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I.

INTRODUCTION

The Nevada Safe Schools/Healthy Students project (referred to as “SS/HS” throughout) is being implemented to
address five related elements in the three pilot areas of Lyon County, Nye County, and Washoe County.
There are five goals for the SS/HS project:
1.
2.
3.
4.
5.

An increase in the number of children and youth who have access to behavioral health services in the
pilot regions;
A decrease in the number of students who abuse substances;
An increase in supports for early childhood development;
Improvements in school climate; and
A reduction in the number of students who are exposed to violence.

Partners in each county are leading a coordinated effort to plan effective strategies across sectors to create
community change. These plans will be incorporated into a state comprehensive plan, aligning efforts among
counties and to the federal Safe Schools Healthy Students framework. Leadership is being provided in Lyon
County by the Healthy Communities Coalition, in Nye by the NyE Community Coalition and Washoe County by
the Children’s Cabinet. These groups have convened core management teams of engaged stakeholders (CMTs)
and are working with the State of Nevada management team (SMT) to implement the SS/HS planning process.
The State of Nevada contracted with Social Entrepreneurs, Inc. (SEI) to assist in developing the Community
Needs Assessment, Environmental Scan and Gaps Analysis (referred to as NA/ES) process, a critical step in the
SS/HS planning framework. The results of the NA/ES are used to understand the populations’ needs; review the
resources that are required and available to address those needs; and identify the readiness of the community
to address needs, fill service gaps and implement effective, evidence‐based programs. The results of this process
are captured in this document. It is important to note that discovery and data collection is ongoing, and, that the
CMTs and SMT will continue to develop information that informs strategy toward positive outcomes for children
and youth.
This report is organized into seven major sections, followed by a
glossary of acronyms, references and appendices. It begins with a
regional profile of the three pilot areas; followed by a description
of the school and academic environments, and a snapshot of the
SS/HS collaborative relationships in each region. Following these
sections is a situational analysis of each of the five SS/HS
elements. Each of these sections is designed to be independent
of the other sections. Each covers the relevance of the issue to
the element, a discussion of the risk and protective factors, and a
description of the current system including strengths and gaps.
Each section ends with “Moving it Forward” which presents
suggestions for improving results in each area based on available
data and stakeholder input. Finally, the Gaps Analysis section
describes the SS/HS services and gaps, critical issues,
infrastructure needs, systems challenges, and policy barriers
presented throughout the report, along with recommendations.

Strategic Prevention Framework
The Substance Abuse and Mental Health
Services Administration’s (SAMHSA)
Strategic Prevention Framework has been
adopted by all three pilot areas and is
being used to guide the SS/HS project. The
Strategic Prevention Framework (SPF) uses
a five‐step process known to promote
youth development, reduce risk‐taking
behaviors, build assets and resilience, and
prevent problem behaviors across the
lifespan. It promotes resilience and
decreases risk factors in individuals,
families, and communities (1).
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II.

