for racial and ethnic minorities 

• Provider availability for pregnant women with OUD

• Treatment/provider availability for individuals with co-occurring disorders, especially youth, and serving youth in inpatient and residential facilities

• Access to mental health care as compared with disease prevalence and demand for treatment

• Residential and outpatient MAT programs in rural and frontier areas

• Transportation to treatment and recovery supports, especially in rural and frontier areas and for non-Medicaid populations

• Withdrawal management services with seamless transfer to treatment after detoxification

• Utilization of existing OTPs to capacity

• Availability of OTPs in most counties

• OBOT in rural and frontier areas

• Counseling for individuals receiving OBOT

• Psychiatrists and psychologists specializing in SUD psychotherapy

• Outpatient detoxification and licensed drug and alcohol counselors in rural regions

• MAT and other treatment interventions in justice facilities

• Evidence-based treatment protocols for those using multiple substances and for those with co-occurring mental health and physical health disorders

• Formal collaborative care for those at risk for suicide

Evidence-based treatment modalities across the service continuum



Inpatient, Residential, and Detoxification/Withdrawal

Higher levels of care, such as inpatient, withdrawal management, and residential services, can also be particularly skewed toward urban areas and difficult to expand due to infrastructure costs. The CAST inpatient categories of shortterm rehabilitation (less than 30 days) and longterm rehabilitation (more than 30 days) were identified as lacking capacity relative to need in all regions of the state.[footnoteRef:232] In June 2021, the State reported having 929 licensed residential and withdrawal management inpatient/residential beds classified as Institutions for Mental Disease (IMD), 95% of which are in Las Vegas, Reno, or Carson City. Nevada identified that 86% of withdrawal management and residential treatment beds are not eligible for Medicaid reimbursement for most adults under 65 years, due to their classification as IMDs under federal regulations. [footnoteRef:233] In the absence of these services for many Medicaid beneficiaries, beneficiaries have likely defaulted to either more expensive and potentially less effective care through multiple ED visits and regular inpatient hospital stays or undertreatment and less recovery, resulting in higher crisis utilization. [232:  State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health, Nevada Substance Abuse Prevention and Treatment Agency Capacity Assessment Report: Nevada, 2019. ]  [233:  State of Nevada Department of Health and Human Services. Section 1115 Demonstration Waiver Nevada’s Treatment of Opioid Use Disorders (OUDs) and Substance Use Disorders (SUDs) Transformation Project, September 2021. Available at: https://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/Public/AdminSupport/MeetingArchive/PublicHearings/2021/SPA_PH_10_26_21_NV_1115_Waiver.pdf] 


In 2021, Nevada’s plan to address significant gaps in the substance use system through the 1115 waiver for SUD services was submitted for approval to CMS. [footnoteRef:234] The pending waiver includes adding residential and withdrawal management services for SUD (ASAM levels 3.1: Clinically Managed LowIntensity Residential Program, 3.2: Clinically Managed Residential Withdrawal Management, 3.5: Clinically Managed Medium Intensity Residential Program, and 3.7: MedicallyMonitored Inpatient Programs). Currently, 86% of Nevada’s withdrawal and inpatient resources are not reimbursable by Medicaid because of the federal IMD exclusion. The waiver also opens the 929 IMD beds for Medicaid payment for an average stay of 30 days for beneficiaries between the ages of 22 years–64 years, a previously excluded benefit for IMDs, and provides case management for beneficiaries in IMD facilities which do not have a cooccurring mental health diagnosis (cooccurring diagnoses are already eligible for case management). Pending approval, the waiver’s effective date could be January 1, 2023. While the release only affects care funded by Medicaid, expanded funding for these services is likely to result in better sustainability and growth options for those already established. [234:  Ibid.] 


Although the State is addressing gaps in substance use services related to the need for communitybased residential treatment and withdrawal management, implementation is not likely to begin until 2023 and is mostly focused on Medicaid beneficiaries. Resources may be needed to help with the infrastructure providers will need to create or expand into the new services anticipated to be approved under the 1115 SUD waiver.







Gaps in Inpatient, Residential, and Detoxification/Withdrawal

• Short and longterm rehabilitation in all regions of the state

• Funding for withdrawal and residential treatment beds for Medicaid beneficiaries (ages 22 years–64 years) and the uninsured

• Supports for people who have completed detoxification but are awaiting treatment 

• Shortterm rehabilitation (< 30 days) and longterm rehabilitation (30+ days) statewide

• Access to inpatient, residential, and withdrawal management services in rural areas

• Funding for infrastructure to expand withdrawal and other levels of care





Crisis Services

In addition to inpatient and outpatient, a robust continuum of crisis services is essential for responding to opioidrelated crises and ensuring recipients are effectively connected to treatment after the crisis. Significant gaps do exist across the state with respect to crisis services, as indicated in the Nevada Crisis Care Response System: Assets and Gaps report.[footnoteRef:235] One indicator of the need for better communitybased crisis response capacity is ED utilization for substance use problems, which are not best addressed in that setting. Most recently, Medicaid data from the first quarter of 2021 shows a rate of 352.1 per 1,000 FFS beneficiaries and 408.4 under managed care. [footnoteRef:236] In Medicaid, 2,408 people received a crisis service outside of the ED or inpatient setting in 2020. Nevada’s crisis system could be enhanced to decrease some of the ED utilization for substance use and increase crisis response capacity. [235:  State of Nevada Department of Health and Human Services. Nevada’s Crisis Care Response System: 2020 Statewide Assets and Gaps Analysis, 2020. ]  [236:  Data received from the State of Nevada Department of Health and Human Services, January 10, 2022.] 


In addition to mental health and substance use comorbidity, opioid use alone creates crises that can be addressed by the behavioral health crisis system. Along with the work accomplished to implement 988 by the summer of 2022, and implementation of crisis stabilization units (CSUs), expansion of mobile crisis teams that are trained in harm reduction and can carry naloxone are also essential to addressing the opioid crisis.

98-8 Crisis Hotline

As recommended by SAMHSA’s National Guidelines for Behavioral Health Crisis Care Best Practice Toolkit,[footnoteRef:237] Nevada has done a great deal of work to assess and improve the current crisis system. Planning is underway for the State’s new 988 framework, for a consistent evidencebased model for mobile crisis that includes a multidisciplinary team of clinicians and peers and 24/7 inperson response, and for CSUs. Nevada already has a robust regional crisis call system through Crisis Support Services of Nevada, but the system cannot independently dispatch mobile crisistype teams. There are crisis lines specific to regions and targeted to children and adolescents that have the ability to dispatch specialized child mobile crisis teams in Reno and Las Vegas. Furthermore, the mobile crisis element of CCBHCs is dispatched by their local CCBHC crisis line rather than through one of the other crisis lines, unless they happen to be contacted by 911 for coresponse with law enforcement. Nevada is progressing in its system by planning for a more robust 988 service that is comprehensive, a single point of contact for behavioral health crisis, and can potentially dispatch mobile crisis teams across the state. The crisis line is intended to address both substance use and mental health crises. [237:  Substance Abuse and Mental Health Agency, National Guidelines for Behavioral Health Crisis Care: Best Practice Toolkit, 2020. ] 


Mobile Crisis Teams

Nevada’s CCBHCs fill gaps in mobile crisis in more populated regions, and many carry naloxone and other harm reduction tools and educational materials. The State’s efforts to increase the availability of mobile crisis services, along with additional resources, to the whole community should help decrease ED utilization and help those in a SUDrelated crisis to connect to treatment and recovery resources. However, Nevada’s CCBHCs are in various stages of refinement of their mobile crisis teams, are not yet serving their communities to the capacity needed, and are not uniformly covering rural and frontier areas. Therefore, Nevada lacks a consistent and coordinated, inperson, evidenceinformed 24/7 statewide mobile crisis response system. Such a response system is essential for saving lives in overdose situations, as well as ensuring people receive appropriate followup care.

Nevada has some innovative mobile crisistype teams, including child mobile crisis teams that can respond in person in Reno and Las Vegas. However, their capacity is limited and backed up by telephonic crisis line resources. Rural areas of Nevada have access to telephonic and televideo crisis care for adults and children, but the intervention is more like that of a crisis call center. 

Law enforcement coresponder models with embedded behavioral health clinicians exist in Douglas and Lyon counties, Sparks City, Carson City, and Reno, but in most cases the behavioral health clinician is dressed in a uniform, which is not a preferred model of response, and due to limited team hours, the response is not usually immediate. Two agencies have developed and are staffing Mobile Recovery Outreach Teams to engage within emergency rooms and community agencies in Northern and Southern Nevada through SOR funding.[footnoteRef:238] [238:  Nevada Center for the Application of Substance Abuse Technologies, Nevada State Opioid Response, and Nevada Department of Health and Human Services. Nevada State Opioid Response Grant II, Year 1: September 20, 2020-September 29, 2021, Annual Performance Progress Report, 2021.] 


Las Vegas has a unique ambulancebased mobile crisis model through Las Vegas Fire and Rescue that is available only in a specific downtown area and is available nearly 24 hours per day. Due to the paramedics’ advanced scope of practice, transportation can be offered directly to behavioral health facilities rather than going through an ED for medical clearance, but it is limited in capacity. Reno has recently implemented a similar program.

Overall, the current inperson response resources have limited capacity to respond quickly and robustly to everyone in their local communities. Some current inperson crisis teams (CCBHCs in particular) appear to be underutilized at this time, with low permonth requests for mobile services compared to the size of the population where they are located. If more people took advantage of this resource, the community needs would quickly outstrip the teams’ capacities. In areas such as Southern Nevada, where there is no inperson mobile crisis response, resources are needed to set up models that can adequately serve the sparsely populated, but expansive, geographic region. As the providers and the State increase education to the community about this resource, providers of mobile crisis may need assistance increasing their own capacity to respond. Additional staff, which is difficult to find due to workforce shortages, training, and adjustment to a “firehouse model” where staff is available 24/7/365, are challenges with which providers are likely to need technical assistance. Reimbursement for current crisis codes is not likely to support this alwaysavailable, inperson model.

SB 390 affirmed the State’s commitment to expanding its mobile crisis system and included the requirement that peers be an essential part of mobile crisis teams.[footnoteRef:239] Therefore, more peers will be necessary to help staff these teams than the State currently has available. [239:  Senate Bill 390. Available at: https://www.leg.state.nv.us/App/NELIS/REL/81st2021/Bill/8095/Text] 


Crisis Stabilization Units

Nevada is currently working on developing and expanding CSUs, the “somewhere to go” element of the Crisis Now model of comprehensive crisis services. Ensuring these units can serve individuals with OUDs is essential for rounding out the mobile crisis response system. CSUs only exist in urban areas, and they offer one bed per 100,000 residents rather than the recommended three beds per 100,000 residents. Urban areas have the infrastructure to expand to the recommended three beds per 100,000 residents likely needed to serve local residents.[footnoteRef:240] The Rural, Clark, Southern, and Washoe Behavioral Health Regions lack dedicated acute stabilizations units within a reasonable distance from most residents. Instead, residents are transported long distances to facilities by limited public safety resources (ambulances and flight) at great cost. Nevada calculated that 123 crisis beds are needed to adequately serve the state. Due to the rural and frontier nature of Nevada, they would need to be somewhat geographically distributed. [240:  State of Nevada Department of Health and Human Services. Nevada’s Crisis Care Response System: 2020 Statewide Assets and Gaps Analysis, 2020.] 


Secure Behavioral Health Transportation

One intervention Nevada has undertaken to address SDOH as a barrier has been to enable nonemergency Secure Behavioral Health Transport in the Medicaid State Plan to transport a person in a mental health crisis or other behavioral health condition to be taken to a treatment site. This effort should assist in increasing available transportation access to individuals who require a treatment intervention but do not need an ambulance for transport.[footnoteRef:241] However, as of the publication date of this report, no providers have been certified to provide this service, although a few are in the application process. [241:  Nevada Division of Health Care Financing and Policy. Nevada’s Sustainability Plan to Support Expansion of SUD and OUD Treatment and Recovery Provider Capacity, 2021.] 


[bookmark: _Toc115957519]Gaps in Crisis Services

• Statewide, consistent and coordinated, inperson, 24/7 mobile crisis response system 

• Single point of contact for behavioral health crises 

• Dispatch independent mobile crisis teams through central crisis call center

• Mobile crisis teams that are trained in harm reduction and carry naloxone

• CSUs, especially accessible to rural and frontier areas

• Staffing for crisis system





[bookmark: _Toc120620422]Treatment in Criminal Justice Settings

Criminal justice programming presents another area of need. Access to MAT and other treatment interventions within the jails and prisons is very limited, and individuals transitioning from incarceration to the community have limited access to treatment or care management in the community.[footnoteRef:242] Although progress has been made through drug treatment courts and similar interventions, these opportunities are not uniformly available in all criminal detention centers.  [242:  State of Nevada Division of Health Care Financing and Policy, Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.] 


Drug Courts

Drug courts can improve SUD treatment and recovery in the criminal justice population. MAT is utilized across all courts with opioid programming and is now considered the standard of care. Youth offender and reentry programs have been incorporated into drug courts, addressing the needs of youth as well as adults. A strong relationship between probation/parole and the courts ensures access to treatment, case management, and supports necessary to maintain recovery. Drug courts have also become increasingly invested in traumainformed care and SDOH to allow judges a full picture of the needs of the individual and to assist in a focus on recovery rather than punishment. For the Washoe County Second Judicial Court, 92% of graduates of the State recidivism program remained arrestfree.[footnoteRef:243] A gap in services currently exists for this population, as drug courts and services ranging from treatment to housing are not universally available, leading to a cycle of relapse and oftentimes reincarceration.  [243:  Nevada Overdose to Action and University of Nevada School of Community Health Sciences. Nevada's Overdose Landscape Presentations, July 7, 2021.] 


Reentry and Post-Release

Engagement during incarceration is crucial, as individuals incarcerated are in a forced state of abstinence and, therefore, are more likely to relapse and overdose upon release. A warm handoff makes a significant difference, as does the education of and the relationship with parole and probation officers about the needs of an individual struggling with substance use upon release. 

Insufficient support upon reentry presents a leading cause of relapse and opioid overdose. Among Hispanic Nevadans who died of opioid overdoses, 5% had been recently released from the criminal justice system.[footnoteRef:244] A small qualitative study of people who are currently using or have used opioids indicated that some individuals experience a lack of communitybased, accessible resources postrelease, which they feel contributes to the cycle of drug use and justice involvement. [footnoteRef:245] The survey concluded that there is a significant need for transitional and clinical services for the justice population, citing long waiting lists, poor coordination in programs, an overall lack of programs, difficulties reinstating Medicaid, and other challenges people leaving justice settings have in transitioning to care and housing in the community. Washoe County and Mineral County jail facilities have implemented a program for naloxone distribution upon release, and Washoe County provides naloxone to parole officers trained in harm reduction. However, these programs are not statewide, and consistent warm handoffs with the community are still needed. [244:  Larson Institute/Nevada Overdose to Action. 2020 Hispanic/Latinx Overdose, 2021.]  [245:  Nevada Public Health Training Center. Overdose Data to Action (OD2A): Formative research to investigate barriers and facilitators to accessing services among current and former opioid users in Nevada: Report of Key Findings and Recommendations, 2021.] 


Public Perception of Justice-Based Interventions

The 2020 Clark County Community Perceptions of Drug Use and Harm Reduction Survey, which included 669 respondents, included questions regarding public perceptions of drug misuse and justice involvement.[footnoteRef:246] 79% of the respondents agreed or strongly agreed that youth who use drugs are likely to commit crimes, and 54.9% of respondents agreed or strongly agreed that nonviolent criminal drug offenders should have access to various drug rehabilitation programs in Nevada. Half of the respondents (50.5%) agreed or strongly agreed that Southern Nevada should have a program that allows individuals to go to drug treatment therapy rather than jail if they have committed a nonviolent minor crime. Only 48.7% agreed or strongly agreed that treatment should be available to all individuals who misuse drugs. This data highlights the need for public education and sensitization to the importance and impact of treatment and prevention services for individuals reintegrating into the community postincarceration. Without public support, funding to fully implement these important programs will be difficult to obtain.    [246:  Nevada Institute for Children’s Research and Policy and the Cannon Survey Center. 2020 Clark County Community Perceptions of Drug Use and Harm Reduction Survey Report, 2020.] 


 [footnoteRef:247] [247:  The designation of a gap does not mean the service or program does not exist, but that it is currently insufficient in scope, geographic coverage, resources for sustainability, or populations covered.] 


[bookmark: _Int_zXP5iohB][bookmark: _Int_OS42Z3uT]





Gaps in Treatment in the Criminal Justice System245

• Postrelease bridging services to offer engagement during incarceration and transitional support into the community

• Knowledge base of probation/parole offices on the needs of individuals on release/community reentry regarding treatment support options and harm reduction

• Statewide availability of drug courts and transitional/reentry services and supports ranging from treatment to housing

• Public support for treatment and prevention services for individuals reintegrating into the community postincarceration

• Access to MAT and other treatment interventions within the jails and prisons 





[bookmark: _Toc120620423]Recovery Supports 

A Recovery Oriented System of Care “…is a coordinated network of communitybased services and supports that is personcentered and builds on the strengths and resiliencies of individuals, families, and communities to achieve abstinence and improved health, wellness, and quality of life for those with or at risk of alcohol and drug problems.”[footnoteRef:248] Recovery supports are an essential component of relapse prevention, as well as for good treatment engagement and outcomes. Overall, Nevada’s 2019 assessment identified that the category of recovery has a 63% unmet need/insufficient capacity statewide.[footnoteRef:249] [248:  Substance Abuse and Mental Health Services Administration. Recovery-Oriented Systems of Care Resource Guide, 2010. Available at: https://www.samhsa.gov/sites/default/files/rosc_resource_guide_book.pdf]  [249:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.] 


Recovery supports vary greatly by region, as they are often less structured, less formal, and tailored to individual support needs. There are several recovery resources funded by grants and State funds across the state.[footnoteRef:250] Foundation for Recovery offers outreach in several settings, including women in Washoe County Corrections, local and rural hospitals in Northern Nevada, and in the community focused on populations experiencing homelessness. SOR funding has provided support for two peerled programs, mobile recovery teams, peer recovery support services, and peerled warm lines. Within these services, individuals are helped with housing, employment, transportation, legal issues, and other supports that promote recovery and wellbeing. While impressive, these programs are limited in scope and availability. The State also appears to lack statewide communitybased recovery supports such as recovery centers. Documents reviewed did not mention recovery supports targeted at children, adolescents, or transitionage youth. [250:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.] 


Nevada’s June 2019 Statewide assessment using SAMHSA’s CAST reviewed the capacity of recovery supports and identified needs, which varied by region, in the following categories:[footnoteRef:251]  [251:  State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health. Nevada Substance Abuse Prevention and Treatment Agency Capacity Assessment Report: Nevada, 2019.] 




• Religious or spiritual advisors 

• 12step groups

• Transportation 

• Employment support

• Educational support for those who have completed treatment

• Parenting education 

• Assistance obtaining housing 

• Assistance obtaining health insurance

[bookmark: _Int_Qx6RASPS]A lack of capacity was identified for religious or spiritual advisors in all regions of the state, and the categories of employment support for those receiving treatment, assistance obtaining housing, and assistance obtaining health insurance were also noted to lack capacity relative to need in four out of five behavioral health regions of the state.[footnoteRef:252] Twelvestep groups, transportation for those receiving treatment, and parenting education for individuals with an SUD were identified as having adequate capacity at the state level, with a few regions noting gaps in those categories. Overall, the CAST prioritized housing and transportation as the most significant, foundational needs, considering that other recovery supports were being addressed by other entities. A small qualitative study of current and former opioid users indicated that the various treatment and support programs are fragmented and inadequate for the complexities of SUD. [footnoteRef:253] These individuals expressed a desire to be more integrated into the community and identified a need for more employment support, volunteer opportunities, recovery centers, and faithbased organizations to round out a recoveryoriented system of care. [252:  See Note 248 above.]  [253:  Nevada Public Health Training Center. Overdose Data to Action (OD2A): Formative research to investigate barriers and facilitators to accessing services among current and former opioid users in Nevada: Report of Key Findings and Recommendations, 2021.] 


[bookmark: _Int_R6H5gqxi][bookmark: _Int_qS0z9XSj]The qualitative study of Nevadans with lived experience noted that peer supports are essential, not only in gaining trust for those in treatment, but also in offering recovery employment or volunteer opportunities. [footnoteRef:254] They additionally noted that upon discharge from treatment, they were not educated on resources that would help maintain recovery.  [254:  Nevada Public Health Training Center. Overdose Data to Action (OD2A): Formative research to investigate barriers and facilitators to accessing services among current and former opioid users in Nevada: Report of Key Findings and Recommendations, 2021.] 


Peer Support

Peer and Recovery Support Specialists (PRSS) have increasingly been shown to be an effective component of a substance use treatment continuum and should be woven throughout prevention, treatment, and recovery. In Nevada, peer supports have also been highlighted as a priority area for supporting pregnant and postpartum women and as a vital component of a successful crisis care response system, and prioritized by those with lived experience as an area of recommended growth:



• The Perinatal Health Action Plan, Goal 1, Primary Priority 1: Development of Services, includes advocacy for the development of programs that build in peer support, removal, or modification of prior authorization requirements for peer recovery support services to increase access to care, promotion of 24/7 peerled warm lines, and continued State support of scholarships for peer recovery and support specialists working towards certification.[footnoteRef:255] These issues are also noted more generally in the 2020 “Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report”[footnoteRef:256] and flagged for expansion in the related 2021 plan to expand capacity, “Nevada’s Sustainability Plan to Support Expansion of SUD and OUD Treatment and Recovery Provider Capacity.”[footnoteRef:257] [255:  State of Nevada Department of Health and Human Services. Perinatal Health Initiative & SUPPORT Act, 2020.]  [256:  State of Nevada Division of Health Care Financing and Policy. Substance Use Disorder & Opioid Use Disorder in Nevada: Policy Analysis and Infrastructure Assessment Report, 2020.]  [257:  State of Nevada Division of Health Care Financing and Policy. Nevada’s Sustainability Plan to Support Expansion of SUD and OUD Treatment and Recovery Provider Capacity, 2021.] 


• The 2020 report, “Nevada’s Crisis Care Response System: Assets and Gaps,”[footnoteRef:258] highlights peers as an element of a successful crisis response system through employment in Mobile Crisis Teams and Crisis Stabilization Facilities. Peer involvement in mobile crisis response was noted as a gap in Northern Behavioral Health Region counties, whereas Washoe County was highlighted as having peer support integrated in all but one crisis stabilization facility, although peers are not yet integrated into mobile response teams. The Southern Region was also flagged as lacking in mobile crisis response overall, as well as lacking in peer resources. For call center hubs, the need for peer staffing was highlighted as a priority by the Northern and Rural regions. Overall, the significant role of peers was noted as one of the top three gaps in essential principles and practices in all regions of the state.  [258:  State of Nevada Department of Health and Human Services. Nevada’s Crisis Care Response System: 2020 Statewide Assets and Gaps Analysis, 2020.] 


• Themes identified through the 2022 report “Voices of the Opioid Epidemic, Perspectives of Those with Lived Experience in Nevada”[footnoteRef:259] include the recommendation for peer support for individuals who use/used and for families of those who use/used, as well as increasing availability of support groups to help both individuals who use/used and for families of those who use/used. [259:  Nevada Minority Health and Equity Coalition, School of Public Health, University of Nevada, Las Vegas. Voices of the Opioid Epidemic: Perspectives of Those with Lived Experience in Nevada. 2022] 


The second round of SOR funding expanded peer support services, resulting in 608 new clients receiving peer support assistance.[footnoteRef:260] Nevada is using SOR funding to place PRSS in the hospitals to assist with opioid emergencies. The first hospital to implement this was in Reno in June 2021, with brief midday shifts on weekends. By the end of the first month of services, day shifts were added. In August 2021, the team expanded operations in the hospital to provide 24/7 support. The team received 177 referrals or handoffs from the hospitals, completed 133 assessments, referred 109 people to treatment, transported 
73 people to treatment, and successfully followed up with 49 people. The hospital has shown openness and acceptance of the team, with physicians, nurses, and a hospital Alert Team requesting the PRSS opinion in developing treatment plans and discharge plans. A second hospital, in Las Vegas, began using this model in November of 2021. Additionally, a peer warm line in Southern Nevada helps connect individuals to care, support, and information.[footnoteRef:261]  [260:  Nevada Center for the Application of Substance Abuse Technologies, Nevada State Opioid Response, and Nevada Department of Health and Human Services. Nevada State Opioid Response Grant II, Year 1: September 20, 2020–September 29, 2021, Annual Performance Progress Report, 2021.]  [261:  Ibid...] 


Gaps in Recovery Support260

• Access to desired peer supports for pregnant and postpartum women

• Statewide availability of peer supports throughout the treatment and recovery system





[bookmark: _Toc115957523]

[bookmark: _Toc120620424]Social Determinants of Health

SDOH are “…conditions in the places where people live, learn, work, and play that affect a wide range of health risks and outcomes.”[footnoteRef:262] SDOH factors include financial resources, social and community factors, education access and quality, health care access and quality, and the neighborhood and environment in which a person lives, including transportation, crime, and environmental quality. SDOH play an important part in health outcomes, and outcomes related to substance use prevention and treatment are no exception. [262:  Centers for Disease Control and Prevention. “About Social Determinants of Health (SDOH),” accessed May 2022. Available at: https://www.cdc.gov/socialdeterminants/about.html ] 


The 2019 Nevada State Health Needs Assessment flagged SDOH as a factor in SUD outcomes across all counties. SDOH barriers included lack of transportation, quality education, and vocational opportunities, while housing and lack of internet access were also highlighted.[footnoteRef:263] A small qualitative study of 35 Nevadans with current or past opioid use reporting a lack of housing, transportation, food insecurity, and financial difficulties accessing services as barriers to recovery confirmed the importance of SDOH. People who have been involved in the justice system can also experience significant barriers to accessing postrelease resources, such as housing, which can contribute to the cycle of drug use and justice involvement.[footnoteRef:264]  [263:  State of Nevada Department of Health and Human Services, Division of Public and Behavioral Health. Nevada Substance Abuse Prevention and Treatment Agency Capacity Assessment Report: Nevada, 2019.]  [264:  Nevada Public Health Training Center. Overdose Data to Action (OD2A): Formative research to investigate barriers and facilitators to accessing services among current and former opioid users in Nevada: Report of key findings and recommendations, 2021.] 


The Nevada Minority Health Equity Coalition’s qualitative study reiterated the importance of transportation, work, and stable housing in recovery.[footnoteRef:265] Respondents with lived experience were unanimous in their agreement that housing “is one of — if not the most — important indicator of success through recovery.” Participants reported difficulty obtaining stable housing due to unfavorable background checks and long waits for housing that does not require background checks. They also noted that recovery takes a significant investment of time and requires consistency, as does holding down a job, and many times, treatment and work requirements conflict with each other, putting income for housing at risk. Lack of transportation to treatment centers and an inability to pay for public transportation are further barriers. Additionally, participants cited the lack of a telephone and/or internet as major barriers to public education and communication with both caseworkers and family members, both of which could have increased their access to treatment and additional recovery supports.  [265:  Nevada Minority Health and Equity Coalition, School of Public Health, University of Nevada, Las Vegas. Voices of the Opioid Epidemic: Perspectives of Those with Lived Experience in Nevada, 2022.] 


[bookmark: _Hlk103174335]Gaps in housing and transportation present a key issue for the population of individuals experiencing homelessness, as a lack of the necessities can prevent selfcare, both regarding managing their own physical health and in mental health and substance use treatment engagement.

[bookmark: _Int_v7wIwISZ]Nevada does have a nonemergency medical transportation benefit for the Medicaid population. However, transportation resources for individuals not covered under Medicaid are less available. In addition, tenancy supports have been explored as a potential method to assist individuals in recovery to remain in stable housing.

[footnoteRef:266]   [266:  The designation of a gap does not mean the service or program does not exist, but that it is currently insufficient in scope, geographic coverage, resources for sustainability, or populations covered.] 
Gaps in SDOH265

• Lower income and higher unemployment and poverty for those living on tribal lands

• Housing vouchers and housing assistance for atrisk populations (especially Northern and Southern regions and Clark and Washoe Counties)

• Transportation for both treatment and recovery support activities

• Employment for those receiving treatment

• Volunteer and vocational opportunities for those in recovery

• Internet access for people engaging in treatment

• Financial resources for people in treatment and recovery










[bookmark: _Toc120620425]Recommendations

The preceding needs assessment qualitative and quantitative findings from all seventeen counties representing Nevada’s rural, frontier, and urban communities, as well as Native American tribes, informed the following list of recommendations. The recommendations were further developed using results from a survey of Nevada State agencies and through feedback and public input from the ACRN and SURG. The Johns Hopkins School of Public Health Principles for the Use of Funds from the Opioid Litigation document, as well as the nine core abatement strategies developed by Johns Hopkins, were used as additional guides for this assessment and planning process. Recommendations resultant from Nevada’s prior work with the Johns Hopkins framework can be found in Appendix C.

Nevada has chosen to align efforts to expend bankruptcy or settlement recoveries with the five Principles for the Use of Funds from the Opioid Litigation developed by Johns Hopkins School of Public Health:[footnoteRef:267]  [267:  Johns Hopkins Bloomberg School of Public Health. Principles for the Use of Funds from the Opioid Litigation, 2021. Available at: https://opioidprinciples.jhsph.edu/wp-content/uploads/2021/01/Litigation-Principles.pdf] 




• Spend money to save lives.

• Use evidence to guide spending.

• Invest in youth prevention.

• Focus on racial equality.

• Develop a fair and transparent process for deciding where to spend the funding.

The following nine core abatement strategies developed by Johns Hopkins were also critical in development of the recommendations and the subsequent Statewide Plan for the use of funds:[footnoteRef:268]  [268:  Johns Hopkins Bloomberg School of Public Health. Primer on Spending Funds from the Opioid Litigation: A Guide for State and Local Decision Makers, 2021.] 




• Broaden access to naloxone

• Increase use of medications to treat opioid use disorder

• Provide treatment and supports during pregnancy and the postpartum period

• Expand services for neonatal opioid withdrawal syndrome

• Fund warm handoff programs and recovery services

• Improve treatment in jails and prisons

• Enrich prevention strategies

• Expand harm reduction programs

• Support data collection and research

To further ensure that the decisionmaking process for funding projects was fair and transparent, Mercer was contracted to develop a rating system to indicate the urgency, feasibility, and potential impact the following recommendations could have on the intended populations. The “Total Score" listed at the end of each recommendation reflects the overall priority based on urgency, feasibility, and impact. Mercer also included an indicator as to whether each recommendation was responsive to NRS 433.736(1)(e) and the three legislative-designated priorities that are of overdose prevention, disparities in health care, and prevention of substance use among youth, as well as those suggested in the Johns Hopkins principles, overdose prevention, youth prevention, and health equity. Details of the rating methodology are presented in the Methodology Section. Nevada used the ratings as a tool to prioritize the recommendations according to the ratings to identify top potential priorities for funding. 

The recommendations are divided into the following sections: Data, Prevention, Treatment, and Social Determinants of Health and Recovery Supports. Within each section, recommendations are categorized according to the NRS 433.738 list of allowable projects: Data, Reduce Harm, Prevention/Treatment/Recovery, Education/Awareness Campaign, Workforce Development, Prevent ACEs, Justice Programs, Reduce Neonatal Abstinence Syndrome, Crisis Services, Evaluate Programs, and Housing. Many recommendations might apply to multiple categories, but only one was chosen for each.

 









		Mercer

		18
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		Data Recommendations

		Category

		Impact Score

		Urgency Score

		Feasibility Score

		Leg. Target

		Total Score



		Establish Nevada all-payer claims database (APCD). The State is currently making progress on this recommendation. The database is intended to and should include claims for all medical, dental, and pharmacy benefits. The advisory committee that will make recommendations on the analysis and reporting of the data should ensure that key data elements are maintained through the deidentification process to ensure the data remain meaningful. Critical needs include the ability to stratify by special population characteristics (race/ethnicity, geography, LGBTQ+ status, pregnancy, etc.), and enough detail to identify physical and behavioral health comorbidities.



		Data

		4.0

		4.0

		3.7

		3.0

		14.7



		Develop an overdose fatality review committee(s).



		Data

		3.3

		3.5

		3.7

		3.0

		13.5



		Support the Automated Program Interface (API) connection to EMS/Image Trend for data collection and reporting through the overdose mapping and application program (ODMAP).



		Data

		3.0

		3.5

		4.0

		3.0

		13.5



		Support Poison Control hotline and data collection/reporting to track and trend; establish a communications system and dashboard.



		Data

		3.0

		3.5

		4.0

		3.0

		13.5



		Expand reporting to the prescription drug-monitoring program to include methadone to increase patient safety and reduce prescribing risk.



		Data

		2.3

		2.5

		4.7

		3.0

		12.5



		Share standardized data between public safety agencies and those monitoring local overdose spike response plans. This will support local partners so they may act quickly when needed. 



		Data

		3.0

		3.0

		3.0

		3.0

		12.0



		Evaluate the outcomes from the Association of State and Territorial Health Officials Opioid Use, Maternal Outcomes, and Neonatal Abstinence Syndrome Initiative and State Opioid Response grant projects for pregnant and postpartum women and their infants, and implement lessons learned. Ensure that outcome data is detailed and stratified by important demographic characteristics in order to detect and address health disparities. Review of the outcomes from these projects will allow Nevada to analyze lessons learned and apply successes for future initiatives addressing SUD in additional identified special populations. 



		Data

		2.7

		2.0

		3.7

		3.0

		11.3



		Establish a minimum data set for suspected opioid use and overdose death data collection to standardize data across the state and better prevent overdoses. The NV-OD2A program has identified a minimum data set from law enforcement and other first responder agencies. The minimum data set relates to indicators that law enforcement agencies can collect and report on, although at the time the report was written, none were using the full minimum data points. 



		Data

		3.3

		2.0

		3.3

		3.0

		11.7



		Improve and standardize forensic toxicology testing and data. There are additional ways the State could get toxicology information to inform public health and public safety agencies about what is in the drug supply and what the potential risk for an overdose may be. These methods include testing of seized drugs through a lab or by field test, testing of syringes, wastewater testing, and urinalysis of people who have experienced a nonfatal overdose. 



		Data

		2.7

		1.5

		2.7

		3.0

		9.8



		Develop data tools to collect and report racial, ethnic, housing status, sexual orientation, and gender identity across datasets.



		Data

		2.0

		3.5

		4.0

		0.0

		9.5



		Develop a statewide forensic toxicology lab that can support surveillance sample testing and other types of toxicology testing that may increase the amount of information used to inform community awareness of overdose risk, including substances involved in suicides. 



		Data

		3.0

		1.5

		1.7

		3.0

		9.2



		Increase data sharing using the HIE. Promote the use of HealtHIE Nevada chart provider portal at no cost to providers. Funding should be provided to providers in need of system updates or changes to allow for participation. This will increase the ability to share data across behavioral and physical health providers. 



		Data

		3.0

		2.5

		3.3

		0.0

		8.8



		Develop and maintain consistent query code and query logic for reporting on standard metrics across agencies to facilitate consistent reporting and monitoring of priority indicators related to the opioid epidemic. Develop and maintain a consistent timeline for when metrics should be run and reported. Develop a standard process for quality control and consistencies, as well as reporting caveats. 



		Data

		2.7

		2.0

		3.7

		0.0

		8.3



		Increase reporting of Treatment Episode Data Set (TEDS) for all certified providers.



		Data

		2.7

		2.5

		3.0

		0.0

		8.2



		Increase availability and access to real-time substance use disorder (SUD) and opioid use disorder (OUD) reports. The State of Nevada has multiple sources that could provide real-time data. The health information exchange (HIE), electronic health record (EHR) systems, birth registries, the Prescription Drug Monitoring Program (PDMP), and OpenBeds should be evaluated for interoperability-based use cases that will provide the needed data for analysis. Non-claims-based data sources should also be utilized to ensure the capture of all necessary data. 



		Data

		2.7

		2.5

		2.7

		0.0

		7.8



		Partner with local coroner/medical examiner, medical schools, and other relevant stakeholders to develop an accredited forensic pathology program. 



		Data

		2.7

		2.0

		2.3

		0.0

		7.0



		Expand surveillance testing. This will require a new funding formula for forensic toxicology, as well as better leveraging of federal funds. 



		Data

		2.7

		1.5

		2.7

		0.0

		6.8
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		Prevention Recommendations

		Category

		Impact Score

		Urgency Score

		Feasibility Score

		Leg. Target

		Total Score



		Establish a "bad batch" communications program to alert communities to prevent mass casualty events.



		Reduce Harm

		4.0

		4.5

		4.0

		3.0

		15.5



		Establish a disease investigation model for non-fatal overdoses to identify and mitigate risk.



		Prevention/Treatment/ Recovery

		3.3

		4.5

		4.0

		3.0

		14.8



		Utilize an education and awareness campaign focused on identification of the need for treatment and treatment options, targeted to people using opioids and their families. The campaign should be tailored for different populations in order to promote health equity. Populations targeted should include those without housing.



		Education/Awareness Campaign

		3.3

		4.5

		3.3

		3.0

		14.2



		Increase education to decrease stigma and enhance understanding of recovery for employers and landlords through the Recovery Friendly Workplace Initiative.



		Education/Awareness Campaign

		3.3

		4.5

		3.3

		3.0

		14.2



		Implement Mobile Crisis Teams with harm reduction training and naloxone leave-behind.



		Reduce Harm

		3.3

		3.5

		4.3

		3.0

		14.2



		Increase education on the safe use and storage of opioids. Statewide campaign should be developed to provide consistent education and standardized guidance on the use and storage of opioids, such as the Office of Suicide Prevention’s Safe Storage Efforts. This campaign should also include resources for safe disposal of opioids, which should include engaging law enforcement, the State, and pharmacies to develop easily accessible safe disposal resources. 



		Education/Awareness Campaign

		3.7

		3.5

		4.0

		3.0

		14.2



		Develop no-barrier access to overdose prevention/harm reduction services, including naloxone and fentanyl testing.



		Reduce Harm

		3.0

		4.0

		4.0

		3.0

		14.0



		Purchase and distribute hand-held drug testing equipment (mass spectrometers) to allow for rapid testing of substances.



		Reduce Harm

		3.3

		5.0

		2.7

		3.0

		14.0



		Implement an education campaign on the addictive potential of opioids and alternative therapies for chronic pain and chronic illness, especially in rural areas, that is tailored to geography and underserved populations.



		Education/Awareness Campaign

		3.7

		3.5

		3.7

		3.0

		13.8



		Maintain distribution of naloxone kits. Although naloxone is available and public education on the benefits and use have increased, the funding for current efforts is primarily driven by grants and subsidies and a long-term sustainability plan is needed to ensure continued access is available. It is also essential to ensure that further educational efforts are targeted at special populations and groups experiencing disproportionate overdoses.



		Reduce Harm

		3.7

		3.5

		3.7

		3.0

		13.8



		Implement universal screening for ACEs and SBIRT in pediatric care settings. Reimburse in Medicaid under early and periodic screening, diagnosis, and treatment (EPSDT) provision.



		Prevention/Treatment/ Recovery

		3.3

		4.0

		3.3

		3.0

		13.7



		Fund the integrated care training program. Training in the integration of physical and behavioral health can not only help to identify substance use and potential misuse earlier, but it can address other problems, such as mental health issues, before they contribute to substance use. Training should consider the unique landscape of rural, frontier, and tribal communities. Training should also include a focus on Social Determinants of Health (SDOH) and can be tailored for opioid issues in special populations, such as adolescents and transition-age youth, or pregnant and postpartum women, and underserved individuals such as people of color. 



		Develop Workforce

		4.0

		3.0

		3.7

		3.0

		13.7



		Develop and implement parent education opportunities, resources, and supports for SUD prevention.



		Prevention/Treatment/ Recovery

		3.0

		4.0

		3.7

		3.0

		13.7



		Implement public messaging campaign on the prevention and impact of ACEs.



		Prevent ACEs

		3.0

		4.0

		3.7

		3.0

		13.7



		Provide parent education on ACEs prevention and intervention.



		Prevent ACEs

		3.0

		4.0

		3.3

		3.0

		13.3



		Implement initiatives prior to release from prison that provide information on and connection to postrelease treatment and housing, as well as education on the risks of overdose after periods of abstinence.



		Justice Programs

		3.0

		4.0

		3.3

		3.0

		13.3



		Provide support for commercially sexually exploited children through receiving centers and ongoing treatment.



		Prevention/Treatment/ Recovery

		2.7

		4.0

		3.7

		3.0

		13.3



		Prioritize naloxone and fentanyl test strip distribution to people who use drugs and to clinics that provide MAT services. 

		Reduce Harm

		3.0

		3.0

		4.3

		3.0

		13.3



		Train providers and pharmacists on how to educate patients about pain management expectations and the risk of opioids. Provide tools and patient education materials for statewide use as well as materials tailored for underserved populations. Collaborative care agreements should fully utilize pharmacists as part of the care team.



		Develop Workforce

		3.3

		3.5

		3.3

		3.0

		13.2



		Expand access to harm reduction products through the purchase and distribution of vending machines statewide.



		Reduce Harm

		3.3

		3.5

		3.3

		3.0

		13.2



		Promote youth substance misuse interventions.

		Prevention/Treatment/ Recovery

		3.0

		3.5

		3.7

		3.0

		13.2



		Provide prevention specialists for schools to support implementation of evidence-based practices in grades K–12.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		4.0

		3.0

		13.0



		Implement Trauma-Informed Schools.

		Prevention/Treatment/ Recovery

		3.3

		3.0

		3.7

		3.0

		13.0



		Prioritize naloxone distribution to people at highest risk for overdose death. This will require a more systematic data collection effort to drive allocation of resources towards the people and communities with high death rates, as well as innovative efforts to connect with people at highest risk (e.g., people who are housed, living alone, or living in settings in which drug use is hidden).