METHODOLOGY

Information for this needs assessment was gathered through numerous sources including review of publically
available, published literature, state and local data repositories, a survey of partners (partnertool.net), key
informant interviews, and focus groups. The work was organized into four phases: 1) Project Organization and
Preparation, 2) Needs Assessment; 3) Environmental Scan, and 4) Services and Infrastructure Gaps Analysis.
Each phase is described below.
Project Organization and Preparation
This phase established the foundation. During this phase, the SEI project team coordinated and worked with the
State Management Team (SMT) and the Core Management Team (CMT) lead staff for Lyon, Nye, and Washoe
Counties. The CMTs were comprised of local education, law enforcement, behavioral health, juvenile justice
agencies, and other essential partners such as child welfare, early childhood providers, faith‐based community
organizations, foundations, community coalitions, and family and youth representatives. SEI conducted an
initial scan and meta‐analysis of existing needs assessment data to determine areas for further study. Focus was
on information that would be most beneficial within and across the three counties and that align with the SS/HS
guidelines. Based on that work, questions and an outreach approach were developed and approved through the
CMT leads. Outreach tools were developed to supplement the tools and processes already in place at the local
level. These tools provided a standardized set of questions and data collection requirements across the three
counties and state so that the process could be replicated in the future. Once the outreach materials were
finalized, a webinar was conducted to train all CMT leads on the tools and timing for data collection. During this
phase the structure for the resource repository, the needs assessment report template, and research brief
templates were drafted for review and approval of the CMT and SMT members. Finally, SEI established
structures for efficient communication and document tracking throughout the project. This included list serves,
bi‐weekly coordination calls with CMT and SMT leads, and weekly project team coordination meetings. These
structures remained in place throughout the project.
Needs Assessment
The needs assessment process included gathering, analyzing, and reporting current data and information about
the characteristics and needs of children, youth, schools, and communities in which SS/HS services will be
implemented. SEI collaborated with the project partners at both the state and community levels to complete
four steps as part of the process, which were to:
1. Compile data on the risk and protective factors related to each of the five SS/HS Elements;
2. Define the target populations and sub‐populations;
3. Select at least one shared indicator for each of the five SS/HS Elements; and
4. Locate data sources for each of the indicators (1).
Tools and processes developed in the first phase were used by the three counties and the State to provide data
and information to SEI, using the guidance and templates provided for each of the five elements. Existing
reports, needs assessments, planning processes and gaps analyses were leveraged to help identify needs
specific to SS/HS. This helped to focus attention on developing a deeper understanding within the five elements
particular to SS/HS. SEI compiled all of the assessment data, drafted relevant sections of this report, and
updated the Needs Assessment and Environmental Scan matrix.
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As part of the Needs Assessment phase, the individuals and groups on each CMT reached out to their
communities and respective coalitions to gather information and input on the needs assessment and
environmental scan process components. Through a series of community outreach activities, the SS/HS
framework was used to gather data and information needed to develop the needs assessment for each of the
five elements. Results provided the situational analysis necessary for developing the state comprehensive plan.
Outreach was conducted in a manner that was culturally, linguistically, and age relevant for the specific target
population(s) and sub‐population(s). The outreach activities engaged partners, youth, parents, and at‐ risk
population in the needs assessment process. The CMTs and SEI conducted focus groups, issued surveys, and
identified individuals to serve as key informants.
As part of the needs assessment phase, a list of resources and programs were entered into the
Resource/Database Repository tool. The repository is an Excel tool used to provide a list of assets as well as help
identify where gaps may exist.
SEI synthesized and presented the first draft results of the needs assessment to the CMT and SMT jointly in July.
During this meeting, the partners reviewed and agreed upon the shared indicators for each element (some of
which are pre‐determined by the Government Performance and Results Act (GPRA)), and determined any
additional indicators for the specific CMTs. Once the indicators were agreed upon, the group identified a data
source for each one, recognizing that some of the infrastructure and processes for capturing data will need to be
developed as part of the evaluation process.
The needs assessment phase provided community stakeholders and partners an effective means for input on
the critical issues, assets and strategies that informed this assessment and that will be used to inform the
statewide comprehensive plan and individual county implementation plans.
Environmental Scan
The environmental scan phase helped to identify the systems, programs, and services that existed prior to the
SS/HS State Program, and focused on describing the available resources at the state, and within the three
communities that address the shared indicators for the specified population. This work included: documenting
existing resources, services and systems; describing current funding streams that support SS/HS priorities,
including in‐kind resources where known; identifying existing policies related to the SS/HS initiative or its shared
indicators; identifying technology resources currently used to address the shared indicators within existing
programs and systems; and, describing system change and integration activities related to the indicators and the
resources or service systems.
Data and information was gathered about the assets, barriers and success factors concerning relevant
laws/policies and practices, existing programs and services, and assets and gaps in the service delivery system.
A series of 36 key informant interviews were conducted to solicit from stakeholders what is present and what is
lacking within the current system. These interviews provided perspectives on the current systems, services,
successes, gaps, and opportunities as they relate to the five SS/HS elements.
An inventory of partnerships and collaborations was conducted using PARTNER Tool. PARTNER (Program to
Analyze, Record, and Track Networks to Enhance Relationships) utilizes Social Network Analysis (SNA), a
quantitative methodology that focuses on relationships between and among organizations, measuring and
mapping relationships and flows between organizations. Results of the PARTNER surveys were analyzed and
provided to each CMT lead, while a cross collaboration comparison of key data points was conducted for the
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SS/HS initiative as a whole. The results provide a baseline from which the CMTs can identify and prioritize
relationships to grow and nurture, and reach out to engage other partners in the SS/HS work for the future.
An analysis of the environmental scan results was conducted to identify existing systems, and to assess the
services and service delivery system, identify existence of evidence‐based/best‐practice strategies currently in
place, and where opportunities to leverage existing resources exist. As with the Needs Assessment step, SEI
compiled all of the environmental scan data, drafted relevant sections of this report, and updated the Needs
Assessment and Environmental Scan matrix.
Services and Infrastructure Gaps Analysis
The final phase in the needs assessment and environmental scanning process was the services and
infrastructure gaps analysis. SEI worked with CMTs to determine where and how services related to the shared
indicators could be created or enhanced. During the gaps analysis, the CMTs identified the types of systems or
infrastructure developments that would be needed to address the shared indicators. They considered questions
about the unmet needs of children and youth; the availability of program supports and services to meet those
needs; the problems not being addressed; are those at greatest risk receiving prevention; where program
coordination is occurring; etc. Additionally, the CMT and SMT considered what is needed at a broader level
(e.g., from state, community agencies, task forces, or interagency work groups) to support comprehensive
planning, implementation, work force development efforts, and systems‐change efforts.
During this phase, the three components of the SS/HS Framework (the SS/HS five elements, Strategic
Approaches, and the Guiding Principles) were addressed through a review of the Federal registries of evidenced‐
based programs; or reported in peer‐reviewed journals; or documented effectiveness supported by other
sources of information and consensus judgment of informed experts. The SMT, Project Coordinator, SMT
members and the CMT leads reviewed programs listed in the report to identify evidence‐based and culturally
specific programs that aligned with local needs. Results from the national cross‐site evaluation for FY 2005‐2012
along with discussions and guidance from the SS/HS Technical Assistance providers offered additional context
during this phase so that the partners could best highlight ways in which service delivery, policies, and funding
structures could be improved.
The work completed during this last phase deepened the understanding of the needs and the resources at both
the state and community level and provided clarity about where the gaps and the most critical unmet needs
exist.
Stakeholder Participation
As the NA/ES was developed, the Project Coordinator, CMTs and SMTs participated in multiple coordination
activities. Beginning in June 2014, The Project Coordinator participated in monthly phone meetings with the
SMT and CMTs. The Project Coordinator also met with each CMT to discuss the project as it related to their local
data and learn more about the environment in which the services will take place. The Project Coordinator, SMT
and CMTs also participated in phone meetings held twice each month. In late July, early data was released in
preparation for logic model preparation and comprehensive planning. The Project Coordinator and members of
the SMT and CMTs participated in this meeting facilitated by SEI. Preliminary data were shared and indicators
selected. Throughout this phase, the Project Coordinator and other leads participated in monthly grant
monitoring calls with Federal Program Officers. The needs assessment was reviewed by SMT and CMTs prior to
submission to SAMSHA.
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Limitations
Please note some of the limitations of this process.