		Reduce Harm

		3.0

		3.0

		4.0

		3.0

		13.0



		Expand educational efforts in the schools to promote early intervention and reduce stigma. Curricula such as Mental Health First Aid can be an effective method of assisting youth in identifying the signs of suicidality in their peers in a way that reduces stigma and increases knowledge of how to promote intervention. Continued training on the signs and interventions of suicide and substance use in the school system for parents, law enforcement, and other community partners will assist in reducing stigma and assisting in identifying individuals at risk, allowing for potential earlier intervention and decreased risk for lethality. 



		Education/Awareness Campaign

		3.3

		3.5

		3.0

		3.0

		12.8



		Continue the use of comprehensive preventive services rooted in harm reduction principles. Harm reduction can be an effective way of decreasing risk in multiple areas, from overdose to reduction of HIV and other diseases. It allows for education and intervention with active users who may be in the early stages of change and assists with linkage to treatment. Efforts should include community members, organizations, volunteers, professionals, and other stakeholders to become engaged members of the harm reduction and prevention workforce. Planning, implementation, and monitoring should meaningfully involve people with lived experience.



		Reduce Harm

		3.0

		3.5

		3.3

		3.0

		12.8



		Increase the number of providers trained to offer trauma-informed treatment. There is a connection between exposure to childhood trauma and risky behaviors such as substance abuse. Nevada should consider offering trauma-informed training to all provider types, from primary care physicians to OB/GYNs, as well as to school personnel. Mental Health First Aid could be used in the school setting, as well as in primary care settings, to educate individuals on the effects of childhood trauma and available resources. Education on recognizing the signs of trauma and appropriate treatment will allow for earlier intervention and prevention efforts. 



		Prevention/Treatment/ Recovery

		3.7

		3.5

		2.7

		3.0

		12.8



		Provide reports or analytics from the PDMP that allow the State to identify demographic characteristics of those prescribed controlled substances for prevention of future overdoses.



		Data

		3.0

		2.5

		4.3

		3.0

		12.8



		Standardize clinical guidelines for nonpharmacological treatments, such as physical therapy, cognitive-behavioral therapy, and chiropractic care. A workgroup should be established with representation from the medical and pharmacy State boards, as well as Medicaid leadership and managed care organization (MCO) leadership. The workgroup could focus on education on non-pharmacological treatment and work to improve formulary coverage and reimbursements for non-pharmacological treatments and multidisciplinary pain management treatment models. This must include physical and behavioral health services. 



		 Prevention/Treatment/ Recovery



		3.0

		3.0

		3.7

		3.0

		12.7



		Increase access to Afterschool, Summer Recreation, and Intermural Programs in grades K–12.

		Prevention/Treatment/ Recovery

		3.0

		3.0

		3.7

		3.0

		12.7



		Implement a school screening tool to identify adverse childhood experiences and provide early intervention for children and their families. Provide appropriate referrals for treatment/counseling services. 



		Prevent ACEs

		2.7

		4.0

		3.0

		3.0

		12.7



		Implement Multi-tiered Systems of Support (Tier 1 and 2) and Social-Emotional Learning in all K–12 Schools.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		3.7

		3.0

		12.7



		Implement Multi-tiered Systems of Support (Tier 3) in all K–12 schools.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		3.7

		3.0

		12.7



		Implement family-based prevention strategies, especially for transition-age youth and young adults.



		Education/Awareness Campaign

		3.3

		3.5

		2.7

		3.0

		12.5



		Invest in Families First Prevention Act activities to reduce risk for child welfare involvement.



		Prevent ACEs

		2.7

		3.5

		3.3

		3.0

		12.5



		Work in concert with the Nevada public and private school districts for the development of mandatory age-appropriate prevention education and educator training for K–12 grades (specific to the SAMHSA strategic prevention framework, good behavior model, evidence-based curriculum) to include use of naloxone and how to talk with healthcare providers when age-appropriate.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		3.3

		3.0

		12.3



		Implement child welfare best practices for supporting families impacted by substance use.



		Prevent ACEs

		2.7

		3.0

		3.3

		3.0

		12.0



		Increase prescriber training in graduate school. Training would be more effective if mandated as a part of graduate school education. Medical school curriculum should include education around buprenorphine, naloxone, and methadone, in addition to training of safe opioid prescribing and pain management practices. 



		Develop Workforce

		3.0

		2.5

		3.3

		3.0

		11.8



		Support an increase in needle exchanges across the state. Many non-profit organizations provide needle exchange services, but more sites are needed in locations where those using them feel safe and anonymous. In addition, sites could expand services to include distribution of naloxone, and to provide education regarding recovery and treatment as well as public health services. In areas that are currently not receptive to initiating needle exchange programs, increased education needs to be provided to help the community recognize and accept the importance of these programs and the long-term impacts for not only the communities but also those with OUD. 

		Reduce Harm

		3.0

		3.0

		2.7

		3.0

		11.7



		Develop special medical school programs. Work with medical schools to offer specialized residencies or free or subsidized tuition for students who enter into the behavioral health field and serve in rural and frontier communities or with underserved populations for a specified number of years. 



		Develop Workforce

		3.7

		2.5

		2.3

		3.0

		11.5



		Train statewide law enforcement personnel on the protections in the 911 Good Samaritan Law and the revised statute on paraphernalia possession so they are enforced as intended. Currently, the fear of law enforcement intervention may put people at risk for drug overdose, HIV infections, and other health harms. 



		Justice Programs

		2.3

		3.5

		2.7

		3.0

		11.5



		Align priorities of 911 Good Samaritan Law protections with the enforcement of drug-induced homicide (DIH) laws by de-prioritizing enforcement of the DIH law.



		Justice Programs

		2.3

		3.5

		2.7

		3.0

		11.5



		Fully implement the Zero Suicide framework statewide, including leading system-wide culture change, training the workforce, identification, client engagement, treatment, transition to lower levels of care, and quality monitoring and improvement. 



		Prevention/Treatment/ Recovery

		4.3

		4.0

		2.7

		0.0

		11.0



		Promote neonatal abstinence syndrome prevention programs through home visits and parenting programs for pregnant and parenting persons with OUD.



		Reduce Neonatal Abstinence Syndrome

		3.0

		3.5

		3.7

		0.0

		10.2



		Incentivize and implement SBIRT in OB/GYN settings.

		Reduce Neonatal Abstinence Syndrome

		2.7

		3.5

		3.7

		0.0

		9.8



		Create an office/position that can increase education, adoption, and support for SBIRT in all health care settings (e.g., inpatient, outpatient, etc.) similar to Zero Suicide Initiative.



		Prevention/Treatment/ Recovery

		3.3

		2.5

		3.7

		0.0

		9.5



		Provide analytics from the PDMP to providers to identify polysubstance use. The PDMP can be used to identify trends in stimulant prescriptions issued and dispensed. Replicating some of the work done with opioid reporting to address prescribing practices would assist in addressing issues of stimulant prescribing. 



		Prevention/Treatment/ Recovery

		3.0

		3.0

		3.3

		0.0

		9.3



		Conduct anonymous school survey targeted to principals and staff to identify specific drug trends/issues in their schools. Results could inform additional training/resources for their students and parents.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		3.3

		0.0

		9.3



		Implement Safe Baby Courts for families impacted by substance use.



		Justice Programs

		2.3

		4.0

		3.0

		0.0

		9.3



		Create an Office of Strategic Initiatives, as recommended by the DHHS task force, to coordinate activities across DHHS for programs supporting families impacted by parental substance use.



		Prevention/Treatment/ Recovery

		2.7

		3.0

		3.7

		0.0

		9.3



		Offer MAT providers training and incentives for participation in the patient-centered opioid addiction treatment (PCOAT) model. Incentivize treatment recruitment and retention for individuals with OUD through the PCOAT Model in Medicaid. Implement procedures and policies necessary to operate the model. 



		Prevention/Treatment/ Recovery

		2.7

		2.5

		4.0

		0.0

		9.2



		Partner with surrounding states to share PDMP data. State leadership should work with neighboring states to establish a way to share PDMP data across state lines. Nevada has PDMP partnerships with 34 states and shares data with four of the bordering five states' PDMPs. California does not share data with Nevada, creating a significant barrier for monitoring and harm reduction efforts along the Nevada-California border.

 

		Data

		3.0

		3.0

		3.0

		0.0

		9.0



		Promote Screening, Brief Intervention, and Referral to Treatment (SBIRT) for primary care. Utilizing SBIRT screenings in primary care visits for all populations, including adolescents, pregnant women, and other populations, will allow for increased early identification of potential substance use problems and allow for a more preventative, early intervention model of treatment. Nevada may also wish to increase awareness of the availability of SBIRT training, and coordinate with the MCOs, as well as other health care providers, to increase training opportunities. 



		Prevention/Treatment/ Recovery

		3.0

		3.0

		3.0

		0.0

		9.0



		Promote careers in behavioral health through early education. Workforce development can begin as early as high school to engage students, especially in rural and frontier communities, to pursue a career in behavioral health. Possible resources could include ambassador programs, virtual mentoring, student training, scholarships, and mentorship. 



		Develop Workforce

		3.3

		2.5

		3.0

		0.0

		8.8



		Address stigma among providers of all types. Enhanced educational and training practices with strategies to influence provider attitudes and reduce stigma can increase provider willingness to offer SUD treatment and recovery services. Anti-stigma training can also benefit primary care, dental, and emergency department providers by promoting more compassion when interacting with people with SUD and in recovery.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		2.7

		0.0

		8.7



		Establish supervised drug consumption sites.



		Reduce Harm

		2.7

		4.0

		2.0

		0.0

		8.7



		Implement marketing and communications campaigns to combat stigma in the general public. Campaigns should be tailored to address stigma toward different groups, such as pregnant women, criminal justice-involved people, and youth, and can be delivered in a variety of ways, from online/social media videos to curricula in school health classes, to target different audiences. People with lived experience and those in the target audience can be of assistance in tailoring material to have a meaningful impact. In addition, utilizing success stories from individuals in recovery can be a powerful part of a marketing campaign. 



		Education/Awareness Campaign

		2.7

		2.5

		3.3

		0.0

		8.5



		Establish an advisory board that informs implementation of harm reduction services that includes people in recovery, people with lived experience of substance use, and people currently using drugs. The board can provide oversight and inform the equitable and ethical integration of harm reduction into routine public health services.



		Reduce Harm

		2.7

		2.5

		3.3

		0.0

		8.5



		Establish home visiting programs for families at risk for or impacted by OUD.

		Prevention/Treatment/ Recovery

		2.3

		3.0

		3.0

		0.0

		8.3



		Evaluate key partnerships. Nevada can work with CASAT and targeted organizations to identify physician-champions with addiction treatment experience to serve as consultants or mentors to peers. 



		Develop Workforce

		2.7

		2.0

		3.7

		0.0

		8.3
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		Impact Score

		Urgency Score

		Feasibility Score

		Leg. Target

		Total Score



		Engage non-traditional community resources to expand treatment access in rural or underserved areas and target populations that experience health disparities. Encourage non-traditional community resources, such as churches or community centers, to serve as spokes in the Medication Assisted Treatment (MAT) hubandspoke model. The State should also consider population-specific programs and resources to target the provision of services through existing efforts like women’s health programs. 



		Prevention/Treatment/ Recovery

		3.7

		3.5

		3.7

		3.0

		13.8



		Incentivize providers for OBOT through bonuses. Targeted incentives may be used in rural areas to assist in increasing the workforce base. Other incentives may include bonuses to providers who meet pre-defined threshold(s) for providing SUD and OUD treatment and recovery services for those who participate in Project ECHO. 



		Develop Workforce

		3.3

		3.5

		3.7

		3.0

		13.5



		Implement plan for expansion of mobile MAT treatment for rural and frontier communities. Nevada has been exploring purchasing vans to enable mobile MAT treatment for more rural areas, which will assist in providing treatment in areas where it may not be financially feasible for a provider to open a brick-and-mortar facility. Implementation of the plan for mobile services will assist in increased access in these underserved communities.



		Prevention/Treatment/ Recovery

		3.3

		4.0

		3.0

		3.0

		13.3



		Expand adolescent treatment options across all American Society of Addition Medicine levels of care for OUD with co-occurring disorder integration.



		Prevention/Treatment/ Recovery

		2.7

		4.0

		3.7

		3.0

		13.3



		Improve upon evidence-based SUD and OUD treatment and recovery support training and resources for providers. Enhance trainings to include culturally tailored and linguistically appropriate services in an effort to decrease health disparities and evaluate current services to determine any possible expansions. Trainings may also include tools to determine the level of risk for relapse. 



		Develop Workforce

		3.0

		3.0

		4.0

		3.0

		13.0



		Increase evidence-based suicide interventions to help decrease intentional overdoses.



		Prevention/Treatment/ Recovery

		3.0

		4.0

		3.0

		3.0

		13.0



		Work with parole and probation officers to educate them on the need for treatment and recovery, and assist individuals returning to the community to have increased support in achieving and maintaining sobriety in the community, as supported in AB 236. Treatment planning for these individuals should also include housing and employment interventions to ensure resources are in place to support the individual in the community. 



		Justice Programs

		3.0

		3.5

		3.3

		3.0

		12.8



		Directly fund people either at tribes or through the Nevada Indian Commission. To the extent that a tribe, the Inter-Tribal Council of Nevada, Nevada Urban Indians, or the Las Vegas Indian Center want direct funding, provide them with direct funding.



		Prevention/Treatment/ Recovery

		3.0

		2.5

		4.3

		3.0

		12.8



		Continue efforts to work with tribal communities to meet their needs for prevention, harm reduction, and treatment. Continue to build relationships with the tribal populations by collaborating with their representatives and pursuing outreach to tribal communities through channels such as survey and focus groups.



		Prevention/Treatment/ Recovery

		3.3

		3.0

		3.3

		3.0

		12.7



		Accurately identify capacity of SUD and OUD treatment providers. Since many providers such as Opioid Treatment Programs (OTPs) and Office-Based Opioid Treatments (OBOTs) are not delivering services to capacity, a review of available data sources such as Medicaid claims and information from the Office of Analytics, Primary Care Association and other entities can be used to determine the current provider network array and determine where there are gaps, especially in the fee-for-service system. Developing a provider gap and needs assessment will allow the State to target specific areas and provider types as part of the effort to provide as full a continuum of care as possible. Managed care contracts should include provider adequacy requirements for MAT. Information should include the patient capacity of providers. The gaps analysis should include culturally relevant indicators, such as the availability of tribal providers and distance of underserved populations from existing providers. 



		Develop Workforce

		3.3

		3.0

		3.3

		3.0

		12.7



		Expand the Integrated Opioid Treatment and Recovery Centers (IOTRC) hub classification beyond Certified Community Behavioral Health Clinic (CCBHC), FQHC, and OTP. This will allow a broader category for hub designation to better accommodate underserved communities. Additionally, encourage the inclusion of non-traditional community resources to serve as spokes, and consider population-specific programs and resources to target the provision of services through existing efforts like women’s health programs.



		Prevention/Treatment/ Recovery

		3.3

		3.0

		3.3

		3.0

		12.7



		Expand MAT into adult correctional and juvenile justice facilities. Expand current pilot efforts to provide MAT services within correctional facilities prior to release to help remove lapses in treatment. This would require collaboration and engagement effort with counterparts in the state and local criminal justice systems. 



		Justice Programs

		3.0

		4.0

		2.7

		3.0

		12.7



		Partner with a TeleMAT service provider. TeleMAT programs have been increasingly utilized during the public health emergency and have been shown to be as effective as in-person programs and have yielded increased retention rates among patients. Some payers, including Anthem, have partnered with TeleMAT service providers to expand access to MAT in rural populations. A TeleMAT program in conjunction with the extension of COVID-19 flexibilities could greatly expand access to and participation in MAT statewide. 



		Prevention/Treatment/ Recovery

		3.0

		2.5

		4.0

		3.0

		12.5



		Develop and implement a statewide plan for prevention, screening, and treatment for Adverse Childhood Experiences (ACEs) across state agencies and provider settings. Train providers and organizations on EBP's for mitigating harm from exposure to ACE's/resiliency training



		Prevent ACEs

		3.3

		3.0

		3.0

		3.0

		12.3



		Ensure funding for the array of OUD services for uninsured and underinsured Nevadans.



		Prevention/Treatment/ Recovery

		3.0

		3.5

		2.7

		3.0

		12.2



		Create street outreach teams to provide street medicine programs, harm reduction, psychiatry, and care management.



		Prevention/Treatment/ Recovery

		2.7

		3.5

		3.0

		3.0

		12.2



		Address transportation needs as a SDOH. Nevada’s new, Medicaid-funded non-emergency Secure Behavioral Health Transport service is equipped and staffed by an accredited individual to transport individuals in mental health crisis, including those on a legal hold. Resources may be needed to help providers with start-up costs as well as to fund transportation for people not covered by Medicaid. Additional transportation solutions need to be considered for the non-Medicaid population, especially in rural areas.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		3.0

		3.0

		12.0



		Increase provider training and education on the effective use of telehealth. The State currently supports telehealth utilization and billing. Providers may require training as increased flexibility due to COVID-19 has led to an increase in the use of telehealth and a need for training on how to use this modality to deliver treatment. Utilization of federal resources such as the American Medical Association’s provider playbook can assist in these efforts. In addition, use of telehealth can assist in expanding services to rural and frontier areas, provide greater access to specialists such as eating disorder specialists, and assist individuals in finding providers with similar cultural backgrounds. 



		Develop Workforce

		3.0

		2.0

		4.0

		3.0

		12.0



		Increase the availability of evidence-based treatment for co-occurring disorders for adults and children through promotion of training, enhanced reimbursement for use of specific evidence-based models, and State-sponsored training. Ensure training opportunities are marketed and available to providers in rural and frontier areas.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		3.0

		3.0

		12.0



		Implement ages zero to three years programming to support families impacted by substance use.



		Prevent ACEs

		3.0

		3.0

		3.0

		3.0

		12.0



		Expand access to long-acting buprenorphine medications.



		Prevention/Treatment/ Recovery

		2.7

		2.5

		3.7

		3.0

		11.8



		Expand current 211 website to include successful recovery stories and outcome data that has been deidentified to assist in reducing the stigma amongst both providers and the general public toward people with SUD. The website could also link to available MAT providers, including OB-GYNs, as well as resources for SDOH and other factors in recovery. A section for families to inform them about supporting a family member in treatment and recovery would be helpful. Nevada may feature a family and consumer social marketing campaign on the website to include risks associate with use that is tailored to different populations experiencing health disparities.



		Education/Awareness Campaign

		3.3

		2.0

		3.3

		3.0

		11.7



		Establish a Medicaid benefit that supports the hubandspoke model. Use of the hubandspoke model will decrease travel time and the barrier of transportation for those in rural and frontier areas in accessing substance use services. Implementation of the model should also include establishing bundled payments, enhanced rates, or Medicaid health homes to sustainably fund the model and maintain existing gain, support building infrastructure for rural and frontier hubs, and specifically target providers who can be designated as hubs.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		2.7

		3.0

		11.7



		Ensure adequate funding of the State 988 crisis line such that mobile crisis can be connected by GPS and dispatched by the crisis line.



		Crisis Services

		3.3

		4.5

		3.7

		0.0

		11.5



		Evaluate the outcomes from the Association of State and Territorial Health Officials Opioid Use, Maternal Outcomes, and Neonatal Abstinence Syndrome Initiative and State Opioid Response grant projects for pregnant and postpartum women and their infants and implement lessons learned. Ensure that outcome data is detailed and stratified by important demographic characteristics in order to detect and address health disparities. Review of the outcomes from these projects will allow Nevada to analyze lessons learned and apply successes for future initiatives addressing SUD in additional identified special populations. 



		Evaluate Programs

		2.7

		2.0

		3.7

		3.0

		11.3



		Expand Mobile Crisis and ensure that the service is of consistently high quality, leverages federal matching funds, and is available for individuals not covered under Medicaid. Mobile crisis is an important alternative in substance-related crisis situations where the service can offer effective interventions and follow-up that includes referral and connection to post-crisis treatment.



		Crisis Services

		3.3

		4.0

		3.3

		0.0

		10.7



		Increase education, adoption, and support for buprenorphine as a first-line treatment for reproductive/birthing/pregnant, etc., patients with OUD.



		Reduce Neonatal Abstinence Syndrome

		2.7

		4.0

		4.0

		0.0

		10.7



		Support crisis stabilization units across the state that can serve Nevada residents and offer critical diversion from EDs and jails for those with OUD.



		Crisis Services

		2.7

		4.5

		3.3

		0.0

		10.5



		Evaluate outcomes from efforts to support SUD treatment for the criminal justiceinvolved population. Monitor outcomes of criminal justiceinvolved individuals. This may include individuals who are inducted into MAT prior to discharge, or other interventions, such as drug courts for individuals with polysubstance conditions, and working with probation and parole officers to support the needs of individuals in treatment and recovery to determine best practices for improvements in outcomes in this population. 



		Evaluate Programs

		3.0

		2.0

		2.3

		3.0

		10.3



		Expand use of referral mechanisms. Receive periodic updates from University of Nevada — Reno (UNR), State owner of OpenBeds. Update the referral process to include use of the eligibility checklist to enable referring providers to confirm Medicaid eligibility and initiate enrollment. Develop a user-friendly standardized form that providers can complete and send with referrals to improve coordination of care. Planning and implementation of this recommendation should ensure process is as streamlined as possible and results in decreased burden to providers. Provider stakeholdering may assist in ensuring further improvements.



		Prevention/Treatment/ Recovery

		2.7

		3.5

		4.0

		0.0

		10.2



		Continue to support expansion of substance use services such as MAT in Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs), which could increase the availability of services in rural areas, as well as increase the coordination of behavioral and physical health for individuals in treatment. This effort would include an analysis of data and working with providers to determine how many individuals in their service area they may be able to accommodate. Key stakeholders and champions will be a necessary component for expansion of MAT, including change management in perception of MAT as addiction medicine being difficult and unappealing. Tracking outcomes to provide success stories of MAT services may also assist in this endeavor.



		Prevention/Treatment/ Recovery

		3.3

		3.0

		3.7

		0.0

		10.0



		Incentivize providers to initiate buprenorphine in the emergency department (ED), as well as during inpatient hospital stays. All EDs and hospitals should have providers that will provide buprenorphine induction as well as involve case managers to assist with setting up outpatient resources for continued care and management. 



		Prevention/Treatment/ Recovery

		2.7

		4.0

		3.3

		0.0

		10.0



		Increase withdrawal management services in the context of comprehensive treatment programs.



		Prevention/Treatment/ Recovery

		3.0

		4.0

		3.0

		0.0

		10.0



		Implement CARA Plans of Care with resource navigation and peer support.



		Reduce Neonatal Abstinence Syndrome

		3.0

		3.0

		4.0

		0.0

		10.0



		Incorporate screening for standard SDOH needs as a routine intake procedure for all services.



		Prevention/Treatment/ Recovery

		3.7

		3.5

		2.7

		0.0

		9.8



		Evaluate provider enrollment process to ensure the process of becoming a Medicaid provider is not deterring providers from enrollment. The State should evaluate current enrollment procedures, using available data including provider stakeholder group input to determine where there are opportunities to improve the provider enrollment process, encouraging more providers to join the Medicaid program. 



		Develop Workforce

		2.7

		2.5

		4.7

		0.0

		9.8



		Expand treatment options for transitional age youth.

		Prevention/Treatment/ Recovery

		2.7

		3.5

		3.7

		0.0

		9.8



		Expand access to medication-based OUD treatment options for youth with OUD in primary and behavioral health settings.



		Prevention/Treatment/ Recovery

		2.7

		3.5

		3.7

		0.0

		9.8



		Increase longer-term rehabilitation program capacity.

		Prevention/Treatment/ Recovery

		2.7

		4.0

		3.0

		0.0

		9.7



		Provide specialty care for adolescents in the child welfare and juvenile justice systems.



		Justice Programs

		3.0

		4.0

		2.7

		0.0

		9.7



		Support the implementation of low threshold prescribing for buprenorphine treatment.



		Prevention/Treatment/ Recovery

		2.7

		3.0

		4.0

		0.0

		9.7



		Establish IOTRCs in Department of Healthcare Financing and Policy/Nevada Medicaid policy with funding.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		3.7

		0.0

		9.7



		Use braided or blended funding, which merges multiple sources of funding for treatment that may not be fully covered by one individual funding source. Braided funding combines state, federal, and private funding streams for a united goal, ensuring individual funding sources are separately tracked and reported. Blended funding is the same principle, with the exception that all blended funding sources are combined and not tracked and reported on individually. 



		Prevention/Treatment/ Recovery

		3.0

		3.5

		3.0

		0.0

		9.5



		Fully implement Nevada's Hub-and-Spoke System for MAT regardless of payer.



		Prevention/Treatment/ Recovery

		3.0

		2.5

		4.0

		0.0

		9.5



		Ensure the accuracy of the Nevada health professional shortage area designation process. Per the Health Resources and Services Administration (HRSA), states should routinely collect supplemental information (e.g., provider specialty, patient care hours). Improving the HRSA designations process will impact eligibility for organizations such as the Indian Health Service Loan Repayment Program, Centers for Medicare & Medicaid Services (CMS) HRSA Bonus Payment Program, and Nursing Corp.



		Develop Workforce

		3.3

		2.0

		4.0

		0.0

		9.3



		Expand drug court treatment availability as well as treatment protocols to include treatment for multiple substances, including stimulants. Although some efforts have been made, such as the expansion of individuals able to be served by the Las Vegas-based 8th Judicial MAT Re-Entry Court to include those with a stimulant disorder, interventions for those who use multiple substances should be available statewide. 

		Justice Programs

		2.3

		4.0

		3.0

		0.0

		9.3



		Enforce parity across physical and mental health. For example, a pregnant patient who presents for delivery should receive all of the necessary substance use treatment and physical health care for the patient and newborn which would include labor and delivery, pediatrician, NICU, etc., as well in evaluation. Enforce the same for infectious disease specialists.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		3.3

		0.0

		9.3



		Train providers on evidence-based practices for family-focused SUD treatment interventions.



		Develop Workforce

		3.0

		3.0

		3.3

		0.0

		9.3



		Promote Eat, Sleep, Console for mother/baby dyads for treating withdrawal.



		Prevention/Treatment/ Recovery

		2.3

		3.0

		4.0

		0.0

		9.3



		Expand use of Project ECHO® and participate in Opioid ECHO to increase provider capacity. Nevada should seek to expand the current program, using data from Project ECHO regarding current MAT and pain management clinics to evaluate reach and effectiveness. Participant feedback can be used to address any areas of opportunity and current known barriers to becoming an OUD treatment services provider. Opioid ECHO, a main supporting hub at the ECHO Institute, provides expert specialist teams to state spoke sites. The model offers tools and resources to meet the need for prevention, screening, and treatment of OUD. 



		Develop Workforce

		2.7

		3.0

		3.7

		0.0

		9.3



		Expand access to childcare options for families seeking treatment/recovery supports.



		Prevention/Treatment/ Recovery

		2.7

		3.5

		3.0

		0.0

		9.2



		Modify or remove prior authorization requirement for select outpatient behavioral health services. Several therapy services such as individual, group, and family therapy do not require prior authorization from in-network providers through Medicaid managed care. Nevada should consider removing these requirements from its fee-for-service system, which will decrease administrative burden for both providers and the State. Nevada currently requires prior authorization for Intensive Outpatient Programs (IOPs). While the State may not wish to remove prior authorization completely for this service, they may wish to consider modifying the prior authorization requirements. The benefit of requiring prior authorization after an initial time period supports the State in ensuring IOP level of care is appropriate for a beneficiary and encourages providers to revisit how and whether a patient should be advanced on the care continuum based on a real-time assessment. 



		Prevention/Treatment/ Recovery

		3.0

		2.5

		3.7

		0.0

		9.2



		Increase adolescent beds certified to treat young adolescent and transition-age youth, as well as capable of treating co-occurring disorders. Ensure facilities are accessible to populations most in need.



		Prevention/Treatment/ Recovery

		3.0

		3.5

		2.7

		0.0

		9.2



		Engage OB/GYNs in an ECHO project to encourage and improve OUD screening, referral, and treatment for pregnant women.



		Prevention/Treatment/ Recovery

		2.7

		3.5

		3.0

		0.0

		9.2



		Increase parent/baby/child treatment options, including recovery housing and residential treatment, that allow the family to remain together.



		Prevention/Treatment/ Recovery

		2.7

		3.5

		3.0

		0.0

		9.2



		Address housing needs as a SDOH. Nevada may utilize tenancy supports as an intervention to allow individuals to maintain housing as they go through the recovery process. In addition, development of sober housing resources and affordable housing through partners such as the Public Housing Authority can assist individuals in recovery in finding and maintaining affordable housing to enable ongoing recovery. 



		Housing

		3.0

		3.0

		3.0

		0.0

		9.0



		Increase provider rates for treatment in rural areas to incentivize providers to serve in rural communities. Work with licensure boards to ensure licensure and supervision rules do not pose barriers to practice and supervision in rural areas.



		Develop Workforce

		2.7

		3.0

		3.3

		0.0

		9.0



		Establish Community Health Worker/Peer Navigator program for pregnant and parenting persons with OUD.

		Prevention/Treatment/ Recovery

		2.7

		3.0

		3.3

		0.0

		9.0



		Provide grief counseling and support for those impacted by the fatal overdose by a family or friend.



		Prevention/Treatment/ Recovery

		2.3

		3.0

		3.7

		0.0

		9.0



		Provide housing and recovery supports for homeless youth with OUD.



		Prevention/Treatment/ Recovery

		2.3

		3.5

		3.0

		0.0

		8.8



		Capture data on workforce through the licensure renewal processes. Licensure renewal is another opportunity to capture workforce information from the State’s 26 health-licensing boards. There are opportunities to efficiently collect standardized, longitudinal employment, demographic, and practice data on any health profession licensed by the State of Nevada. Such information can be used to capture existing and calculate projected clinical full-time equivalent (FTE) capacity needed to meet the demand for SUD. Combined with the data from the gap analysis, the information collected can help the State's strategic allocation of resources. 



		Develop Workforce

		3.0

		2.5

		3.3

		0.0

		8.8



		Provide continuity of care (CoC) between levels of care. Nevada’s CCBHCs currently provide care coordination across various providers to ensure whole person treatment is available for both physical and behavioral health. These programs may need to be expanded to meet the needs of the state’s OUD population for those not served by CCBHCs.



		Prevention/Treatment/ Recovery

		2.7

		2.5

		3.7

		0.0

		8.8



		Require the use of evidence-based practices to address and treat polysubstance use in all treatment protocols and expand statewide access to interventions for those who use multiple substances (including through drug courts).



		Prevention/Treatment/ Recovery

		2.7

		2.5

		3.7

		0.0

		8.8



		Increase availability of peer recovery support services. Peer supports are a valuable component of treatment, harm reduction, and recovery systems. Consider expanding internship programs, offering scholarships to pursue peer support certification, and promoting 24/7 peer-staffed call centers. 



		Develop Workforce

		2.3

		3.0

		3.3

		0.0

		8.7



		Develop employment supports for those in treatment and in recovery.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		2.7

		0.0

		8.7



		Increase access to evidence-based family therapy practices through training availability and increased funding/reimbursement.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		2.7

		0.0

		8.7



		Establish policies and funding to support evidencebased recovery housing using National Alliance for Recovery Residences criteria.



		Prevention/Treatment/ Recovery

		3.0

		2.5

		3.0

		0.0

		8.5



		Align utilization management policies between Medicaid managed care and fee-for-service, such as preferred drug lists and under- and overutilization reports for consistency in review of the overall system. 



		Prevention/Treatment/ Recovery

		2.7

		2.5

		3.3

		0.0

		8.5



		Establish addiction medicine fellowships.

		Develop Workforce

		3.0

		3.0

		2.3

		0.0

		8.3



		Ensure all delivery hospitals and health care systems taking care of reproductive age, pregnant, and postpartum patients utilize currently available programming for pregnant patients that prioritizes best practices for patient, family/caregivers, and neonate/infant (i.e., SBIRT, outpatient care, inpatient care, delivery, reproductive planning, care coordination, Comprehensive Addiction and Recovery Act of 2016 [CARA] plan of care, treatment, NAS, etc.).



		Reduce Neonatal Abstinence Syndrome

		2.7

		3.0

		2.7

		0.0

		8.3



		Expand 211 to identify and match individuals to resources for SDOH. As part of expanding resources, current partnerships should be reviewed to see if there is an opportunity for expansion or additional collaboration. 



		Prevention/Treatment/ Recovery

		3.0

		1.5

		3.7

		0.0

		8.2



		Implement a reimbursement model that reduces the administrative burden of administering grant funds for organizations not accustomed to handling grant payments. One way to do this would be to run the reimbursement payments through the edits built into the Medicaid Managed Information System (MMIS); when the reimbursement is not a Medicaid expense it would filter down to the Division of Public and Behavioral Health (DPBH) code and be paid from State or federal grant money. 



		Prevention/Treatment/ Recovery

		2.7

		2.5

		3.0

		0.0

		8.2



		Require all SUD treatment programs to measure standard patient outcomes and implement best practices. Monitor for adherence to best practices, standards of care, and outcomes.



		Evaluate Programs

		3.0

		2.5

		2.7

		0.0

		8.2



		Identify opportunities for faith-based organizations to provide recovery supports in local communities. Local communities should develop coalitions to work together to ensure recovery supports are available, including the development of local recovery centers.



		Prevention/Treatment/ Recovery

		2.3

		3.0

		2.7

		0.0

		8.0



		Nevada has submitted an 1115 Demonstration SUD Waiver that will allow for payment of SUD services in Institutions for Mental Disease. Utilize FRN funding for states share for 1115 SUD Waiver, room and board, and uncompensated care.



		Prevention/Treatment/ Recovery

		2.0

		2.0

		4.0

		0.0

		8.0



		Increase short-term rehabilitation program capacity.

		Prevention/Treatment/ Recovery

		2.3

		3.0

		2.7

		0.0

		8.0



		Create non-commercially sponsored meeting forum for treatment and other resource providers to share practices, concerns, scholarship, and other topical information.



		Prevention/Treatment/ Recovery

		3.0

		2.0

		3.0

		0.0

		8.0



		Create a scholarship fund dedicated to individuals directly affected by the epidemic.



		Develop Workforce

		2.0

		2.5

		3.3

		0.0

		7.8



		Implement a workforce of community health workers throughout recovery supports, behavioral health, and social service agencies. This will potentially require planning, a new Medicaid service definition and associated budget expansion, and funds for the uninsured and underinsured to access these services.



		Prevention/Treatment/ Recovery

		2.7

		2.5

		2.0

		0.0

		7.2







[bookmark: _Toc115957529][bookmark: _Toc120620429]SDOH and Recovery Support Recommendations

		SDOH and Recovery Support Recommendations

		Category

		Impact Score

		Urgency Score

		Feasibility Score

		Leg. Target

		Total Score



		Work with parole and probation officers to educate them on the need for treatment and recovery and assist individuals returning to the community to have increased support in achieving and maintaining sobriety in the community, as supported in AB 236. Treatment planning for these individuals should also include housing and employment interventions to ensure resources are in place to support the individual in the community.  



		Justice Programs

		3.0

		3.5

		3.3

		3.0

		12.8



		Address transportation needs as a SDOH. Nevada’s new, Medicaid-funded non-emergency Secure Behavioral Health Transport service is equipped and staffed by an accredited individual to transport individuals in mental health crisis, including those on a legal hold. Resources may be needed to help providers with start-up costs as well as to fund transportation for people not covered by Medicaid. Additional transportation solutions need to be considered for the non-Medicaid population, especially in rural areas.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		3.0

		3.0

		12.0



		Expand current 211 website to include successful recovery stories and outcome data that has been de-identified to assist in reducing the stigma amongst both providers and the general public toward people with SUD. The website could also link to available MAT providers, including OB-GYNs, as well as resources for SDOH and other factors in recovery. A section for families to inform them about supporting a family member in treatment and recovery would be helpful. Nevada may feature a family and consumer social marketing campaign on the website to include risks associate with use that is tailored to different populations experiencing health disparities.



		Education/Awareness Campaign

		3.3

		2.0

		3.3

		3.0

		11.7



		Incorporate screening for standard SDOH needs as a routine intake procedure for all services.



		Prevention/Treatment/ Recovery

		3.7

		3.5

		2.7

		0.0

		9.8



		Expand access to childcare options for families seeking treatment/recovery supports.



		Prevention/Treatment/ Recovery

		2.7

		3.5

		3.0

		0.0

		9.2



		Address housing needs as a SDOH. Nevada may utilize tenancy supports as an intervention to allow individuals to maintain housing as they go through the recovery process. In addition, development of sober housing resources and affordable housing through partners such as the Public Housing Authority can assist individuals in recovery in finding and maintaining affordable housing to enable ongoing recovery. 



		Housing

		3.0

		3.0

		3.0

		0.0

		9.0



		Develop housing and recovery supports for homeless youth with OUD.



		Housing

		2.3

		3.5

		3.0

		0.0

		8.8



		Develop employment supports for those in treatment and in recovery.



		Prevention/Treatment/ Recovery

		3.0

		3.0

		2.7

		0.0

		8.7



		Establish policies and funding to support evidence-based recovery housing using National Alliance for Recovery Residences criteria.



		Prevention/Treatment/ Recovery

		3.0

		2.5

		3.0

		0.0

		8.5



		Expand 211 to identify and match individuals to resources for SDOH. As part of expanding resources, current partnerships should be reviewed to see if there is an opportunity for expansion or additional collaboration. 

		Prevention/Treatment/Recovery

		3.0

		1.5

		3.7

		0.0

		8.2



		Identify opportunities for faith-based organizations to provide recovery supports in local communities. Local communities should develop coalitions to work together to ensure recovery supports are available, including the development of local recovery centers.



		Prevention/Treatment/Recovery

		2.3

		3.0

		2.7

		0.0

		8.0
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[bookmark: _Toc120620430]Statewide Opioid Plan

[bookmark: _Toc114050836]The Statewide Plan is derived from the recommendations in the Needs Assessment (Sections 3–6 of this report) as well as from public comment and feedback from government agencies, ACRN and SURG meetings. The goals align with the national efforts of the Office of National Drug Control Policy’s (ONDCP) National Drug Control Strategy.[footnoteRef:269] The first goal and associated strategies includes infrastructure and capacity development to ensure local and community partners have the capacity and resources to implement recommendations effectively and sustainably. Each of the activities in the Plan includes priority scores derived from the corresponding recommendations found in Section 6. In cases where an activity encompasses more than one specific recommendation from the Needs Assessment, the highest priority score was listed. The Plan will be continuously reviewed and revised a minimum of every four years, or more frequently as needed, and distributed through the SURG and ACRN. The DHHS will also provide annual publicly available reports of all funding allocations and program activities to the State legislature.  [269: ] 


[bookmark: _Toc115957535][bookmark: _Toc120620431]Goal 1: Ensure Local Programs Have the Capacity to Implement Recommendations Effectively and Sustainably 

Technical assistance for local communities in the dissemination, implementation, and ongoing fidelity to proven models (or evidence-based practices) used in the Statewide Plan is essential to ensuring that the programs recommended are implemented in a way that is effective and maintains fidelity to the original funding initiative over the long-term. Technical assistance is needed to identify local capacity to implement programs, provide remediation to fill in gaps between current capabilities and implementation, and offer ongoing implementation support. Implementation science will inform technical assistance to ensure sustainability. Health provider training and continuing education are also essential to build the workforce to a capacity that can effectively implement best practices. 

Strategy 1.1: Build State Infrastructure to Assist in Local CapacityBuilding and Ongoing Monitoring

Objective 1.1.1: Build Capacity to Provide Training and Technical Assistance for Local Entities

Activities: 

Establish a Nevada opioid training and technical assistance hub to support local communities to build capacity, identify and implement best practices, and coordinate training and technical assistance opportunities from state and national subject matter experts (SME) 

Create a website to serve as a central repository for training and technical assistance materials

Objective 1.1.2: Facilitate Coordination of Funding and Efforts across the State

Activities: 

Evaluation and mapping of currently funded opioid and substance use disorder projects

Establish positions for regional opioid training and technical assistance to facilitate information sharing on opioid-related activities between local, regional, and state entities 

Establish a quarterly meeting for coordinators

Strategy 1.2: Support Funding Recipients in Planning and Implementation of Evidence-Based and/or Evidence-Informed Activities

Objective 1.2.1: Support Local Planning Efforts

Activities: 

Entity needs assessment/gaps

Plan for implementation using findings from implementation science

Provide technical assistance around evidence-based practices (EBPs) and evidenceinformed services and projects 

Offer technical assistance for developing baseline, outcome measures, and reporting

Technical assistance for target population identification 

Convene statewide pharmacist round table event

Objective 1.2.2: Support Initial Implementation of EBPs and Best Practices

Activities: 

Train on EBPs and evidence-informed services and projects during implementation

Provide ongoing training as needed

Offer technical assistance while monitoring the implementation  

Establish initial reporting requirements and process for funded programs

Develop quality assurance activities that can braid across organizations 



Strategy 1.3: Monitor Implementation and Fidelity to Program Models and Requirements

Objective 1.3.1: Timely Monitoring of Program Progress and Outcomes

Activities: 

Gather process reporting and financial reports from local entities

Gather baseline and outcome data

Provide technical assistance on remediation and quality improvement

Objective 1.3.2: Ensure Entities are Performing with Fidelity to the Chosen Model of Services or Programs

Activities: 

─ Conduct quality assurance and fidelity reviews

─ Provide technical assistance to remediate any negative findings

─ Monitor corrective actions plans

─ Provide technical assistance on EBP or national best practices 

[bookmark: _Toc115957536][bookmark: _Toc120620432]Goal 2: Prevent the Misuse of Opioids 

Prevention must be implemented at all levels, from targeting the general public to preventing overdose among those using opioids. However, not all prevention strategies work for everyone, so activities implemented must include consideration of any differential impacts or accessibility limitations potentially experienced by population subgroups that could result in health disparities. Many interventions necessitate alternative strategies for subgroups due to cultural and environmental differences from the general population. Detailed data collection and monitoring on demographic characteristics, selection of appropriate interventions, and involvement of the potentially impacted community members in planning and implementation are essential for ensuring health equity across prevention efforts.