Information reflects data available through July 31st, 2014. It is recognized that CMTs and the SMT have
identified and will continue to identify new data to inform their implementation plans. This document is
intended to identify needs, systems and gaps as of the date above. Additions and refinements will be
captured in matrices (Appendix L) and logic models. Note that the appendices may include programs or
data added since July 31, 2014.
The value of data comparisons across geographies is limited. This report relies heavily on the YRBS
(Youth Risk Behavioral Survey) and other publically available data sets such as the Kindergarten Health
Survey (KHS). These sources have limitations. In the case of the YRBS, Washoe County is the only district
of the three pilot counties with a passive consent model. When comparing Washoe County to Nevada or
other communities, it is important to note that survey responses were not limited by active parental
consent. Information is also aggregated among small counties. This means that data reported for small
counties also represents adjacent communities not yet engaged in SS/HS. In the case of the
Kindergarten Health Survey, responses from families are voluntary and response rates are low in rural
districts. As a result, authors of the KHS have aggregated all rural counties. The process of the needs
assessment has identified many opportunities to enhance data collection within the state. At the time of
this document, it is important to view data with these limitations in mind and to access primary sources
for further information about geography, confidence intervals, etc.
Some important data (including selected GPRA measures) are not currently collected. Further, when
data exists, it may not be able to be disaggregated by race, ethnicity, gender, and sexuality. When the
specific data points were not available, related data was used to understand the issue and quantify, if
possible, the need. Again, the process of the developing this NE/AS has identified opportunities to
improve and enhance data sources within the state, and members of the SMT and CMTs are working to
make structural improvements that will assist with data collection and reporting in the future.
An effort was made to reach a broad cross‐section of experts in each geography and for each element.
However, it should be noted that interviews are meant to be in‐depth rather than comprehensive.
Among all data sources (Census, Nevada Demographer, Youth Risk Behavioral Survey, Kindergarten
Health Survey, Nevada Report Card, etc.) there are differences in how race and ethnicity are categorized
and aggregated. Terms may differ depending on the source use. Throughout this document there are
differences in how race and ethnicity is referred, representing small differences terms and categories.
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III.

REGIONAL PROFILE

Socio‐demographic Characteristics
The State of Nevada’s population has changed dramatically in recent years. Between 1990 and 2000, Nevada
was ranked the fastest growing state in the nation with total population jumping 66 percent during that decade
(2). The State of Nevada continues to grow, though at slower rate than the previous decade. According to
United States Census Bureau (2012d) and Nevada State Demographer's Office (2012c) the rate of population
growth from 2000 to 2012 was 27.3 percent. Between 2012 and 2017 the population is projected to grow by 8.5
percent, and by 2032, Nevada’s population is expected to reach 3.2 million people (3). In 2013, Nevada’s
population was estimated at 2,775,216 (3).
Table 1: Total Population of Nye, Lyon and Washoe County, 2000 to 2032

Projected Projected
2000

2010

2013

2025

2032

Nye County

32,978

43,963

44,340

46,876

48,553

Lyon County

35,685

52,274

52,466

57,603

60,680

341,936

417,336

431,035

502,559

547,775

Washoe County

Source: Nevada State Demographers Office, 2013
Nevada has 17 counties with two metropolitan areas. Clark and Washoe Counties contain most (88%) of the
state’s population. The remaining 12 percent of Nevada’s population resides in the remaining 15 rural counties.
The population per square mile, a measure of density, varies dramatically by county, in that Washoe County has
a population per square mile up to 68.6, while Lyon’s is 26.0 and Nye’s 2.4. It is worth noting that the area of
Nye County is three times larger than Washoe County, and nine times larger than Lyon County. (See Appendix
A for further details about population per square mile in Lyon, Nye, and Washoe Counties).
In 2013, Nevada’s male population (1,402,163, 50.52%) was slightly greater than the female population
(1,373,053; 49.48%). However, Lyon County and Nye County had slightly more females than males (3). The
same pattern is shown for Nevada’s child population. (See Appendix B for further information about Gender
Distribution.) It is important to note that while this data shows gender as binary, there are many Nevadans that
experience gender incongruence. This subgroup is especially relevant for safe and healthy schools, as people
that are transgender are at considerably greater risk for violent crime, including bullying and homicide (4). It is
estimated that in the U.S., approximately 700,000 people identify as transgender (5).
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Profile by Race and Ethnicity
Nevada has a racially and ethnically diverse population, which can be important to consider for
understanding assets, needs, and disparities in schools and in communities.
In 1991, persons of Hispanic Origin constituted 12 percent of the population. In 2007, persons of
Hispanic Origin made up nearly 25 percent of the total population, and in 2013 constituted 26.5 percent
of the Nevada population (3). Growth of the Hispanic population is projected to continue, reaching an
estimated 33.9 percent of the total population by 2032 (3). In 2012, children with a Hispanic Origin of
any race represented 40 percent (266,059) of the total Nevada child and youth population (3). The
majority of Nevada’s population that are Hispanic or Latino are from Mexico (569,798 of 752,051) with
relatively large groups from El Salvador (38,882) and Guatemala (16,757). Many families have recently
immigrated (19.2% foreign born between 2008 and 2012), and, while the largest proportion of Nevada’s
Hispanic/Latinos have legal status, many don’t. Children that are undocumented or from families where
one or more persons are undocumented may have limited access to services including medical
insurance, routine care, and specialty care.
Persons that are Black (not of Hispanic Origin) make up a large proportion of Nevada’s population (9%),
however, it is important to note that this percentage is considerably smaller in Lyon, Nye, and Washoe
Counties (1.3% 2.6% and 2.6% respectively). The proportion of people that are Black is projected to
remain relatively constant as a component of total population.
Asians/Pacific Islanders have increased as a percentage of Nevada’s total population. In 1991, this group
made up just over 3 percent of the population. In 2007, persons who were Asian or Pacific Islander
made up 6.5 percent of the total population, and in 2013 constituted 6.7 percent of Nevada’s population
(3). This trend, observed nationwide, is attributed to recent immigration. This group is also expected to
grow slightly in coming years, reaching 7 percent by 2032 (3). It is important to note that in Nevada
schools the demographic category of Asian is typically separated from Pacific Islander to allow for better
understanding of needs among specific groups.
Other racial and ethnic groups are either steady or declining as a proportion of the population. The
proportion of Native Americans/American Indians makes up 1.6% of Nevada’s population (3) but this
percentage is higher in Lyon, Nye, and Washoe Counties compared to the state. Numerous sovereign
tribes exist within Nevada. State and federally recognized tribes include:












Confederated Tribes of the Goshute Reservation (Nevada and Utah)
Duckwater Shoshone Tribe of the Duckwater Reservation
Ely Shoshone Tribe of Nevada
Fort McDermitt Paiute and Shoshone Tribes of the Fort McDermitt Indian Reservation
(Nevada and Oregon)
Fort Mojave Indian Tribe (Arizona, California and Nevada)
Las Vegas Tribe of Paiute Indians of the Las Vegas Indian Colony
Lovelock Paiute Tribe of the Lovelock Indian Colony
Moapa Band of Paiute Indians of the Moapa River Indian Reservation
Paiute‐Shoshone Tribe of the Fallon Reservation and Colony
Pyramid Lake Paiute Tribe of the Pyramid Lake Reservation
Reno‐Sparks Indian Colony
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Shoshone‐Paiute Tribes of the Duck Valley Reservation
Summit Lake Paiute Tribe of Nevada
Te‐Moak Tribe of Western Shoshone Indians of Nevada (Four constituent bands: Battle
Mountain Band; Elko Band; South Fork Band; Wells Band)
Walker River Paiute Tribe of the Walker River Reservation
Washoe Tribe (Nevada and California) (Carson Colony, Dresslerville Colony, Woodfords
Community, Stewart Community and Washoe Ranches)
Winnemucca Indian Colony of Nevada
Yerington Paiute Tribe of the Yerington Colony & Campbell Ranch
Yomba Shoshone Tribe of the Yomba Reservation

Services such as Head Start, Child Care Development, and Domestic Violence and WIC programs are
administered through Inter‐Tribal Council of Nevada (ITCN). ITCN works among 26 Tribes and
community organizations that serve “Indian People living in the Nevada and the Great Basin Region”
(6). There is also an Indian Education Advisory Committee working with the Nevada Department of
Education to provide communication to and from communities in support of children and youth.
Several other groups bridge individual communities and service types (e.g. Coalitions and Tribal Early
Childhood Advisory Council).
The percentage of persons who are White (not of Hispanic Origin) has dropped steadily in recent years.
This trend is expected to continue through 2026.
A further analysis of the distribution of child population by race and ethnicity within Lyon, Nye and
Washoe County schools is available in the Academic Environment section of this document.
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Profile by Income
The federal poverty level as defined by the U.S. Census Bureau is one indicator used to understand
financial need. In 2012, updated estimates developed by the Census Bureau indicated that 16.2 percent
of Nevadans were below the poverty level during the past 12 months. Furthermore, those estimates
show that 24.8 percent of the population under the age of 18, and 26.6 percent of the population under
the age of 5 live in poverty in Nevada (7). The table below provides a breakdown of the estimated
number of persons below the poverty level by county and age group:
Table 2: Persons Living in Poverty by County and Age Group, 2012

Total
Number in
Poverty

Percent of
Total
Population

Under Age
18 in
Poverty

Percent of
Population
under Age 18
in Poverty

Lyon County

7,737

15.2%

2,601

22%

Nye County

7,048

16.6%

2,333

29%

Washoe County

74,476

17.6%

24,040

24.8%

Total Nevada

441,373

16.2%

152,664

23.4%

County

Source: U.S. Census Bureau, Small Area Income and Poverty Estimates. 2012, Nevada
Poverty status is also related to household composition. In 2012, 32 percent of single‐parent families
with related children under age 18 had incomes below the federal poverty level, compared to 12
percent of married‐couple families with related children under age 18 (8). Children in female headed
households with no husband present are also far more likely to experience poverty.
Significant disparities in poverty are associated with race and ethnicity. In 2012, a total of 36 percent of
the children under age 18 who live in families with incomes below the federal poverty level during the
past 12 months were Black/African American children, followed by 32 percent with a Hispanic Origin.
Finally, children identified as Black/African American were more than twice as likely as children
identified as White alone (not Hispanic), to have experienced poverty in the past 12 months (36% and
16%, respectively) (8).
Total income is an important factor in understanding family circumstances. While poverty status
provides some measure of extreme financial need, families earning incomes far above the poverty
income level can also experience hardships in keeping up with the cost of living and accessing basoc
services. Data related to the income distribution of Nevada’s households in 2012, shows that more than
a third of all households have a total income (combining the incomes of all members of the household)
under $25,000 per year. A living wage for Nevada – that is the hourly rate that an individual must earn
to support their family and working full time – is $24.61 for a single parent with two children. Note that
this is more than three times the minimum wage. Many with full‐time employment, especially those
with children, experience substantial financial duress just to cover necessary living expenses (9). The
table below shows the level of income of Nevadans according to an income range scale:
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Table 3: Nevada Income in the Past 12 Months (In 2012 Inflation-Adjusted Dollars)

Income Range
Total

Households

Families

Married‐couple
Families

Nonfamily
Households

1,006,605

650,833

445,312

355,772

Less than $10,000

6.7%

4.6%

1.6%

12.1%

$10,000 to $14,999

5.1%

3.6%

1.8%

8.4%

$15,000 to $24,999

11.4%

9.5%

6.8%

15.9%

$25,000 to $34,999

11.5%

10.2%

8.6%

14.2%

$35,000 to $49,999

15.5%

15.5%

14.2%

16.1%

$50,000 to $74,999

19.9%

20.6%

21.7%

17.5%

$75,000 to $99,999

12.1%

14.2%

17.2%

7.1%

$100,000 to $149,999

11.2%

13.5%

17.1%

5.9%

$150,000 to $199,999

3.5%

4.4%

5.8%

1.7%

$200,000 or more

3.1%

3.9%

5.2%

1.2%

Median income (dollars)

$49,760

$56,954

$68,830

$34,519

Mean income (dollars)