Strategy 2.1: Prevent Opioid Use from Progressing to Misuse and Overdose   

 	Objective 2.1.1: Identify Risk Factors for Opioid Misuse and Overdose

Activities: 

─ Identify risk factors through implementation of a disease investigation model for nonfatal overdoses and fatality review committees (Priority Score: 14.8)

─ [bookmark: _Int_oRtcLbWA]Identify substances involved in overdoses quickly (e.g., distribute hand-held drug testing equipment; Priority Score: 14.0)



Objective 2.1.2: Educate the General Public on Opioid Prevention and Treatment

Activities: 

─ [bookmark: _Int_0u8EENdb]Educate the public on the identification of treatment needs and treatment access and resources (Priority Score: 14.2)

─ Leverage 211 to decrease stigma (Priority Score: 11.7)

─ Promote available resources 

Objective 2.1.3: Equip Providers to Prevent Opioid Misuse and Overdose

Activities: 

─ Educate providers and pharmacists on alternative pain management and on educating patients on patient pain management expectations and safe opioid use (Priority Score: 13.8)

─ Increase opioid prescribing training in graduate schools for providers (Priority Score: 11.8)

─ Decrease stigma/offer anti-stigma training for providers, including pharmacists (Priority Score: 8.7)

─ Establish physician champions for addiction treatment training (Priority Score: 8.3)

─ Standardize clinical guidelines for non-pharmacological pain management (Priority Score: 12.7)

Objective 2.1.4: Promote Safe Pain Management for Patients with Chronic Pain or Opioid Prescriptions

Activities: 

─ Educate patients on safe use, storage, and disposal of opioids (Priority Score: 14.2)

─ Inform patients on addictive potential of opioids and alternative therapies for chronic pain (Priority Score: 13.8)

Objective 2.1.5: Educate Youth and Families in the Community to Reduce the Risk of Adverse Childhood Experiences (ACEs), Child Welfare Involvement, Opioid Misuse, and Overdose

Activities: 

─ Educate parents and the public on ACEs prevention and intervention (Priority Score: 13.7)

─ [bookmark: _Int_y8bt2Jj9]Implement family-based prevention strategies and expand activities under the Family First Prevention Act (Priority Score: 13.2)

─ Offer ACEs screening and referral to treatment in schools and medical settings (Priority Score: 12.7)  

Objective 2.1.6: Support Youth and Adolescents Who Have Experienced ACEs and are At-Risk 

Activities: 

─ Implement child welfare best practices for impacted families (Priority Score: 12.0)

─ Implement safe baby courts for families impacted by SUD (Priority Score: 9.3)

─ Ensure family-related efforts are coordinated across agencies (Priority Score: 12.5)

─ Provide home visit programs for families impacted by SUD (Priority Score: 8.3)

Objective 2.1.7: Prevent Opioid Misuse and Overdose in Schools

Activities: 

─ [bookmark: _Int_ZECUUpKD]Embed prevention specialists in K-12 schools (Priority Score: 13.0)

─ Implement trauma-informed schools (Priority Score: 12.8)

─ Increase access to aftercare, summer, and intramural programs (Priority Score: 12.7)

─ Increase prevention in schools (Priority Score: 12.8)

─ Require prevention education and educator training (Priority Score: 12.3)

─ Provide school survey results on drug trends/issues to school leaders (Priority Score: 9.3)

─ Provide access to prevention activities for the transitional aged youth (TAY) to ensure all youth/adolescent populations are targeted (Priority Score: 12.5)

Strategy 2.2: Detect Potential Misuse Early and Intervene to Prevent Increased Severity  

Objective 2.2.1: Monitor the Prescription of Opioids and Related Substances 

Activities: 

─ Provide enhanced PDMP analytics (including demographics and additional prescribed substances) information to providers (Priority Score: 12.8)

─ Ensure PDMP data is obtained from all bordering states (Priority Score: 9.0)

 





Objective 2.2.2: Implement Screening and Early Intervention for All Nevadans 

Activities:

─ Prevent, screen for, and treat those with Adverse Childhood Experiences (ACEs) (Priority Score: 12.3)

─ Implement ages zero to three programming to support families impacted by substance use (Priority Score: 12.0)

─ Increase Screening, Brief Intervention and Referral to Treatment (SBIRT) statewide and train providers in integrated care (Priority Score: 13.7)

─ Educate providers on the signs of trauma and appropriate referral options (Priority Score: 12.8)

[bookmark: OLE_LINK1]Strategy 2.3 Define immediate solutions to reduce the risks for overdose and prepare for responses 

Objective 2.3.1 Implement a Cross-sector Task Force to address overdose 

Activities:

─ Determine necessary action to reduce the risk of overdose in Nevada’s communities.	

─ Prepare responses for the State and local jurisdictions in the event an increase in overdoses occurs 

─ Provide technical assistance, guidance, and resources to rapidly implement best practices to reduce risk for overdoses, enhance capacity to respond to events, and recover should such overdose events occur. 

[bookmark: _Toc115957537][bookmark: _Toc120620433]Goal 3: Reduce Harm Related to Opioid Use 

Harm reduction is an approach that emphasizes engaging directly with individuals who use drugs to prevent overdose and transmission of infectious disease. Harm reduction is also meant to improve the physical, mental, and social well-being of those served, reducing stigma and offering low-threshold options for accessing substance use treatment.

Strategy 3.1: Prevent Opioid Overdoses among Those Already Using Opioids and Other Substances

Objective 3.1.1: Increase the Availability of Naloxone and Fentanyl Testing Supplies across Nevada 

Activities: 

─ Implement Mobile Crisis Teams with naloxone leave-behind (Priority Score: 14.2)

─ Provide access to fentanyl testing (Priority Score: 14.0)

─ Increase naloxone distribution, targeting populations in need using data, including those using drugs and MAT clinics (Priority Score: 13.8)

Objective 3.1.2: Prevent Suicide-Related Overdoses

Activity: 

─ Implement Zero Suicide prevention efforts (Priority Score: 11.0)

─ Establish crisis stabilization units, expand mobile crisis teams statewide, and ensure 988 funding (Priority Score: 10.5) 

Objective 3.1.3: Support Safe Harm Reduction Behaviors among People Using Opioids

Activities: 

─ Establish safe places for opioid use that include harm reduction resources (Priority Score: 11.7)

─ Expand the availability of harm reduction products in vending machines (Priority Score: 13.2)

Objective 3.1.4: Implement Statewide Harm Reduction Philosophy

Activities: 

─ Include people in recovery and those with lived experience with opioid use in planning efforts, to include peer programming (Priority Score: 12.8)

─ Educate on the addictive potential of opioids and alternative therapies for chronic pain (Priority Score: 13.8)

─ Promote public support for harm reduction efforts (Priority Score: 11.7)

Strategy 3.2: Decrease the Spread of Injection-related Morbidity and Mortality 

Objective 3.2.1: Support Safe Intravenous Use

Activities: 

─ [bookmark: _Int_OIIVScKl]Expand accessibility of needle exchanges across the state (Priority Score: 11.7)

─ Use exchange sites for additional harm reduction efforts (Priority Score: 11.7)

[bookmark: _Toc115957538][bookmark: _Toc120620434]Goal 4: Provide Behavioral Health Treatment 

Behavioral Health generally refers to mental health, substance use, and or co-occurring disorders which can include life stressors, crises, and stress-related physical symptoms. Behavioral health care and behavioral health integration refers to the prevention, diagnosis and treatment of these conditions by promoting whole-person care, closing treatment gaps, enhancing greater access to long-term monitoring services, reducing risk of self-harm, increasing positive health outcomes, improving patient satisfaction and promoting long-term cost effectiveness. Behavioral health treatment is integral to aiding communities in recovering from substance use disorders and preventing new SUD among those with mental health diagnoses.

Strategy 4.1: Increase the Availability of Evidence-Based Treatment 

Objective 4.1.1: Increase Training and Implementation Support for EBPs: 

Activities: 

─ Improve upon evidence-based SUD and OUD treatment and recovery support training and resources for providers, including for subpopulations (e.g., children and families, tribal members) who need tailored treatment (Priority Score: 13.0)

─ Increase evidence-based suicide interventions and trauma-informed care (Priority Score: 13.0)

─ Increase the availability of evidence-based treatment for co-occurring disorders (COD) and use of multiple substances for adults and children through training and reimbursement for use of specific evidence-based models (Priority Score: 12.0)

─ Monitor outcomes from the Association of State and Territorial Health Officials (ASTHO) Opioid Use, Maternal Outcomes, and Neonatal Abstinence Syndrome Initiative and State Opioid Response grant, especially identifying health disparities (Priority Score: 11.3)

─ Improve OUD screening, referral, and treatment for pregnant women through Project ECHO (Priority Score: 9.3)

Objective 4.1.2: Provide a Variety of Evidence-Based and Best Practices Accessible to Nevada’s Frontier, Rural, and Urban Populations

Activities:

─ Increase withdrawal management services in the context of comprehensive treatment programs (Priority Score: 10.0)

─ Implement Comprehensive Addiction and Recovery Act of 2016 (CARA) Plans of Care with resource navigation and peer support (Priority Score: 10.0)

─ Use EBPs to support mothers, babies, and families impacted by opioid use (Priority Score: 9.3)

─ Increase availability of peer recovery support services (Priority Score: 8.7)

─ Ensure all providers prioritize best practices for patients, family/caregivers, and neonates/infants (Priority Score: 8.3)

─ Require all SUD treatment programs to measure standard patient outcomes and implement best practices (Priority Score: 8.2)

─ Implement community health workers throughout recovery supports, behavioral health, and social service agencies (Priority Score: 9.0)

─ Provide grief counseling and support for those impacted by the fatal overdose by a family or friend (Priority Score: 9.0)

─ Engage nontraditional community resources to expand treatment access in rural or underserved areas and target populations that experience health disparities (Priority Score: 13.8)

─ Expand IOTRC hub classification beyond CCBHC, FQHC, and OTP (Priority Score: 12.7)

─ Continue to work with tribal communities to meet their needs for prevention, harm reduction, and treatment (Priority Score: 12.8)

─ Support referral to evidence-based practices (Priority Score: 10.2)

─ Continue to expand MOUD in Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs) (Priority Score: 10.0)

─ Increase longer-term and short-term rehabilitation program capacity (Priority Score: 9.7)

─ Provide continuity of care between levels of care (Priority Score: 8.8)

Objective 4.1.3: Expand Treatment Options for Special Populations, Including Adolescents and Individuals with Co-Occurring Disorders

Activities:

─ Expand adolescent treatment options across all ASAM levels of care for OUD with co-occurring disorder integration (Priority Score: 13.3)

─ [bookmark: _Int_bPIiu9rl]Expand treatment options for transition-age youth (Priority Score: 9.8)

─ Provide specialty care for adolescents in the child welfare and juvenile justice systems (Priority Score: 9.7)

─ Increase adolescent beds certified to treat young adolescent and transition-age youth, as well as capable of treating co-occurring disorders (Priority Score: 9.2)

─ Establish Community Health Worker/Peer Navigator program for pregnant and parenting persons with OUD (Priority Score: 9.0)

─ Increase parent/baby/child treatment options including recovery housing and residential treatment that allow the family to remain together (Priority Score: 9.2)

Objective 4.1.4: Expand/Maximize Capacity of Current Services and Increase Workforce

Activities:

─ Promote healthcare profession career tracks in high school (Priority Score: 8.8)

─ Encourage and support medical school students from rural or frontier communities (Priority Score: 11.5)

─ Evaluate provider enrollment process to ensure it is not a deterrent for providers (Priority Score: 9.8)

─ Incentivize providers to serve in rural and underserved communities (Priority Score: 13.5)

─ Create a scholarship fund dedicated to individuals directly affected by the epidemic (Priority Score: 7.8)

Strategy 4.2: Increase Access to Evidence-Based Treatment 

Objective 4.2.1: Expand Treatment Funding Options 

Activities:

─ Ensure funding for the array of OUD services for uninsured, underinsured, and tribal populations (Priority Score: 12.2)

─ Offer sustainable funding for the IOTRCs (Priority Score: 9.7)

─ Enforce parity across physical and mental health (Priority Score: 9.3)

─ Modify or remove prior authorization requirement for selecting outpatient behavioral health services (Priority Score: 9.2)

─ Align utilization management policies between Medicaid managed care and fee-for-service (Priority Score: 8.5)

─ Implement a reimbursement model that reduces the administrative burden on providers of administering grant funds (Priority Score: 8.2)

─ Utilize FRN funding for state's share for 1115 SUD Waiver, room and board, and uncompensated care (Priority Score: 8.0)

Objective 4.2.2: Increase Effective Utilization of Telehealth

Activities:

─ Partner with a TeleMAT service provider (Priority Score: 12.5)

─ Increase provider training and education on the effective use of telehealth (Priority Score: 12.0)





Strategy 4.3: Increase Availability of and Access to MOUD

Objective 4.3.1: Increase the Volume of Waivered Prescribers of Medications for Opioid Use Disorder (MOUD) Providing Treatment in Rural and Underserved Areas

Activities:

─ Incentivize providers for Office-Based Opioid treatment (OBOT) through bonuses (Priority Score: 13.5)

─ Implement a plan for expansion of mobile MOUD treatment for rural and frontier communities (Priority Score: 13.3)

─ Monitor the capacity of SUD and OUD treatment providers (Priority Score: 12.7)

─ Expand statewide Patient-Centered Opioid Addiction Treatment (PCOAT) model (Priority Score: 9.2)

Objective 4.3.2: Increase Access to MOUD

Activities:

─ Create street outreach teams to provide street medicine programs, harm reduction, psychiatry, and care management (Priority Score: 12.2)

─ Expand access to long-acting buprenorphine medications (Priority Score: 11.8)

─ Increase education, adoption, and support for buprenorphine as a first-line treatment for reproductive/birthing/pregnant, etc., patients (Priority Score: 10.7)

─ Initiate buprenorphine in the emergency department and during inpatient stays (Priority Score: 10.0)

─ Expand access to MOUD treatment for youth in primary care and behavioral health settings (Priority Score: 9.8)

─ Support low threshold prescribing for buprenorphine treatment (Priority Score: 9.7)

─ Fully implement Nevada's hub-and-spoke system for MAT regardless of payer (Priority Score: 11.7)

Objective 4.3.3: Increase Provider Proficiency in Treatment with MOUD

Activities:

─ Expand use of Project ECHO® to increase provider capacity (Priority Score: 9.3)

─ Establish addiction medicine fellowships (Priority Score: 8.3)

─ Create a provider forum for treatment and other resource-sharing (Priority Score: 8.0)



Strategy 4.4: Increase Treatment for Neonatal Abstinence Syndrome (NAS)

Objective 4.4.1: Screening, Intervention, and Referral for Pregnant Women

Activities: 

─ Offer parenting programs and home visits for at-risk pregnant women (Priority Score: 10.2)

─ Establish SBIRT in OBGYN offices and engage Project ECHO (Priority Score: 9.2)

─ Continue to monitor and expand ASTHO programs for Neonatal Abstinence Syndrome (NAS) with special attention to preventing health disparities (Priority Score: 11.3)

[bookmark: _Toc115957539][bookmark: _Toc120620435]Goal 5: Implement Recovery Communities across Nevada 

[bookmark: _Toc114050837]Social Determinants of Health (SDOH) include financial resources, social and community factors, education access and quality, health care access and quality, and the neighborhood and environment in which a person lives, including transportation, crime, and environmental quality. Recovery Communities take a holistic view that includes SDOH as an integral part of maintaining recovery and living successfully in the community. They provide connections to treatment and services for individuals in recovery to reintegrate into the community with better chances of maintaining recovery.

Strategy 5.1: Address Social Determinants of Health

Objective 5.1.1: Screen and Connect people to Social Determinants of Health (SDOH) Resources

Activities: 

─ Incorporate screening for standard SDOH needs as a routine intake procedure for all services (Priority Score: 9.8)

─ Expand 211 to identify and match individuals to resources for SDOH (Priority Score: 11.7)

─ [bookmark: _Int_zNpcwZNh]Identify opportunities for faith-based organizations to provide recovery supports in local communities (Priority Score: 8.0)

─ Include recovery support services such as recovery centers in the work of local community coalitions (Priority Score: 8.0)





Objective 5.1.2: Access to Housing

Activities: 

─ Develop housing and recovery supports for homeless youth with OUD (Priority Score: 9.0)

─ Establish policies and funding to support evidence-based recovery housing (Priority Score: 8.5)

─ [bookmark: _Int_rj5uu0nF]Provide tenancy supports for individuals to maintain housing through the recovery process (Priority Score: 9.0)

─ Develop sober and affordable housing resources through partnerships (Priority Score: 9.0)

Objective 5.1.3: Employment Supports

Activities: 

─ Develop employment supports for those in treatment and in recovery (Priority Score: 8.7)

─ Provide education for employers through Recovery Friendly Workplace Initiative (Priority Score: 14.2)

[bookmark: _Toc114050838]Objective 5.1.4: Access to Childcare

Activity: 

─ Expand access to childcare options for families seeking treatment/recovery supports (Priority Score: 9.2)

Objective 5.1.5: Access to Transportation

Activities: 

─ Address transportation needs as a SDOH (Priority Score: 12.0)

─ Support providers with start-up and transportation costs under Nevada’s new, Medicaid-funded non-emergency Secure Behavioral Health Transport service (Priority Score: 12.0)

[bookmark: _Toc115957540][bookmark: _Toc120620436]Goal 6: Provide Opioid Prevention and Treatment Consistently across the Criminal Justice and Public Safety Systems 

Access to MAT and other treatment interventions within the jails and prisons is limited, and individuals transitioning from incarceration to the community often have little or no access to treatment or care management in the community. Progress has been made through drug treatment courts and similar interventions; these opportunities are uniformly available in all criminal detention centers. More work is needed in providing treatment both in criminal justice settings and during transitions so that people can recover from opioid use disorders and maintain their recovery in the community. 

Strategy 6.1: Promote Safe Response to Opioid Use in the Community 

Objective 6.1.1: Ensure Laws and Law Enforcement Agencies Do Not Deter Interventions for People in Need of Harm Reduction Interventions 

Activity: 

─ Train law enforcement on laws to increase appropriate enforcement to protect interventions for people who have overdosed (Priority Score: 11.5)

─ Ensure state laws do not prevent harm reduction efforts (Priority Score: 11.5)

Strategy 6.2: Prevent Overdose after Release from Jails and Prisons  

Objective 6.2.1: Increase Access to Quality Care for Justice-Involved Individuals

Activities:

─ Provide MAT in all adult correctional and juvenile justice facilities (Priority Score: 12.7)

─ Expand drug court treatment availability and include treatment for multiple substances (Priority Score: 9.3)

─ Monitor outcomes related to SUD treatment for the criminal justice-involved population (Priority Score: 10.3)

Objective 6.2.2: Support Individuals with Opioid Use History Leaving Jails and Prisons

Activities:

─ [bookmark: _Int_kpj0BM5D]Connect people leaving jails and prisons to post-release treatment, housing, and other supports as well as educate about overdose risk (Priority Score: 13.3)

─ Educate parole and probation officers on the need for treatment, recovery, housing, and employment (Priority Score: 12.8)

[bookmark: _Toc115957541][bookmark: _Toc120620437]Goal 7: Provide High Quality and Robust Data and Accessible, Timely Reporting  

Nevada has experienced serious impacts from the opioid epidemic over the last 10 years, resulting in high rates of opioid-related overdoses, increased health care utilization, escalating rates of neonatal abstinence syndrome, insufficient access to treatment, and increased family involvement within child welfare. To understand the impact of the opioid epidemic on Nevada, it is important to consider indicators of opioid use, such as prescription monitoring, survey data, criminal justice data, and overdoses, as well as cooccurring behavioral health and comorbid physical health conditions and opioidrelated utilization of EDs and hospitals. Focusing on health disparities for marginalized populations and the impact on youth within each of these areas further elucidates the impact of opioids and can offer potential solutions.