$66,044

$74,437

$86,778

$46,905

Source U.S. Census Bureau, American Fact Finder
Nevada’s current unemployment rate stands at 7.7 percent as of June 2014 (10), the second highest in
the nation. Unemployment in many of Nevada’s rural counties exceeds the overall state rate. Rates vary
from a low of 3.2 percent (Esmeralda County) to a high of 10.6 percent (Mineral County). As of June
2014, Lyon, Nye, and Washoe counties unemployment rates were as follows (10):
Table 4: Unemployment Rates (June 2014)

Lyon County

10.3%

Nye County

9.0%

Washoe County

7.2%

As is the case with unemployment, Nevada also leads the nation in rates of foreclosures. The Nevada
foreclosure rate of 0.12 percent as of June 2014 is higher than the national average of 0.08 percent (11).
Some of the highest number of foreclosures have occurred in Nye County (1 in every 439 housing units),
Lyon County (1 in every 544 housing units), and Washoe (1 in every 1419 housing units) (11). Between
2007 and 2009 131,000 children were affected by foreclosure in Nevada (8).
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Health Risks
Lifestyle behaviors and health risks such as excessive alcohol consumption, alcohol and drug
dependence, cigarette use, and physical activity, are closely tied to individual and community health
and well‐being. The 2010 Nevada’s Health Ranking table shows that Nevada is ranked among the
bottom ten states in the many important public health indicators including: Binge Drinking, Dental Visit
– Annual, Geographic Disparity, Heart Attack, High School Graduation, Immunization Coverage, Lack of
Health Insurance, Poor Mental Health Days, Preterm Birth, Primary Care Physicians, Public Health
Funding, Teen Birth Rate, Underemployment Rate and Violent Crime (12). In 2010, Nevada was ranked
47th in the overall health category among all other states in the United States and was 0.525 units
below national average (13). The overall health indicator considers measures of mortality, disease
prevalence, behavioral risks, public health policies, clinical care, and economic and environmental
conditions (12). (For further details about Nevada Health Ranking please see Appendix E) (13).
Substance abuse rates are an important factor in understanding the environment and experiences of
children and youth. According to self‐reported data of substance abuse provided in 2010 by people
aged 12 to 20, one in four youth in Nevada (24.3%) used alcohol in the past month and 17.4 percent
reported alcohol binge use during the same period. Even higher percentages were recorded in Washoe
County, with up to 29.4 percent for alcohol use and 21.2 percent for alcohol binge use, and in the Rural
and Frontier Counties up to 26.3 percent and 17.6 percent respectively. Appendix G contains the 2010
self‐reported data of substance abuse among Nevada population age 12 and over by region, as reported
in the Nevada Rural and Frontier Data Book – 2013 Edition.
The Nevada Youth Risk Behavior Survey (YRBS) is also an important tool to further understand these
and other risk factors that may affect safety and health. Key indicators such as frequency of substance
use, age, and accessibility to substance; as well as frequency of depression and suicidal thoughts are all
discussed further in Element 4: Preventing and Reducing Alcohol, Tobacco, and Other Drug Use and
Element 2: Promoting Mental, Emotional and Behavioral Health. In addition, a thorough table of
comparison is available in Appendix I for all YRBS indicators.
In Nevada, $39 dollars per person are spent on public or population health, an amount that is
significantly low if when compared to the amount of $235, $189 or $177 that is spent in Hawaii, Alaska
and Vermont, respectively. The low level of spending on health programs shows Nevada’s limitation to
proactively implement preventative and education programs targeted at improving the health of at‐risk
populations (12).

Crime and Safety
Data suggests that many children and youth in Nevada’s schools are victims of youth violence and
bullying, both at school, and in relationships connected at school. The Youth Risk Behavioral Survey
(YRBS) provides information from youth on this issue. While at school, students may have weapons, get
in a physical fight, and may be injured. Statewide, nearly one in five high school students experienced
bullying, and more than one in 10 students (11%) reported not attending school because they felt
unsafe. More than one in 10 students also reported being physically forced to have intercourse. These
indicators are discussed further in Element 5: Preventing Youth Violence and Bullying, along with a table
of comparison for Washoe, Lyon and Nye Counties.
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Violent crime has a directly proportional relationship with the degree of health of the population. There
are roughly 702 offenses per 100,000 people in Nevada, which is considerably higher than many the
other states (Maine, 120; Vermont, 131; New Hampshire, 160).

Key Health Indicators for Children and Youth
The Children’s Advocacy Alliance published report cards utilizing state rankings, and assigned grades of
F (failing) for Nevada areas of health insurance, prenatal care, and other components that are
important to overall health and well‐being (16). These findings are a call to action – and demonstrate
the urgency of investment in prevention and public health.
The table below shows a comparison between the results of the profiles from the 2011‐2012 National
Survey of Children’s Health to Nevada and Nationwide.
Table 5: Comparison of Key Indicators of Nevada to Nation in National Survey of Children’s Health, 2011-2012

Indicator

Explanation

Nevada

Nation

HEALTH STATUS
Child Health Status

Percentage of children in excellent or very good
health

79.0%

84.2%

Oral Health Status

Percentage of children with excellent or very good
oral health

61.4%

71.3%

Risk of Developmental
or Behavioral Problems

Percentage of children age 4 months to 5 years
determined to be at moderate or high risk based on
parents' specific concerns

26.6%

26.2%

Missed School Days

Percentage of children age 6‐17 who missed 11 or
more days of school in the past year

5.8%

6.2%

HEALTH CARE
Current Health
Insurance

Percentage of children currently insured

86.7%

94.5%

Insurance Coverage
Consistency

Percentage of children lacking consistent insurance
coverage in the past year

21.8%

11.3%

Preventive Health Care

Percentage of children with a preventive medical
visit in the past year

74.8%

84.4%

Preventive Dental Care

Percentage of children with a preventive dental visit
in the past year

67.4%

77.2%

Developmental
Screening

Percentage of children age 10 months to 5 years who
received a standardized screening for developmental
or behavioral problems

21.9%

30.8%
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Indicator

Explanation

Nevada

Nation

Mental Health Care

Percentage of children age 2‐17 with problems
requiring counseling who received mental health
care

49.3%

61.0%

Medical Home

Percentage of children who receive care within a
medical home

44.6%

54.4%

School Engagement

Percentage of children age 6‐17 who are consistently
engaged in school

81.3%

80.4%

Repeating a Grade

Percentage of children age 6‐17 who have repeated
at least one grade

8.2%

9.1%

Activities Outside of
School

Percentage of children age 6‐17 who participate in
activities outside of school

77.5%

80.8%

Reading to Young
Children

Percentage of children age 0‐5 whose families read to
them everyday

40.2%

47.9%

Singing and Telling
Stories to Young
Children

Percentage of children age 0‐5 whose families sing or
tell stories to them everyday

49.3%

56.8%

Adverse Childhood
Experiences

Percentage of children who have had two or more
adverse childhood experiences

25.8%

22.6%

SCHOOL AND ACTIVITIES

CHILD’S FAMILY

CHILD AND FAMILY’S NEIGHBORHOOD
Neighborhood
Amenities

Percentage of children who live in neighborhoods
with a park, sidewalks, a library, and a community
center

63.0%

54.1%

Neighborhood
Conditions

Percentage of children who live in neighborhoods
with poorly kept or rundown housing

16.4%

16.2%

Supportive
Neighborhoods

Percentage of children living in neighborhoods that
are supportive

74.8%

82.1%

Safety of Child in
Neighborhood

Percentage of children living in neighborhoods that
are usually or always safe

82.9%

86.6%

Source: National Survey of Children’s Health, 2011‐2012 (14)
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Early childhood health and wellness plays an important role in a child’s ability to learn and develop.
According to the 2013‐2014 Nevada Kindergarten Health Survey, children are engaging in fewer
unhealthy behaviors such as watching television and drinking diet or non‐diet sodas. However, more
children, as compared to last year, are engaging in more computer/video game play. In addition, the
percentage of children receiving a routine check‐up decreased, although a higher percentage of
children were reported to have a primary care provider. In regards to access to healthcare, an
increased number of respondents identified the lack of quality medical providers and the lack of
transportation as primary barriers, as well as a significant amount of difficulty in accessing mental
health resources for their child. Statewide, roughly one in seven (14.5%) families noted that their child
had not had a routine checkup within the past year, and about one in four (24%) had received a
developmental screening in the past 12 months of the survey (15).
Table 6: Kindergartners Health & Wellness Indicators and Status, 2013-14

Nevada
Total

Indicator
Children in preschool in year before kindergarten

61.5%

Kindergartner has seen a medical provider for a routine check‐up in the past 12
months

85.5%

Percentage attempting to access mental health services for their child

4.4%

Percentage of those attempting to access mental health services for their child
and having trouble

35.5%

Watching three or more hours of television on an average school day

19.4%

Source: Nevada Kindergarten Health Survey, NICRIP 2013‐14

In Nevada’s 2010 Health Ranking, the state was ranked 50th in High School Graduation. However,
according to the 2011‐2012 National Survey of Children’s Health there are signs of improvements, such
as within the School and Activities category. Such areas as school engagement in children age 6 to 17,
children repeating a grade, and days missed at school, are all areas where Nevada is in a better position
than the national average. It is important to note that some of the data indicators have more recent
data available through other sources. Appendix E contains additional health indicators from this source.

Other Special Circumstances
Of approximately 400,000 students ages 6‐21 in Nevada, 10.4 percent (41,519) have a disability and are
served by Individuals with Disabilities Education Act (IDEA) (77). In addition, about 36 percent of youth
are from immigrant families; 4,806 are in foster care; and 44,976 are being raised by grandparents (78).
Furthermore, the 2011 National Survey of Children's Health shows that in Nevada, 13.3 percent of
children ages 0‐5, 28.0 percent of children ages 6‐11, and 35.8 percent of children ages 12 to 17 had
experienced two or more adverse experiences in their lifetime (14). Children with one or more special
circumstance may be more at risk for poorer educational outcomes; services and supports must be
available and also effective to meet specific assets and needs of individuals or sub‐populations.
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IV.

ACADEMIC ENVIRONMENT

District Profile
Each of the school districts involved in the SS/HS project represent the diverse culture and geography of
Nevada, with Lyon, Nye, and Washoe Counties each representing rural, frontier, and urban regions
respectively. Lyon County School District is located in a rural area and serves approximately 8,000 students
through 17 schools, including eight elementary, four intermediate, and four high schools, as well as one K‐12
school. Nye County School District is especially unique in that it spans over 18,000 miles and serves nearly
6,000 students through 17 different schools, including students living in Esmeralda County from 6th to 12th
grades. Washoe County School District includes 91 different schools of which there are 64 elementary, 14
middle, and 13 high schools. Collectively, these schools serve over 63,000 students.
Ethnic diversity within the three school districts has expanded in recent years. The Nevada Report Card
shows a significant change in the population of children with a White Origin recording 50.8 percent in the
2003‐2004 School Year and 36.8 percent in the 2012‐2013 School Year, while enrollment of children with a
Hispanic Origin increased from 30.16 percent in the 2003‐2004 School Year to 40.0 percent in the 2012‐2013
School Year (17).
The table below shows the distribution of child population by race and ethnicity in Lyon County, Nye County,
Washoe County and at the State level in the 2012‐2013 School Year (8). For further details about distribution
of population by ethnicity refer to Appendix C.
Table 7: 2012-13 Demographic Profile of School Enrollment