Strategy 7.1: Provide Consistent, High-Quality Data for Surveillance and Reporting 

Objective 7.1.1: Improve the Quality of Toxicology Data

Activities:

─ Establish a statewide forensic toxicology lab and improve funding mechanisms (Priority Score: 9.2)

─ Support a forensic pathology training program (Priority Score: 7.0)

─ Standardize and improve toxicology testing procedures, including more detailed reporting of demographic characteristics (Priority Score: 9.8)

Objective 7.1.2: Improve and Standardize Surveillance Reporting

Activities: 

─ Expand surveillance testing (Priority Score: 6.8)

─ Standardize reporting and query code/logic across reporting agencies (Priority Score: 8.3)

─ Establish minimum data set for suspected and actual overdose for use in all agencies, including demographic characteristics (Priority Score: 11.7)   

Strategy 7.2: Increase Availability of Data for Rapid Response to Opioid Trends

Objective 7.2.1: Increase Breadth of Data Collected

Activities: 	

─ Ensure data elements include demographic characteristics to identify and address health disparities (Priority Score: 9.5)

─ Collect data from the poison control hotline (Priority Score: 13.5)

─ Include demographics and methadone in the state prescription drug monitoring program (Priority Score: 12.5)

─ Increase provider utilization of the Treatment Episode Data Set (TEDS) (Priority Score: 8.2) 



Objective 7.2.2: Ensure Data is Shared Across Agencies and Providers

Activities:

─ Implement the All-Payer Claims Database (Priority Score: 14.7)

─ Increase Health Information Exchange (HIE) data sharing and utilization when prescribing opioids (Priority Score: 8.8)

─ Create an Automated Program Interface (API) connection to Emergency Medical Services (EMS)/Image Trend (Priority Score: 13.5)

Objective 7.2.3: Provide Immediate Access to Critical Opioid-Related Data	

Activities:

─ Provide access to real-time SUD and OUD reports from various systems (e.g., EHR, PDMP, HIE, etc.) (Priority Score: 7.8)

─ Facilitate prompt “bad batch” communications (Priority Score: 15.5)

─ Connect public safety and local overdose spike monitoring agencies (Priority Score: 12.0)





[bookmark: _Toc120620438]Next Steps

This 2022 Needs Assessment and Statewide Plan serves as a first version that will be reviewed and revised a minimum of every four years, or more frequently as needed. Revisions will reflect ongoing efforts to allocate and coordinate funding for opioid-related projects. The report will be distributed through the SURG and ACRN. As more funding is available from various sources and as Nevada’s needs change over time, the State will update the Plan and priorities to ensure they are data-driven. The DHHS will also provide annual publicly available reports of all funding allocations and program activities to the State legislature.

[bookmark: _Toc120620439]Development of Detailed Work Plans

The Statewide Plan outlines broad activities that will be further developed and specified into a work plan format by Nevada’s subject matter experts. The detailed work plans will be created by local experts according to the implementation priorities identified by the Nevada DHHS, based on available funds. Future changes to the Statewide Plan or changing state needs may result in additional work plans or activities. 

Work plans developed by subject matter experts will incorporate detailed program or project information, list any alternative funding sources, establish start and end dates, and provide outcome measures for each activity. This includes ensuring that baseline data is established for quality assurance and measurement of the success of program activities. All activities must address disparities or potential disparities in marginalized populations and be evidence-based, nationally informed, or considered best practices for substance use prevention, treatment, recovery efforts, public health, and data surveillance. 

[bookmark: _Toc115957543]Focusing on Health Equity

Although data on health disparities is lacking, the current evidence suggests that significant disparities do exist across the state. The availability of funds to expand current programs or support new efforts serves as a prime choice point where Nevada can be intentional about addressing disparities in marginalized populations. The Nevada Office of Minority Health and Equity (NOMHE) has developed a Health Equity Guide which models how to apply the equity lens known as “Choice Point Thinking” to develop and prioritize activities to ensure equitable outcomes. Choice Point Thinking is a commitment to develop equitable outcomes by using a conscious decision-making process. To apply Choice Point Thinking, one should identify all decision-making opportunities and examine available choices. Developing a habit of asking questions such as “Who benefits from this decision?” and “How can the people that are most impacted by this decision be included in this process?” is one way to ensure the equitable distribution of opioid settlement or bankruptcy recoveries. Use of the Choice Pointe Thinking model is essential in the further development of specific activities implemented under the Statewide Plan.

[bookmark: _Toc115957544]Implementing Evidence-Based Practices

As part of the fulfillment of the first and second principles of the Johns Hopkins Principles for the Use of Funds, spending money to save lives and using evidence to guide spending, Nevada will utilize the below resources in future work to identify best practices and evidence-based programs that fulfill the goals and objectives in this plan. Not all potential solutions have available evidence, so any programs or activities selected without an evidence base should implement a robust quality improvement structure so that the state can routinely monitor outcomes and the effectiveness of the investment. All programs and activities should be actively monitored for outcomes regardless of the amount of evidence available.

Resources for Evidence-Based and Best Practice Models  

The following resources are available for the development of the implementation work plans under the objectives in the Statewide Plan. 

Substance Abuse and Mental Health Services Administration (SAMHSA) Evidence-Based Practices Resources Center

https://www.samhsa.gov/resource-search/ebp 

The SAMHSA Evidence-Based Practices Resource Center “… aims to provide communities, clinicians, policy-makers, and others in the field with the information and tools they need to incorporate evidence-based practices into their communities or clinical settings. The Resource Center contains a collection of scientifically based resources for a broad range of audiences, including Treatment Improvement Protocols, toolkits, resource guides, clinical practice guidelines, and other science-based resources.”   

Brandeis Opioid Resource Connector

https://opioid-resource-connector.org 

“The Opioid Resource Connector assists communities in mounting a comprehensive response to the opioid crisis. It is a product of Brandeis Opioid Policy Research Collaborative. [They] provide a curated collection of community-focused programs, tools, and resources to help stakeholders choose, design, and implement essential interventions.” 

Primer on Spending Funds from the Opioid Litigation: A Guide for State and Local Decision Makers

https://opioidprinciples.jhsph.edu/wp-content/uploads/2022/04/Primer-on-Spending-Funds.pdf 

The Primer on Spending Funds from the Opioid Litigation provides resources for each of Johns Hopkins’ nine core abatement strategies. 

Evidence-Based Strategies for Abatement of Harms from the Opioid Epidemic

https://www.lac.org/resource/evidence-based-strategies-for-abatement-of-harms-from-the-o 

“Jointly produced by several national addiction experts, this comprehensive report contains recommendations and evidence-based strategies for the investment of litigation settlement and bankruptcy funds to end the opioid crisis and mitigate future harms.” 

[bookmark: _Toc120620440]Ensuring Accountability and Sustainability

The Statewide Plan establishes a system of accountability for the implementation of programs and services needed in Nevada by targeting the priorities established by the Needs Assessment (Sections 3 through 6). The Statewide Plan sets forth the activities to prepare the State’s infrastructure to distribute and oversee the resulting programs and services, including performance review, quality assurance, and fiscal compliance. This ensures funds disbursed are used for the purposes established in the Needs Assessment, that they do not supplant other funds or program activities, and that they comply with the settlement and bankruptcy agreement requirements listed in Appendix E. Additionally, policies and procedures on the administration of the Fund for Resilient Nevada can be found in Appendix F. This ensures compliance with the funding sources, maximizes the appropriate use of funds, and monitors cost-benefits to the community. 

In response to preliminary Needs Assessment findings and anticipating the need for infrastructure to support accountability and sustainability, six positions were created to administer the FRN. The six positions include a Senior Physician, one clinical program planner, one quality assurance specialist, one management analyst, one program officer, and one administrative assistant. Another two positions including a biostatistician and a public information officer have been requested separately. These positions will support the management and oversight of the Needs Assessment, Statewide Plan, and subsequent sub awards or contracts to address the impacts, risks, and harms of opioid use disorder and other substance use disorders. 

To ensure fiscal accountability, existing programs and funding sources were and continue to be identified and evaluated. The Fund for a Resilient Nevada Unit (FRNU) is currently mapping the use and availability of all the State and Federal opioid and substance use funds. The map will serve as a consolidated document of programs that exist and highlight those activities that require funding. As part of this review, all money recovered or anticipated to be recovered by county, local, or Tribal governmental agencies through judgments, settlements or bankruptcies resulting from litigation concerning the manufacture, distribution, sale, or marketing of opioids, and the programs currently existing in each geographic region of this state to address opioid use disorder and other substance use disorders are being analyzed. 

[bookmark: _Toc120620441]Allocation Plan for the Fund for a Resilient Nevada

Fund for a Resilient Nevada

The Statewide Plan sets out the goals and strategies for the implementation of programs and services potentially funded by the Fund for a Resilient Nevada and other funding sources. The FRN was created during the 81st (2021) Session under Senate Bill 390 and codified in Nevada Revised Statutes (NRS) 433.712 through 433.744. Under NRS 433.732, section 4, "...the Director of the Department may submit to the Interim Finance Committee a request for an allocation for administrative expenses from the Fund..." and "The annual allocation for administrative expenses from the Fund must not exceed 8 percent of the money deposited..." or the maximum allowable for recoveries. FRN monies are deposited through the Attorney General's Office from recoveries from opioid litigation, settlements, and bankruptcies. The allocation of funds to state mitigation programs under the FRN is limited by the availability of recoveries. The Fund for Resilient Nevada is the State’s share of recoveries and must be used to address the risk, harms, and impacts of the opioid crisis on the state. 

In another settlement and bankruptcy recovery-based funding opportunity under the One Nevada Agreement, more local allocations to all signatories to the agreement will become available. Signatories include all Nevada Counties and all litigating cities, districts, and municipalities. Many tribal governments also have their separate opioid litigation and may receive their own recoveries through settlements or bankruptcies.

Should the State determine that mitigation of the opioid crisis needs to involve partnerships with regions, counties, or tribes, or through agreements with local community programs beyond the One Nevada Agreement, the State has the statutory authority, but is not required, to provide funding through grants. Such grants will be at the direction of the State to ensure work is conducted on behalf of the State and procurement requirements as established in NRS 433.740 must be upheld. 

The State recognizes the successful abatement of the opioid crisis will require the whole of both state and local resources and cooperation. To this end, the State will ensure local governments have access to the Nevada Needs Assessment, Statewide Plan, and technical support to direct their own funding to address the crisis at the local level. Use of the funds by state and local governments must be in accordance with, at minimum, the terms of the court orders, settlement and bankruptcy agreements, the One Nevada Agreement, and State laws.

Proposed Budget Allocations for Statewide Plan Goals

Estimates for proposed budget allocations are presented below according to the Goals set forth in the Statewide Plan. Amounts may change based on needs and fund availability.

Goal 1: Ensure Local Programs Have the Capacity to Implement Recommendations Effectively and Sustainably 

Proposed funding estimates: FY23 $1,463.000		FY24 $1,674,700		FY25 $1,694,941

Goal 2: Prevent the Misuse of Opioid 

Proposed funding estimates: FY23 $500,000		FY24 $2,185,000		FY25 $2,100,000

Goal 3: Reduce Harm Related to Opioid Use 

Proposed funding estimates: FY23 $140,000	FY24 $140,000	FY25 $140,000

Goal 4: Provide Behavioral Health Treatment 

Proposed funding estimates: FY23 $1,700,000		FY24 $1,500,000		FY25 $1,500,000

Goal 5: Implement Recovery Communities across Nevada 

Proposed funding estimates: TBD

Goal 6: Provide Opioid Prevention and Treatment Consistently across the Criminal Justice and Public Safety Systems 

Proposed funding estimates: TBD

Goal 7: Provide High Quality and Robust Data and Accessible, Timely Reporting  

Proposed funding estimates: FY23 $361,149		FY24 $743,597		FY25 $520,025
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[bookmark: _Toc120620443]Data Sources

To understand the gaps in data, it is important to understand each of the various sources collecting and reporting data within the State of Nevada. Currently, the State has multiple sources providing data and reporting rates of fatal and nonfatal opioid overdoses, SUD, OUD, and the corresponding demographic data. Each data set follows its own data collection protocols, criteria, and standards, which leads to different rates being reported for impact topic areas depending on the source being used. Each source also has its own limitations, as detailed below in Table A1.1. 

Table A1.1: Current Data Sources and Limitations 

		Source 

		Description

		Limitations



		Syndromic Surveillance

		Utilizes hospital emergency room (ER) data from the NSSP to report on the suspected overdose morbidity in the state.[footnoteRef:270]  [270: ] 




		• NSSP data is only available from 80% of the state’s hospitals

• The data system only captures nonfatal overdoses that made it to the ER

• Chief complaint: ICD10 codes that are reported as an overdose from a substance are “suspected” due to the lack of a urine drug screen or blood test to confirm substances 



		Vital Records Data

		Utilizes death certificate information from the Nevada Electronic Death Registry System to report on overdose mortality in the state. This source relies on ICD10 codes. 



		• Average 2–3-month delay after the death investigation to receive cause and manner of death data

• Use of ICD10 codes that group multiple opioids together, making it difficult to separate specific opioids that may have been attributed to deaths 

• Complete toxicology and information about the circumstances preceding death are unavailable 



		Nevada SUDORS

		Utilizes death certificates and coroner/medical examiner reports (including postmortem toxicology testing results) to capture detailed information on toxicology, death scene investigations, route of drug administration, and other risk factors that may be associated with a fatal overdose.[footnoteRef:271]  [271: ] 


		• Reporting delays due to time required to abstract data from death records

• Incomplete data due to reliance on information documented at the time of death 





		ImageTrend

		Statewide surveillance system utilized by the State Emergency Medical Services (EMS) program. ImageTrend is used to collect and analyze data for EMS and Fire and Rescue programs, which may include data regarding critical care transportation, hospitalbased medical registries, overdose due to substance use, and integrated health care and community paramedicine. This system provides realtime location information that can be monitored by communities, as well as supporting data collection for Overdose Data Mapping Application Program (ODMAPS).

		• Disconnect between EMS transport records and hospital care 

• Used ad hoc and not for regular reporting





		ODMAPS

		Nevada has been working toward implementation of HIDTA’s ODMAPS to gain a better understanding of overdose morbidity and mortality rates. The program design requires participation by law enforcement and first responder agencies or an automated interface with ImageTrend to transfer the data. 

		• Slow uptake by law enforcement

• Lack of an automated interface with ImageTrend







Based on the data source limitations and the lack of standardization, the data available is often inconsistent and does not allow for the most accurate picture of the current state of the opioid epidemic in Nevada. The lack of standardization and reporting hinders the accessibility of key information, such as demographic information, which is needed to assess the challenges being faced by certain populations.

[bookmark: _Int_N9M2RpmA][bookmark: _Int_Ktg8cYtd]Different organizations within Nevada are also collecting and calculating different process and outcome metrics to assess the impact of the opioid epidemic and drive change. However, often metrics may be named similarly and appear to capture the same information, but the data being used and the way the metric is calculated is different. The limitations and caveats may also vary, which does not allow for true comparison and aggregation of results. No data set is perfect, and there is always a tradeoff between timeliness and accuracy, which could be the reason similar data is calculated differently. High-quality data takes time to accurately collect, validate, and appropriately analyze. The quality assurance process can hinder programs that need data quickly to respond to changes in the system. There is some data that is available more quickly, but it has often not yet been adequately validated. This data can be used when immediate information is needed, but it is always important to go back and check assumptions once the complete and validated data is available. The State will need to balance timeliness with accuracy based on the monitoring needs for each program. While data are available for the rates of opioid and benzodiazepine prescription within Nevada, limited data are available for other drugs being coprescribed with opioids. There is also a lack of demographic information about those receiving opioid prescriptions such as race/ethnicity and indicators of membership in special populations. While PDMP also tracks high-volume prescribers, analytics are not made available to understand factors behind high-volume prescribing or the changes in prescribing habits following notice from the PDMP.

There are plans for the State to develop an allpayer claims database that will contain information relating to health claims from medical, dental, and pharmacy benefits provided in Nevada. An advisory committee will make recommendations on the analysis and reporting of the data, as well as data security and how it will be released. All public and private insurers will provide data for the database, with some exceptions. Data to directly identify the patient will be removed from the claim, and each claim will receive a unique identifier. Requests for data will be submitted to the DHHS.[footnoteRef:272] This effort may help to reduce the gaps currently being seen regarding data.  [272: p/NELIS/REL/81st2021/Bill/7216/Overview" https://www.leg.state.nv.us/App/NELIS/REL/81st2021/Bill/7216/Overview] 
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[bookmark: _Toc120620445]Prior Work Toward Johns Hopkins Best Practice Recommendations

The State has been working to develop interventions that align with key areas of the Johns Hopkins Best Practices. In 2019, the Nevada Public Training Center, in partnership with Nevada OD2A, released a summary that included the current efforts being made in Nevada that coincide with the John’s Hopkins Bloomberg School of Public Health Recommendations. 

In 2017, the John’s Hopkins Bloomberg School of Public Health published the report The Opioid Epidemic, From Evidence to Impact.[footnoteRef:273] This report provides specific, proven recommendations, as well as resources to combat the opioid epidemic in the most effective way. The report includes 10 key recommendation areas that should serve as the foundation for an entity working to battle the opioid epidemic to ensure intervention design and implementation remain evidenceinformed.  [273:  Alexander GC, Frattaroli S, Gielen AC, eds. “The Opioid Epidemic: From Evidence to Impact,” Johns Hopkins Bloomberg School of Public Health, Baltimore, Maryland. (2017). Available at: https://www.jhsph.edu/events/2017/americas-opioid-epidemic/report/2017-JohnsHopkins-Opioid-digital.pdf ] 


The 10 key recommendation areas are: 

1. Optimizing the PDMP

2. Standardizing clinical guidelines

3. Engaging pharmacy benefit managers (PBMs) and pharmacies

4. [bookmark: _Hlk97013862]Implementing innovative engineering strategies

5. Engaging patients and general public

6. Improving surveillance

7. Treating OUDs

8. Improving naloxone access and use

9. Expanding harm reduction

10. Combating stigma

The following table is a summary of Nevada’s current efforts and alignment with the Johns Hopkins Recommendations.
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Table C1.1. 2019 Nevada Public Health Training Center, Johns Hopkins Bloomberg School of Public Health Recommendations, Current Efforts in Nevada — Summary

		Recommendation

		Current Efforts



		Optimizing the PDMP



		• Mandate prescriber PDMP registration and use.

		• Prescription monitoring programs have been in use in Nevada since 1995. 

• SB 459 (2015) was passed to require prescribers to review a patient utilization report from the PDMP for new patients or new prescriptions that are for more than seven days.

• AB 474 revised Nevada statues to require prescribers to register for the PDMP when they receive or renew their controlled substance prescribing license.



		• Proactively use PDMP data for education and enforcement.



		• PDMPs can generate reports (e.g., doctor shopper reports, top Rx count prescriber, top pill count prescriber, and top prescriber by drug) to monitor prescribing and report abnormal findings.

─ Letters are generated quarterly and sent licensing boards. Disciplinary action for inappropriate prescribing includes participating in continuing education.



		• Authorize thirdparty payers to access PDMP data with a plan for appropriate use and proper protections.

		• While the Nevada Board of Pharmacy shares data with the State Medicaid program, the Board is not able to share PDMP data with health plans or the PBMs. 



		• Empower law enforcement and licensing boards for health professions to investigate highrisk prescribers and dispensers.

		• AB 239 (2019) allowed licensing boards to discipline health providers who violate AB 474. 



		• Work with industry and state lawmakers to require improved integration of PDMPs into Electronic Health Records systems.

		• Nevada’s NVOD2A program partnered with the Board of Pharmacy to provide optional integration of the PDMP and Electronic Health Records to hospitals. 



		• Engage state health leadership to establish or enhance PDMP access across state lines.

		• The state PDMP has interstate partnerships to share data with 34 states, as well as 80% of the State’s boarding PDMPs. However due to California’s data controls, the Nevada PDMP is not able to obtain data from that neighboring state. 



		Standardizing Clinical Guidelines



		• Work with state medical boards and other stakeholders to enact policies reflecting the CDC’s Guideline for Prescribing Opioids for Chronic Pain.

		• AB 474/AB 239 (2017) were passed to ensure patients have the opportunity to discuss treatment options with their providers. Also mandates prescribers follow steps to reduce the risk associated with certain medications and provide alternative options.[footnoteRef:274] [274:  Assembly Bill 474/Assembly Bill 239 (2017). Available at: https://www.nvopioidresponse.org/wp-content/uploads/2019/04/opioid-compendium-of-resources.pdf] 




		• Mandate electronic prescribing of opioids.

		• AB 310 (2019) mandated electronic prescribing for all controlled substances prescriptions by January 1, 2021.[footnoteRef:275] [275:  Assembly Bill 310 (2019). Available at: https://nvdoctors.org/wp-content/uploads/AB310-Legislative-Report-.pdf] 




		• Standardize metrics for opioid prescriptions.

		• AB 474 required the tracking of prescriptions of more than 30 days through a providerpatient agreement updated yearly to include the goals of treatment, consent to testing for monitoring drug use, requirement to take controlled substances as prescribed, prohibition of sharing medications, requirements for notification of the provider with certain information, authorization for the provider to conduct random counts of the controlled substance, and reasons the provider may change treatment. 



		• Improve formulary coverage and reimbursement for nonpharmacologic treatments, as well as multidisciplinary and comprehensive pain management models.

		• Requires one of Nevada’s MCOs to cover psychotherapy, exercises/movement, and manual services for nonpharmacological pain management.



		Engaging PBMs and Pharmacies



		• Inform and support evaluation research of PBM and pharmacy interventions to address the opioid epidemic.

		• While PBMs are currently required to submit transparency reports related to drug rebates for drugs determined to be essential to treating asthma and diabetes, no such requirements exist for opioids. 



		• Continue the development and enhancement of evidencebased criteria to identify individuals at elevated risk for OUDs or overdose and offer additional assistance and care to these patients.