Lyon County

Nye
County

Washoe
County

Nevada
Total

#

5,226

3,555

29,464

163,722

%

64.9%

66.31%

47.2%

36.76%

#

64

205

1,536

43,336

%

0.8%

3.82%

2.46%

9.73%

American Indian and Alaskan
Native*
#

284

105

1,042

4,944

%

3.5%

1.96%

1.67%

1.11%

#

83

69

2,815

25,253

%

1.0%

1.29%

4.51%

5.67%

37

78

574

5,745

0.5%

1.45%

0.92%

1.29%

Race
White*

Black*

Asian*

Native Hawaiian and other
Pacific Islander*
#
%

Social Entrepreneurs Inc.
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Lyon County

Nye
County

Washoe
County

Nevada
Total

#

412

66

3,190

24,273

%

5.1%

1.23%

5.11%

5.45%

Hispanic Origin of Any Race #

1,953

1,283

23,796

178,063

%

24.2%

23.93%

38.12%

39.98%

Totals

8,059

5,361

62,424

445,381

Race
Two or more race group*

Source: 2012‐2013 Nevada Report Card
One factor that is evident in all three districts is the level of investment that administrators, teachers and
staff have made on behalf of students. Although faced with many challenges and barriers, school staff are
dedicated to find solutions and build relationships to ensure that students’ needs are met, and students
receive support, guidance and education. Improving school climate is an important part of these efforts. As
a result, many new strategies and programs have been implemented to improve outcomes for students.
Following, is a description of each districts’ climate in regards to demographics, assets, challenges and
current successes toward developing safe schools and healthy students. Specific subpopulation data can be
found in Appendix K of the report.

Lyon County School District
Lyon County is unique in that it experienced rapid and unexpected growth, followed by an immediate halt in
development. In 2008, Lyon County was considered to be one of the fastest growing counties in the nation
with a population of 54,963. The population in 2000 was 34,501. With such growth, LCSD was required to
respond to the increased numbers of students being served and add two additional elementary schools, and
an intermediate school within a five year period. However, the housing market collapse in Northern Nevada
also had the most impact in Lyon County, and as a result, the County faced an unemployment rate of 19.7
percent in January 2010, and became the third most stressed county in the nation. Today, Lyon County still
carries an unemployment rate of 10.3 percent compared to the state rate of 7.7 percent, the second highest
in the state, following Mineral County at 10.6 percent (10).

Assets
Results of the annual student climate survey conducted by Lyon County School District revealed that 76
percent of middle and high school students felt that their principal and teachers wanted them to learn; 63.2
percent stated that all students are treated with respect; 74.4 percent of students believed that a variety of
resources were available through the school to help them succeed; and 70.8 percent responded that the
school offers opportunities for their families to become involved in school activities and student learning.
In addition, the YRBS found that Lyon County students also reported having parents that asked where they
were going or who they would be with at a higher percentage than what was reported as a statewide
average. This trend was also found in the percentage of students who have one or more adults, besides their
parents that they felt comfortable talking to about important life questions, with the Lyon County region
reporting 87.8 percent, the highest of the three regions.
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Challenges
Lyon County School District has experienced a reduction in enrollment in recent years, and also a substantial
increase in complexity of needs affecting their students. As a state, Nevada is only meeting 33 percent of the
need for early childhood education. Lyon County is further behind the state, meeting only 13 percent of that
need (18). Preschool or nursery school (or other programs where educational experiences are the focus) is
understood as an important bridge for school readiness. In Nevada, the majority of children ages 3 and 4 do
not attend preschool. In addition, the health care needs of children are vital to their social and emotional
development, however, in Lyon County, 100 percent of the population live in health professional shortage
areas for primary care, dental health, and mental health (19).
Mental health gaps are especially apparent in this region. The ratio of providers to individuals is 1 to 10,422
(20). Key informant interviews also revealed a number of areas where there are gaps, such as transportation
barriers and long waiting lists. Based on data from the Nevada Youth Risk Behavior Survey (YRBS)
administered in 2013 to Lyon County students, 14.7 percent of students stated they had attempted suicide,
as compared to 11.8 percent statewide (21).
Regarding alcohol consumption, 38.7 percent of Lyon/Mineral/Storey County students reported having at
least one drink of alcohol on at least one day during the previous month and 26.2 percent had five or more
drinks of alcohol in a row within a couple of hours on at least one day during the same period (binge
drinking). This compares to state rates of 33.3 percent and 17.5 percent, respectively (21). The
Lyon/Mineral/Storey region also showed higher percentages for high school students who took steroids
(6.1%), synthetic marijuana (25.7%), and use of tobacco (23.4%).
According to the Nevada YRBS in 2013, the Lyon/Mineral/Storey region has a considerably higher percentage
of students who report carrying a weapon (24.8%) as well as carrying a gun (12.5%) than the state.
Furthermore, 7.2 percent of the Lyon/Mineral/Storey region’s students reported carrying a weapon on
school property. In addition, 31.3 percent of students reported being in a physical fight, with 5.4 percent of
them resulting in an injury that had to be treated, and 11.2 percent specifying that the physical fight was on
school property. In relation to high school students who were bullied in Nevada, 19.6 percent reported being
bullied on school property 12 months prior to the survey, whereas, 24.2 percent of students in the
Lyon/Mineral/Storey region reported being bullied (21).
Lyon County School District’s accountability report for the 2011‐2012 school year noted 113 incidents of
violence, 21 incidents using weapons, and 38 substance use incidents. Also noted was that there were 16
habitual offenders, and 68 habitual truants within the district. Habitual offenders and truants are at an
increased risk of incarceration.