		• In 2018, Opioid Stewardship and Safety: A Nevada Provider’s Guide was distributed to providers to provide information regarding risk factors of opioid overdose, informed consent, prescription medication agreements, starting and tapering opioid therapy, and existing tools for assessing risk of opioid abuse. The guide also included a Reference Guide for Reproductive Health Complicated by Substance Use and a Reference Guide for Labor and Delivery Complicated by Substance Use. 



		• Improve management and oversight of individuals who are prescribed opioids for chronic noncancer pain.

		• In Nevada, health care providers are not licensed by specialty or subspecialty; therefore, all controlled substance prescriptions are subject to Prescribe 365 regulations and monitored through the PDMP regardless of specialty. 



		• Support restricted recipient (lockin) programs among select highrisk patient populations.

		• Lockin programs are operated under the Nevada MCOs to help avoid potentially harmful overutilization of prescription drugs and to help promote continuity of care. 



		• Improve monitoring of pharmacies, prescribers, and beneficiaries.

		• PDMP identifies prescribers with concerning prescribing practices and sends letters each quarter to the prescribers licensing boards and pharmacies alerting the concerns. 



		Implementing Innovative Engineering Strategies



		Recommendations in this section are for the Food and Drug Administration (FDA) and the Pharmaceutical Industry; therefore, they are not applicable to this report.



		Engaging Patients and the General Public



		• Convene a stakeholder meeting with broad representation to create guidance that will help communities undertake comprehensive approaches that address the supply of, and demand for, prescription opioids in their locales; implement and evaluate demonstration projects that model these approaches.

		• Multiple stakeholders are meeting at the state and local levels, including the Southern Nevada Opioid Accountability Coalition, Washoe County Sheriff’s Substance Abuse Taskforce, NVOD2A, Regional Behavioral Health Policy Boards, SAPTA Advisory Boards, Nevada Opioid Treatment Association, Multidisciplinary Prevention Advisory Council, and the Substance Use Response Group. 



		• Convene an interagency task force to ensure that current and future national public education campaigns about prescription opioids are informed by the available evidence, and that best practices are shared.

		• The CDC Prevention for States funds supported the Rx Awareness campaign Wake Up Nevada and the SNHD NVOD2A project works in collaboration with the PACT Coalition on Back to Life. 



		• Provide clear and consistent guidance on safe storage of prescription opioids.

		• The Office of Suicide Prevention has supported safe storage efforts, but currently there has not been a concerted effort to push out safe storage methods as a harm reduction effort to reduce overdoses. 



		• Provide clear and consistent guidance on safe disposal of prescription opioids and expand takeback programs.

		• Grants have supported takeback programs in Nevada, while coalitions continue DEA takebacks twice a year with separate funding. Coalitions also provide training on safe disposal of medications to parents, school officials, health nurses, senior citizens, funeral homes, and hospice programs through partnerships with the Rx Abuse Leadership Initiative retail chain pharmacies. SOR funds are also used to purchase prescription medication drop boxes for tribal organizations. 



		Improving Surveillance



		Note: Detailed information regarding opportunities to improve data collection and reporting standardization, availability, and robustness are included at Section 4 of this report regarding Opioid Impact. Information excerpted below from the Nevada Public Health Training Center, John’s Hopkins Bloomberg School of Public Health Recommendations, Current Efforts in Nevada — Summary. NVOD2A does not include the same level of detail. 



		• Invest in surveillance of opioid misuse and use disorders, including information about supply sources.

		• Currently the NVOD2A program and the Office of the Attorney General are working to increase the frequency of overdose data shared with stakeholders. However, at this time there are no public health efforts seeking to collect source data. The NVOD2A program is working to obtain the seizure data from HIDTA and increase system capacity for surveillance sample testing. 



		• Develop and invest in realtime surveillance of fatal and nonfatal opioid overdose events.

		• The NVOD2A is working to create a centralized analysis and reporting hub for overdose data. Currently, NVOD2A is using ODMAP ImageTrend, Monthly Vital Records, Center for Health Information Analysis at University of Nevada, Las Vegas, and Syndromic Surveillance. Additionally, the program is working with the State Coroner/Medical Examiners to develop reporting for suspected overdoses. 

• SNHD is also participating and purchased software to house a repository of data for EMS and hospitals.



		• Use federal funding for interventions to address OUDs to incentivize inclusion of outcome data in those funded programs.

		• Outcome data must be reported to SAMHSA by organizations supported by SOR and SOR II funds. Outcome data includes abstinence, criminal justice involvement, employment/education, health/behavioral/social consequences, social connectedness, and stability in housing.



		• Support the linkage of public health, health care, and criminal justice data related to the opioid epidemic.

		• Formal data sharing is limited with public health programs and primarily limited to the Office of Analytics. NVOD2A is working to review data sharing between public safety and public health entities regarding how local jails collect/save/share data related to SUD. 



		Treating OUDs



		Some recommendations were at the federal level; therefore, they are not included in this report.



		• Require all statelicensed addiction treatment programs that admit patients with OUDs to permit access to buprenorphine or methadone.

		• In 2017, the Division Criteria for the Certification of Programs through SAPTA per NAC 458 stated that certified treatment programs, private, public, or funded cannot deny treatment services to clients that are on stable medication maintenance for the treatment of an OUD including FDA-approved medications.



		• Require all FQHCs to offer buprenorphine.

		• SOR grants currently fund the Nevada Primary Care Association to expand MAT within FQHCs that are interested. All CCBHCs are required to provide FDAapproved MAT.



		• Develop and disseminate a public education campaign about the role of treatment in addressing opioid addiction.

		• There have been information and educational campaigns developed and deployed in Nevada over the last 10 years. 



		• Educate prescribers and pharmacists how to prevent, identify, and treat opioid addiction.

		• SOR/STR has held provider education/academic detailing, as well as health care provider training. Project ECHO offered biweekly clinics on MAT. The University of Nevada School of Medicine Continuing Medical Education designed and recorded online trainings. SBIRT began an STR initiative that provides key resources to assist organizations to promote, prepare, adopt, and implement SBIRT in 2018.



		• Establish access to opioid agonist treatment with buprenorphine and methadone maintenance in jails and prisons.

		• Few jails currently participate in a naloxone program. Only two prisons provide access to MAT through outside agencies. Only one county jail provides induction and maintenance in MAT. 



		• Incentivize initiation of buprenorphine in the ED and during hospital stays.

		• Currently, SOR-funded staff is working to discuss induction programs about implementation with the director of Nevada’s induction program. 



		Improving Naloxone Access and Use



		Some recommendations were at the federal level: therefore, they not included in this report.



		• Work with insurers and other thirdparty payers to ensure coverage of naloxone products.

		• Naloxone is currently available without a prescription and communitybased organizations can distribute naloxone for free. Nevada Medicaid FFS and MCOs cover most FDAapproved medications. 



		• Work with communitybased overdose education and naloxone distribution programs to identify stable funding sources to ensure program sustainability.

		• Currently, all naloxone is purchased through federal grants. Sustainable communitybased organization distribution has been established.





		• Engage with the scientific community to assess the research needs related to naloxone distribution evaluations and identify high priority future directions for naloxonerelated research.

		• Some naloxone distribution programs have been evaluated by researchers at the University of Nevada, School of Community Health Sciences.



		• Engage with the health care professional community to advance consensus guidelines on the coprescription of naloxone.

		• In 2018, the Naloxone for Opioid Safety: A Providers Guide to Prescribing Naloxone was developed and includes discussions on naloxone prescribing that were integrated into trainings on AB 474 in 2017 and 2018.



		• Assess the effects of state laws expanding naloxone access to the public.

		• Data for naloxone distribution has been collected through SOR/STR-funded programs to understand the Good Samaritan law and to whom naloxone is being distributed. 



		Expanding Harm Reduction Strategies



		• Establish and evaluate supervised consumption spaces.

		• A bill was brought forward during the 2021 legislative session regarding safe injection but did not move out of the first house committee. 



		• Work with state and local stakeholders to establish and support needle and SSPs.

		• In 2013, SSPs were enacted, two of which serve Nevada’s urban centers through mobile and storefront exchange, Trac B and Change Point. SNHD supports Trac B on efforts including vending expansion and technical assistance for other jurisdictions to implement public health vending, collaboration on outreach, rural expansion of harm reduction initiatives, linkage to care and peer support services, and alliance work, but does not fund the purchase of syringes. 



		• Evaluate and disseminate the use of test kits for fentanyllaced opioids.

		• Trac B supports fentanyl test strip distribution and identified policy issues that are being addressed, so Nevada can expand future fentanyl test strip work. 



		Combating Stigma



		• Update employer human resources and benefits language to avoid stigmatizing language and include evidence about the effectiveness of treatment for OUDs.

		• In 2018, the Recovery Friendly Workplace Initiative began to promote individual wellness by creating work environments that support mental and physical well-being of employees, prevent substance misuse, and support recovery from addition. 



		• Avoid stigmatizing language and include information about the effectiveness of treatment and the structural barriers that exist to treatment when communicating with the public about OUDs.

		• SOR program supported a campaign to reduce stigma by increasing awareness about addiction being a disease. NVOD2A also partnered with Nevada Broadcasters Association to launch an antistigma campaign. 



		• Educate health care providers about the benefits associated with destigmatizing language.

		• Three guides for health care providers discussing destigmatization language were created, and SNHD provides Harm Reduction 101 and Drug Related Stigma training to public health workforce and other related organizations











		Nevada Resiliency Needs Assessment

		State of Nevada









		Mercer

		156







[bookmark: _Toc115957549][bookmark: _Toc120620446]Stakeholder Priorities for Johns Hopkins Recommendations

In July 2021, Nevada OD2A hosted a meeting discussing the priorities for action. Information was gathered from over 50 stakeholders representing regions, community coalitions, juvenile services, hospitals, law enforcement, service providers, medical examiners, analytics, human services, public health, Office of the Attorney General, tribes, coroner’s office, pharmacies, and others to determine the highest priority areas needing to be addressed within the state based on 9 of the 10 Johns Hopkins Best Practices recommendation areas.[footnoteRef:276]  [276:  List of survey options was limited to State effort areas. The Best Practice area of “Implementing Innovative Engineering Strategies” was not included as a survey choice, due to its focus on efforts at the federal level.] 


Survey results from the 50 participating stakeholders were as follows:

• Priority sections:

─ When asked what the primary priority section of the best practice recommendations Johns Hopkins Opioid Report for the State to focus efforts on should be, the top three results included Treating OUDs (20%), Expanding Harm Reduction (20%), and Engaging Patients and General Public (16%).

─ When asked what the secondary priority section of the Johns Hopkins Opioid Report for the State to focus efforts on should be, the top three results included Treating OUDs (27%), Expanding Harm Reduction (22%), and Combating Stigma (13%).

• Priority Strategies:

─ When asked what primary priority strategy the State should pursue, the top four results included: Expansion of Harm Reduction Strategies — Specifically Syringe, Naloxone, and Fentanyl Test Strip Distribution (32%), Increasing Treatment Capacity, Expansion of Recovery Programs, Address Social Determinants of Health, and Expanded Primary Prevention and Youth Education (13%).

─ When asked what secondary priority strategy the State should pursue, the top four results included: Expansion of Harm Reduction Strategies — Specifically Syringe, Naloxone, and Fentanyl Test Strip Distribution (24%), Increasing Treatment Capacity, Address Social Determinants of Health, and Expanded Primary Prevention (15%).

When results are combined, the top priorities based on the Johns Hopkins Best Practices include Treating OUDs, Expanding Harm Reduction, Engaging Patients and General Public, and Combating Stigma. The top strategies based on the Johns Hopkins Best Practices include Expansion of Harm Reduction Strategies — Specifically Syringe, Naloxone, and Fentanyl Test Strip Distribution, Increasing Treatment Capacity, Expansion of Recovery Programs, Address Social Determinants of Health, and Expanded Primary Prevention and Youth Education. 

The next section of this report includes recommendations that fall within these identified priority sections, include the priority strategies identified by the stakeholders, and are in alignment with Johns Hopkins Best Practices.



[bookmark: _Toc120620447]Additional Data

[bookmark: _Toc107240688][bookmark: _Toc115957551][bookmark: _Toc120620448][bookmark: _Toc97911336][bookmark: _Toc101881182]ACEs Data 

2019 Nevada Middle School YRBS ACEs Special Report[footnoteRef:277]  [277:  Starcevich, K., Zhang, F., Clements-Nolle, K., Zhang, F., & Yang, W. University of Nevada, Reno. 2018 and 2020 Nevada Behavioral Risk Factor Surveillance System (BRFSS): Adverse Childhood Experiences (ACEs) Special Report.] 


A random sample of 5,341 youth from 113 schools completed the survey. 

		

		Response

		Total

		Percentage



		Ever physically forced to have sex    

		Yes

		254

		4.6%



		

		No

		4,965

		95.4%



		Ever been hit, beaten, kicked, or physically hurt in any way by an adult  

		Yes

		738

		13.1%



		

		No

		4,517

		86.9%



		Sometimes, mostly, or always have been sworn at, insulted by, or put down by an adult  

		Yes

		1,749

		34.3%



		

		No

		3,438

		65.7%



		Ever seen adults in their home slap, hit, kick, punch, or beat each other up

		Yes

		886

		16.2%



		

		No

		4,356

		83.8%



		Ever lived with someone who was depressed, mentally ill, or suicidal  

		Yes

		1,269

		22.2%



		

		No

		3,915

		77.8%



		Ever lived with someone who was a problem drinker, alcoholic, or abused street or prescription drugs  

		Yes

		1,298

		23.2%



		

		No

		3,984

		76.8%



		ACE Score

		0

		2,345

		44.4%



		

		1

		1,258

		24.8%



		

		2

		813

		15.9%



		

		3+

		889

		15.0%



		Total  

		5,341

		100%





 




2019 Nevada Middle School YRBS ACEs Special Report 

		

		Response

		Total

		Percentage



		Ever physically forced to have sex    

		Yes

		363

		6.2%



		

		No

		4488

		93.8%



		Ever been hit, beaten, kicked, or physically hurt in any way by an adult  

		Yes

		941

		18.7%



		

		No

		3930

		81.3%



		Sometimes, mostly, or always have been sworn at, insulted by, or put down by an adult  

		Yes

		1677

		34.5%



		

		No

		3243

		65.5%



		Ever seen adults in their home slap, hit, kick, punch, or beat each other up  

		Yes

		892

		18.2%



		

		No

		3988

		81.8%



		Ever lived with someone who was depressed, mentally ill, or suicidal  

		Yes

		1502

		30.5%



		

		No

		3200

		69.5%



		Ever lived with someone who was a problem drinker, alcoholic, or abused street or prescription drugs  

		Yes

		1636

		33.3%



		

		No

		3058

		66.7%



		ACE Score

		0

		1765

		35.9%



		

		1

		1233

		26.1%



		

		2

		858

		17.2%



		

		3+

		1083

		20.8%



		Total  

		4,939

		100%










2018 and 2020 Nevada BRFSS ACEs Special Report 

		ACE Category

		Question

		Response

		Total

		Percentage



		Physical Abuse

		Did a parent or adult in your home beat, kick, or physically hurt you in ever hit, anyway?

		Yes

		1,084

		23.8%



		

		

		No

		3,375

		76.2%



		Emotional Abuse

		Did a parent or adult in your home ever sweat at you, insult you, or put you down?

		Yes

		1,447

		31.2%



		

		

		No

		2,990

		68.8%



		Sexual Abuse

		Did anyone at least 5 years older than you or an adult, ever touch you sexually?

		Yes

		625

		12.6%



		

		

		No

		3804

		87.4%



		

		Did anyone at least 5 years older than you or an adult, try to make you touch him or her sexually?

		Yes

		475

		10.4%



		

		

		No

		3953

		89.6%



		

		Did anyone at least 5 years older than you or an adult, force you to have sex?

		Yes

		254

		5.6%



		

		

		No

		4179

		94.4%



		Household Mental Illness

		Did you live with anyone who was depressed, mentally ill, or suicidal? 

		Yes

		860

		17.9%



		

		

		No

		3593

		82.1%



		Household Substance Use

		Did you live with anyone who was a problem drinker or alcoholic?

		Yes

		1331

		27.3%



		

		

		No

		3157

		72.7%



		

		Did you live with anyone who used illegal street drugs or who abused prescription medications? 

		Yes

		642

		14.4%



		

		

		No

		3842

		85.6%



		Household Domestic Violence

		Did your parents or adults in your home ever slap, hit, kick, punch, or beat each other up?

		Yes

		901

		21.4%



		

		

		No

		3,520

		78.6%



		Incarcerated Household Member

		Did you live with anyone who served time or was sentenced to service time in a prison, jail, or other correctional facility?

		Yes

		415

		10.3%



		

		

		No

		4,080

		89.7%



		Parental Separation or Divorce

		Were your parents separated or divorced?

		Yes

		1,505

		34.8%



		

		

		No

		2,976

		65.2%



		ACE Score

		0

		1,496

		34.0%



		

		1–2 

		1,629

		36.1%



		

		3+

		1,393

		29.9%









[bookmark: _Toc120620449]Approved Uses for Opioid Remediation

The following opioid abatement and remediation lists were taken from the National Opioid Abatement Trust (NOAT) Documents:



• NOAT - Schedule B - Approved Uses

• NOAT II - Schedule B - Approved Uses 

• Distributors - Schedule E - Remediation Uses 

• NOAT - Schedule A - Core Strategies 

• NOAT II - Schedule A - Core Strategies

All settlement and bankruptcy recoveries in the Fund for a Resilient Nevada must be used for one or more of the following approved opioid abatement purposes:



Naloxone (or opioid antagonist) or other FDA-approved drug to reverse opioid overdoses:

Expand training for first responders, schools, community support groups, and families. 

Increase distribution to individuals who are uninsured or whose insurance does not cover the needed service.

Medication-Assisted Treatment (MAT) distribution and other opioid-related treatment:

Increase distribution of MAT to individuals who are uninsured or whose insurance does not cover the needed service.

Provide education to school-based and youth-focused programs that discourage or prevent misuse.

Provide MAT education and awareness training to healthcare providers, EMTs, law enforcement, and other first responders.

Provide treatment and recovery support services, such as residential and inpatient treatment, intensive outpatient treatment, outpatient therapy or counseling, and recovery housing, that allow or integrate medication and with other support services.

Pregnant and postpartum women:

Expand Screening, Brief Intervention, and Referral to Treatment (SBIRT) services to non-Medicaid eligible or uninsured pregnant women.

Expand comprehensive evidence-based treatment and recovery services, including MAT, for women with co-occurring opioid use disorder (OUD) and other substance use disorder (SUD)/mental health disorders for uninsured individuals for up to 12 months postpartum.

Provide comprehensive wraparound services to individuals with OUD, including housing, transportation, job placement/training, and childcare.

Expanding treatment for Neonatal Abstinence Syndrome (NAS):

Expand comprehensive evidence-based and recovery support for NAS babies.

Expand services for better continuum of care with infant-need dyad.

Expand long-term treatment and services for medical monitoring of NAS babies and their families.

Expansion of warm handoff programs and recovery services:

Expand services, such as navigators and on-call teams, to begin MAT in hospital emergency department.

Expand warm handoff services to transition to recovery services.

Broaden scope of recovery services to include co-occurring SUD or mental health conditions.

Provide comprehensive wraparound services to individuals in recovery, including housing, transportation, job placement/training, and childcare.

Hire additional social workers or other behavioral health workers to facilitate expansions above.

Treatment for incarcerated population:

Provide evidence-based treatment and recovery support, including MAT for persons with OUD and co-occurring SUD/mental health disorders within and transitioning out of the criminal justice system.

Increase funding for jails to provide treatment to inmates with OUD.

Prevention programs:

Funding for media campaigns to prevent opioid use (similar to the FDA’s “Real Cost” campaign to prevent youth from misusing tobacco).

Funding for evidence-based prevention programs in schools. 

Funding for medical provider education and outreach regarding best prescribing practices for opioids, consistent with the 2016 CDC guidelines, including providers at hospitals (academic detailing). 

Funding for community drug disposal programs. 

Funding and training for first responders to participate in pre-arrest diversion programs, post-overdose response teams, or similar strategies that connect at-risk individuals to behavioral health services and supports.

Expanding syringe service programs:

Provide comprehensive syringe services programs with more wrap-around services, including linkage to OUD treatment, access to sterile syringes, and linkage to care and treatment of infectious diseases.

Mapping of Opioid Funds in the State

To make better investments in the communities, the Director’s Office is currently completing a project and fund analysis review to identify how key funding streams are invested. Project mapping and planning assists with bringing information together across agencies and departments to not only shed light on the amount of funds invested in key services, but also on how effective and aligned those investments are with priority outcomes. 
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[bookmark: _Toc114050841]THE FUND FOR A RESILIENT NEVADA

Policy & Procedure Manual



Section 1 | Administrative



1.1 [bookmark: _bookmark1][bookmark: _Toc114050843]Introduction



The Nevada Department of Health and Human Services (DHHS) Director’s Office, Fund for a Resilient Nevada Unit (FRNU) is responsible to administer the Fund for a Resilient Nevada (FRN) and to supplement and not supplant existing funding focused on opioid use or opioid use disorder in Nevada. The FRN was created by Senate Bill (SB) 390 in the 2021 legislature and codified in Nevada Revised Statutes (NRS) Chapter 433, “General Provisions, Mental Health,” utilizing the recoveries resulting from litigation concerning the manufacture, distribution, sale, or marketing of opioids. These categories were established in accordance with the declaration of findings issued by the Governor and Attorney General on January 24, 2019. The DHHS must ensure that all mandates are met including planning, reporting, auditing, public participation, and identifying activities that may be supported with FRN funds.



1.2 [bookmark: _bookmark2][bookmark: _Toc114050844]Planning Level Needs Assessments



Pursuant to selected provisions of NRS 433.712 through NRS 433.744, planning efforts are accomplished in partnership with the Advisory Committee for a Resilient Nevada (ACRN) to provide input based on the quantitative and qualitative Needs Assessment targeting priority populations. This resulted in the DHHS completing a Statewide Plan with priority areas identified by priority scores. The FRN funding will be allocated based on the Statewide Plan through budget allocation and/or through a competitive grant application process overseen by the contracted agency or FRNU. Allocations are not guaranteed and must not supplant existing funding sources, including third-party liability or billable services through the Medicaid State Manual (MSM).



Pursuant to NRS 433.734, the FRNU must conduct a statewide Needs Assessment no less than every 4 years. The statewide Needs Assessments established the framework for the Statewide Plan which prioritizes recommendations for implementation of programs, many of which will be funded by the FRN budgets each biennium. The FRNU can provide support to counties, tribal organizations, or geographic areas to support the identification of need for public entities requesting assistance.



As required by NRS 433.738, the Statewide Plan to allocate money from the Fund may include but is not limited to the following projects:



· [bookmark: _Int_mxnZxlwF]Expanding access to evidence-based prevention of substance use disorders, early intervention for persons at risk of a substance use disorder, treatment for substance use disorders, and support for persons in recovery from substance use disorders;

· [bookmark: _Int_jq2Pny5y]Programs to reduce the incidence and severity of neonatal abstinence syndrome (NAS);

· [bookmark: _Int_Ojchifqo]Prevention of adverse childhood experiences (ACEs) and early intervention for children who have undergone adverse childhood experiences and the families of such children;

· [bookmark: _Int_eb7fCTCw]Services to reduce the harm caused by substance use;

· [bookmark: _Int_yery0voz]Prevention and treatment of infectious diseases in persons with substance use disorders;

· Services for children and other persons in a behavioral health crisis and the families of such persons; and

· [bookmark: _Int_H5AbAB8N]Housing for persons who have or are in recovery from substance use disorders;

· [bookmark: _Int_6aylgno5]Campaigns to educate and increase awareness of the public concerning substance use and substance use disorders;

· [bookmark: _Int_TJN9RlU5]Programs for persons involved in the criminal justice or juvenile justice system and the families of such persons, including, without limitation, programs that are administered by courts related;

· The evaluation of existing programs relating to substance use and substance use disorders;

· Development of the workforce of providers of services relating to substance use and substance use disorders;

· The collection and analysis of data relating to substance use and substance use disorders;

· Capital projects relating to substance use and substance use disorders, including, without limitation, construction, purchasing, and remodeling;

· Implementing the hotline for persons who are considering suicide or otherwise in a behavioral health crisis and providing services to persons who access that hotline not already allocated by other funding or supplanting existing funding;

· Grants to regional, county, local, and tribal agencies, and private-sector organizations whose work relates to opioid use disorder and other substance use disorders;



Pursuant to NRS 433.740 funds may be used to coordinate with and provide support to regional, local, and tribal governmental entities in conducting Needs Assessments and developing plans. 



The projects described may include, without limitation, projects to maximize expenditures through federal, local, and private matching contributions. This includes expanding services as matched through Medicaid for impacts of substance use disorder.

	

1.3 [bookmark: _bookmark3][bookmark: _Toc114050845]Compliance with Internal Controls



The DHHS provides grant instructions and requirements, also known as Grant Instruction and Requirements (GIRs), for each grant award, and each recipient is mandated to comply with all state controls referenced therein. Additional internal controls may be established through state statute, the State Administrative Manual, or through a DHHS memorandum. 



The Nevada Grant Policy Manual Final 2018 (nv.gov) sets the standards for an effective internal control system for federal and state funds. Public, private, and nonprofit grantees must adhere to established controls. Foreign-owned organizations are not eligible for funding.



1.4 [bookmark: _bookmark4][bookmark: _Toc114050846]Purpose of Policies and Procedures



The FRN guidance mandates certain aspects of how DHHS operates its defined role as administrators of the FRN, leaving the authority and flexibility with the DHHS Director’s Office - FRNU to determine the administration of respective programs. This manual defines policies and procedures for the implementation of the FRN. Policies and procedures may be amended as necessary to ensure compliance and consistency within the program. The FRNU may designate new policies through a formal memorandum and revision, which will be posted on the website and provided to existing FRN service providers and recipients.



1.5 [bookmark: _bookmark5][bookmark: _Toc114050847]Legislation and Guidance



Pursuant to NRS 433.732, the Fund is created in the State Treasury. Unless otherwise required by the applicable judgment, settlement or bankruptcy, the Attorney General shall, after deducting any fees and costs imposed pursuant to an applicable contingent fee contract as described in NRS 228.111, deposit in the Fund all money received by this State pursuant to any judgment received, settlement, or bankruptcy entered into by the State.



The following legislation, guidance, and legal authority inform the FRN policies and procedures described in this manual:



· Litigation Settlement and Bankruptcy Agreements

· One Nevada Agreement

· NRS 433.712 through 433.744, “Administration of Certain Proceeds from Litigation Concerning Opioids”

· NRS 433.720 defining the Office of Minority Health and Equity

· NRS 228.1111, “Contingent fee contract with a retained attorney or law firm: Prerequisites to entry”

· NRS Chapter 353, “Public Financial Administration”

· NRS 433.716 defines an Agency which provides child welfare services

· DHHS GIRs

· Nevada State Administrative Manual (SAM)

· DHHS Statewide Plan

· Memorandum of Understanding

· Interlocal Agreements

· Work Orders or Sub award Agreements



1.6 [bookmark: _bookmark6][bookmark: _Toc114050848]Fund for a Resilient Nevada Unit Responsibilities



The DHHS summary of priorities and mandated activities as stated in NRS 433.732 through 433.744 includes, but is not limited to:



· Conduct an initial statewide needs assessment and develop an initial statewide plan with implementation priorities;

· Ensure the statewide needs assessment and strategic plan are updated not less than once every four years;

· Develop a proposed budget to carry out the provision of the Statewide Plan;

· Ensure compliance with all tenets of the settlement and bankruptcy agreements and allowable expenditures;

· Support health and social services activities that align with the determinants of litigation and legislatively defined priority areas to address gaps identified in community-level plans and needs assessment limited to priority areas;

· Establish policies and procedures and a plan for the use of the grant money;

· Provide administrative support to the Advisory Committee for a Resilient Nevada;

· Coordinate with and provide support to regional, local and tribal governmental entities with needs assessments and developing plans in compliance with NRS 433 to be eligible to apply for funding;

· Consider any money identified by the Attorney General’s Office as recovered or anticipated to be recovered by county, local, or tribal governmental agencies through judgments received, settlements entered into, or bankruptcy proceedings as a result of litigation concerning the manufacture, distribution, sale, or marketing of opioids;

· Ensure compliance with legislative mandates for public participation in the planning and development of the FRN;

· Ensure activities are evidence-based, data-driven, and provide both quantitative and qualitative data to identify the need, which may include the evidence-based practices as identified by the Substance Abuse Mental Health Administration (SAMHSA) or the Pew Institute;

· Ensure that applications for consideration for funding include a needs assessment which provides an analysis of the impacts of opioid use and opioid use disorder on the area under the jurisdiction of the applicant that uses quantitative and qualitative data to determine the risk factors that contribute to opioid use, the use of substances and the rates of opioid use disorder, other substance use disorders and co-occurring disorders among residents of the area; and

· Focus on health equity and identifying disparities across all racial and ethnic populations, geographic regions, and special populations in the area under the jurisdiction of the applicant in coordination with the Office of Minority Health and Equity (OMHE).



The FRNU is responsible to develop policies and procedures for the administration and distribution of contracts, grants, and other expenditures to state agencies, political subdivisions of this state, private, nonprofit organizations, universities, state colleges, and community colleges as part of the FRN program. This includes the competitive proposal process.

On or before June 30 of each even-numbered year, the FRNU shall ensure the Director receives a report of the priority considerations from the ACRN that includes, without limitation, recommendations from the Needs Assessment and State Plan. With the priorities established, the FRNU will make the allocations from the Fund for Resilient Nevada available through biennium budget allocation/or a competitive grant selection subject to a comprehensive competitive review process. To ensure complete transparency, the FRNU posts all awards on its website at http://dhhs.nv.gov/grants/ and manages the process and all awards. The FRN award notice will be posted online and distributed through the State Grant Office and DHHS stakeholders’ listserv. As part of the grant award, the FRNU will report annual evaluations of programs to which grants have been awarded.



The FRNU is responsible to provide annual reports on or before January 31 concerning the FRN programs to the Governor, the Director of the Legislative Counsel Bureau the Advisory Committee for a Resilient Nevada; the regional behavioral health policy board created by NRS 433.429, the Office of the Attorney General, and other committees or commissions as deemed appropriate by the Director of DHHS.



The reports must include:



· Funding priorities identified in the Statewide Plan;

· All funding awards;

· Annual evaluation of all program activities;

· Administrative operations;

· Committee activities; and

· Any corrective actions or recommendations for the legislature.



1.7 [bookmark: _bookmark7][bookmark: _Toc114050849]The Advisory Committee for a Resilient Nevada



The Advisory Committee for a Resilient Nevada (Committee) as established in NRS 433.726 through 433.730 is responsible to:



· Develop recommendations for funding based on the quantitative and qualitative state needs assessment;

· Consider health equity and identify relevant disparities among racial and ethnic populations, geographic regions, and special populations which includes without limitation: veterans; persons who are pregnant; parents of dependent children; youth; persons who are lesbian, gay, bisexual, transgender and questioning; and persons and families involved in the justice system and child welfare system in Nevada;

· Focus priorities on the need to prevent overdoses, address disparities in access to behavioral health, and prevent substance use among youth;

· Define and use an objective method to identify the potential positive and negative impacts of a priority on the health of the affected communities with an emphasis on disproportionate impacts to any population targeted by the priority;

· Take into account the resources existing in each jurisdiction and needs;

· Hold at least one public meeting to solicit comments from the public concerning the recommendations not less than once every four years or when the needs assessment is being updated and make any revisions to the recommendations determined, as a result of the public comment received, to be necessary; and

· Prioritize recommendations based on a statewide needs assessment to update the Statewide Plan and priorities at least once every four years.



[bookmark: _bookmark8]Section 2 | Fiscal Operations



2.1 [bookmark: _bookmark9][bookmark: _Toc114050851]Program Management



The FRNU is the work unit responsible for awarding and monitoring the use of FRN funds. The FRNU ensures accountability and provides technical assistance for social service and health-related programs. The FRNU must be assured that partners have adequate systems in place to properly administer the grant both financially and programmatically, and to provide oversight of the sub-recipients. Not all applicants will be provided funding for all potential service areas.



All funding must align with the following goals of DHHS:



· Provide cost-effective services that are accessible, available, and responsive to the needs of individuals, families, and their communities.

· Foster a service delivery system responsive to the individual and cultural diversity of the people and communities we serve.

· Provide a comprehensive and integrated system of services to promote self-sufficiency.

· Promote and protect the health, well-being, and safety of Nevada citizens and visitors through programs administered by the Department.





2.2 [bookmark: _bookmark10][bookmark: _Toc114050852]Program Allocations



Program allocations are also determined by NRS Chapter 433. Per NRS 433.740, allocations can be made through the Director’s Office, through the typical allocation process. Should sub awards and work orders need to be distributed, the state may follow a competitive process or sole source justification. Applicants will be required to provide the results of a needs assessment that meets the requirements of NRS433.742 and a plan for the use of the grant that meets the requirements of 433.744.



Based on program allocation, the FRN, in conjunction with the department, will conduct annual evaluations of programs to which grants have been awarded. The recipient of a grant shall annually submit to the FRNU a report concerning the expenditure of the money that was received and the outcomes of the projects on which that money was spent. Monthly, quarterly, or as-needed data collection is required. Requests for reimbursement are due monthly.



A regional, local, or tribal government entity that receives a grant pursuant to paragraph (b) of subsection 2 of NRS 433.738 shall conduct a new needs assessment and update its plan no less than every 4 years as designated in NRS 433.740 through 433.744; or at the direction of the Department. The Department may coordinate with and provide support to regional, local, and tribal governmental entities in conducting needs assessments and developing plans.



The FRNU will utilize the Statewide Plan based on the Needs Assessment and complete implementation plans. This process will include stakeholder participation in the planning process. These efforts play a key role in determining how the Fund for Resilient Nevada is distributed to state agencies and partners.



Recommendations for FRN allocations are made after a careful review of all available funding to ensure no supplanting of funds, including available resources, community needs assessments, and state priorities. Recommendations are identified through the Statewide Plan and biennial state budgeting process and are open to public review and comment.



Program allocations are identified in order of priority, must be based on community needs assessments to address any gaps in services, and must be subject to the target areas below. The policies and procedures will be reviewed on a biennial basis to review legislative changes on targeted populations.



2.3 [bookmark: _bookmark11][bookmark: _Toc114050853]Allowable Costs



Costs must be directly associated with the requirements of NRS 433.712 through 433.744 and may not be outside the scope. The Statewide Plan may allocate money to statewide projects through legislatively approved transfers, contracts, or sub grants. The Statewide Plan may also allocate money to projects through grant awards, which will be allocated through a competitive process or a Master Service Agreement (MSA). Administrative and indirect cost methodology cannot be taken simultaneously. The FRN funds are not restricted by organization type (i.e., nonprofit, public, private organizations). The annual allocation for administrative expenses from the Fund must not exceed eight percent of the money deposited into the Fund, or the maximum allowed within the litigation. Money from the fund must also be spent on a statewide needs assessment and Statewide Plan at least once every 4 years to allocate the money in the Fund in accordance with NRS 433.738.



2.4 [bookmark: _bookmark12][bookmark: _Toc114050854]Prohibited Uses



Although the FRN provides flexibility to meet strategic priorities, the FRN cannot be used for any use that is not specifically identified within NRS 433.712 through 433.744 and cannot be used to supplant third-party liability from private or public partners, including Medicaid or Medicare. This includes not allowing for co-pays for allowable services. This does not include Federal Medicaid Assistance Percentages (FMAP) for expanded or enhanced programming and services.



[bookmark: _bookmark13][bookmark: _Toc114050855]2.5	Recovery of Funds



This section relates to the potential recovery of certain funds distributed pursuant to a grant issued by the FRN. Pursuant to NRS 433.740, if a regional, local, or tribal government entity that receives a grant later recovers money through a judgment, bankruptcy, or settlement resulting from litigation concerning the manufacture, distribution, sale, or marketing of opioids:

      (a) The regional, local or tribal governmental entity must immediately notify the Department; and

      (b) The Department may recover from the governmental entity an amount not to exceed the amount of the grant or the amount of the recovery, whichever is less.

 

As a result of this requirement, a grantee that has received such settlement or bankruptcy recoveries must notify the FRN immediately upon becoming aware of the action. The FRN will evaluate whether the situation requires a recovery of money issued pursuant to a grant from the FRN. Additionally, if through other means, the FRN learns a grantee has recovered money as identified, the FRN may initiate an action to recover such funds.
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[bookmark: _bookmark14]Section 3 | Program Operations



3.1 [bookmark: _bookmark15][bookmark: _Toc114050857]Geographic Service Area(s)



By geographical size, Nevada is the seventh largest state in the nation with a large majority of the state being vast, sparsely populated areas. Nevada’s two largest counties of Washoe and Clark represent 88.9% of the state’s population. The remaining 15 counties are in rural and frontier counties. The DHHS FRNU has identified the entire state as the geographic region eligible for the FRN program activities.



[image: ]



3.2 [bookmark: _bookmark16][bookmark: _Toc114050858]Eligibility Determination



The Department may choose to establish eligibility criteria. If such criteria are established for clients served by a funding opportunity, they will be published in a Notice of Funding Opportunity.



3.4 [bookmark: _bookmark17][bookmark: _Toc114050859]Program Records



The FRNU requires each subgrantee or contracted entity to provide a detailed plan on how the entity will be using the funding. An activity report shall be submitted monthly, quarterly, or as defined in the award. This reporting document serves as the baseline data on the performance and effectiveness of the FRN funding activities. The state reserves the right to modify the reporting based on the scope of work and provision of services or activities. 



The FRNU will work with each fund recipient to ensure the performance deliverables are aligned with program activities and consistent with the documentation required to evaluate the programs.



3.5 [bookmark: _bookmark18][bookmark: _Toc114050860]Governing Board Responsibility, Non-Profit



The governing board of nonprofit agencies identified as subrecipients with the Department is the legal contracting entity and ultimately is responsible for its overall operation. For the nonprofit agency, the governing board is a board of directors whose main function is to establish policies and adopt rules, regulations, and bylaws consistent with the purposes of the agency. It is also responsible for resolving management issues, evaluating the executive director's performance, and functioning in an advisory capacity to the executive director. 



The funding mechanism is signed by the executive director, as directed by the board, or the chairman of the board, thus obligating the board of directors or governing board financially liable for the service program described in the legal agreement. The board’s responsibilities include, but are not limited to the following:



· Ensuring that all requirements of the Department relative to the Department’s grant/contract are met.

· Establishing policies and adopting rules, regulations, and bylaws consistent with the purpose of the agency.

· Establishing accounting systems and fiscal controls consistent with generally accepted accounting principles (GAAP) and good business practices.

· Establishing policies prohibiting nepotism (one relative supervising another) whether between the board and the agency or within the agency itself.

· Using good judgment to avoid even the appearance of a conflict of interest.

· Ensuring active involvement in directing the agency’s operations through the process of regular board meetings held by the agency’s bylaws.

· Accepting liability for and resolving any costs questioned as the result of audits.



A public agency usually does not have a board of directors; however, if there is a designated governing body, that group must assume responsibilities like those of the board in a private agency. The governing board for public agencies is established through NRS and/or the Director of DHHS.



3.6 [bookmark: _bookmark19][bookmark: _Toc114050861]Governing Board Responsibility, for-Profit



The chief executive officer of a for-profit entity is responsible for ensuring compliance with any contract in compliance with the regulations. The CEO must ensure that all requirements of the contract are met; ensuring that all requirements of the Department relative to the Department’s contract are met. This includes but is not limited to ensuring accounting systems and fiscal controls consistent with generally accepted accounting principles (GAAP) and good business practice. By accepting a contract with the Department, the for-profit agency agrees to comply with monitoring and auditing of the program activities and funding.



[bookmark: _bookmark20]Section 4 | Monitoring and Review Activities

4.1 [bookmark: _bookmark21][bookmark: _Toc114050863]Monitoring



The purpose of monitoring programs that receive funding from the FRN is to enhance services and strengthen the overall compliance of provider service networks with the governing regulations and policies. By pursuing this objective, the potential for future deferrals, disallowance, or adverse audit actions can be reduced. Monitoring also provides an effective early warning mechanism that identifies problem areas and motivates DHHS and the provider to take corrective actions that may avoid adverse contractual sanctions.



All for-profit, public, and non-profit grantees are subject to monitoring and review. The recipient's general operating procedures and fiscal and service records are monitored on-site to determine adherence to federal and state internal controls (refer to GIRs) and to assess the provider's oversight of the funded program and to determine the appropriateness of the services provided in comparison to the service categories approved within the FRN Statewide Plan. The emphasis in monitoring is placed on administration, efficiency, program design and implementation, customer eligibility (including reviews of outcomes), and recordkeeping. Each FRN recipient is monitored annually, which may include a desk review (conducted off-site). All funded agencies are required to submit financial reports of expenditures to the FRNU. The report is reviewed by program and fiscal staff and validated by State monitoring staff to include Quality Assurance and Compliance.



4.2 [bookmark: _bookmark22][bookmark: _Toc114050864]Activities for Review



FRNU serves as the administrator of the FRN and focuses on the following goals and initiatives:



· Ensure that services support the mission of DHHS and the FRN objectives.

· Ensure that services reach the targeted population.

· Ensure that services are not duplicative of services already provided by DHHS.

· Ensure that services are integrated with other services offered through DHHS.

· Ensure that efforts are made to fully utilize available resources to meet the needs of the citizens of Nevada.

· Ensure that the expenditures for services are efficient and effective, and follow state and federal laws and regulations.

· Provide ongoing program and financial technical assistance to providers regarding service provision and client participation, reporting requirements, performance outcomes, and documentation requirements.

· Monitor the cost of providing services to determine if they are reasonable for the services delivered.
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Figure 59. Perceived COVID-19 Pandemic Effect on Drug Use:
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