Current Successes
Lyon County School District has responded proactively to the challenges it faces related to providing safe
schools and improving student health. In 2013, LCSD was the first district in 25 years to receive the Agency of
the Year award by regional service providers. This award represented the many efforts by LCSD to become a
strong community partner and work together to improve outcomes for local youth. Through new
partnerships, 15 MOUs were created with various community organizations in order to improve access to
much needed services such as food, transportation, family support, and technology. The school offered
transportation to help families access local food markets when the only grocery store in a community closed;
they transported food home with children on school buses; and responded to high occurrences of suicide
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within the community by providing support, contact information for service providers, and educating school
personnel and students in suicide prevention.
Through a partnership with Community Chest, Early Intervention Services, and the Mason Valley Boys and
Girls Club, LCSD is working to improve access to pre‐school opportunities and developmental screenings for
early intervention services. The district has implemented such efforts as Teen Screen in all middle and high
schools, and a telemedicine site has been established in a local middle school to connect families with
outside service providers to better access needed substance abuse and mental health providers. LCSD also
partnered with Healthy Communities Coalition to host the annual Medical Outreach Response Event (MORE)
at a local high school to provide access to free medical services to uninsured and under‐insured residents.
Through Parent University, LCSD works to engage families, and partners with local service providers such as
the Family Resource Center to offer family carnivals and other events to promote healthy family
relationships.
Project Success is another example of a program offered through a local non‐profit, Central Lyon Youth
Connections, which is based in the school and provides various supports, counseling, and strategies to help
students graduate and succeed through school. Additional programs such as the Be Kind program, Watch
Dogs, and Bully’s to Buddies are all anti‐bullying initiatives within the schools.
In addition, the Lyon County School District recently announced that they are expanding Pre‐K availability
into every elementary school within the district. This will allow the school to serve 40 students at each site,
beginning in the 2014‐15 school year.

Nye County School District
As a frontier county, Nye is distinctive from most other school districts, and creative methods must be used
in order to meet the unique needs and diversity of this area. It is the largest county in the state, and the
third largest county in the contiguous United States. However, the population of Nye County is only 43,946,
with over 75 percent of the population residing in the southernmost point of the county, in Pahrump. The
remainder of the school district is dispersed across the county in sparsely populated areas providing
Kindergarten through 12th grade education in single locations. Although Pahrump is the largest populated
area, it is still a “new” town, only having established its first paved road, and telephone and electric service in
the 1960s. Since the 1980s, the community has grown exponentially, from a population of approximately
2,000 to the current population of around 36,000, yet infrastructure still lags behind the current demand for
services, and continues to present barriers. The remaining towns included in the Nye County School District
have much smaller populations and present unique frontier challenges. Beatty, with a population of only
1,154 is a mining town that is located 75 miles from Pahrump and continues to decrease in population;
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Amargosa has a similar population of 1,176 and is a dairy farming community with a large Hispanic migrant
population; and Tonopah, the county seat, with a population of 2,478. This community is located
approximately halfway between Las Vegas and Reno, and is currently experiencing population growth as a
result of mining and solar job opportunities. However, this isolated growth is primarily in the form of young
males, seeking temporary housing, and not in the form of families, infrastructure or an investment in the
local economy.

Assets
The NyE Communities Coalition (NyECC) Safe Schools/Healthy Students committee is comprised of
a collaborative partnership among individuals representing local education, law enforcement,
behavioral/mental health and juvenile justice agencies. Additional representation includes faith‐
based, governmental, health and wellness, judicial, governmental and family membership. The
objectives of the committee are to increase the number of children and youth who have access to
behavioral health services, to decrease the number of students who abuse substances, to increase
supports for early childhood development, to improve the school climate and to reduce the
number of students who are exposed to violence. In addition to the above referenced entities
within the committee, numerous other stakeholders have participated within the Safe
Schools/Healthy Students planning project including additional representatives of schools, mental
health agencies, the juvenile justice system, law enforcement, governmental agencies, parents,
youth, faith‐based programs and community organizations.
Reducing meth use has been a shared focus of the NyECC partners, which includes the school
district. YRBS data shows that the use of methamphetamines has dropped significantly in recent
years from a high of 17.7 percent in 2003 to 5.1 percent in 2013 (21). Additionally, school climate
surveys conducted by Nye County School District show that 81 percent of students feel close to
someone at school; 84 percent were happy to be at school; and 74 percent felt that teachers treat
students fairly.
According to interviews, there are many programs in place to support children and youth, and
collaboration among providers helps to strengthen efforts. For example, community organizations
and faith‐based providers have worked to set up positive activities like teen nights for youth.
Training opportunities for providers offer cross‐system learning. There is a CASA program (court
appointed special advocates), utilizing volunteers to provide a voice for children involved with
family court. Cooperation is strong; for example, programming for after‐school care was difficult
due to population size and distance to school; however, community organizations and the school
district have recently worked together to provide programming with bus transportation and
eliminate this barrier.

Challenges
Youth in Nye County face barriers due to isolation, lack of infrastructure, and a lack of resources.
Limited extra‐curricular activities are further compounded by lack of transportation and financial
resources to access such activities. Another contributing factor is the high rates of grandparents
raising grandchildren due to parental substance abuse. Nye County School District reports that 60
to 70 percent of youth involved in alcohol, tobacco or other drug violations do not live with either
of their birth parents. This lack of parental structure and the generational gaps that are presented,
create additional challenges for youth to succeed. The ease of access to prescription medication
Social Entrepreneurs Inc.
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(high number of older adults in the community) has increased the number of youth using such
drugs.
Based on the Nevada Youth Risk Behavior Survey (YRBS), 23.9 percent of Nye County students use
prescription medication without a prescription. There is also a considerably higher number of
students who use tobacco (23.6%) than compared to the state rate of 14.3 percent (21).
NCSD school climate surveys helped to shed light on access to substances, with 77, 72, and 74
percent of students reporting easy access to cigarettes, alcohol, and marijuana, respectively.
Another significant issue across Nye County is the very limited access to professional behavioral
health assistance. There are waiting lists at the few providers available and they are located in
Pahrump. Outlying communities get occasional visits from a provider. Nye County ranks 15th of 17
counties when it comes to health ranking; with above the state rate of smoking and excessive
drinking (22). In addition, Nye County School District only provides for two psychologist positions,
with one position tasked with serving over 5,500 students across 17,000 miles. There are also no
social workers on staff, only one nurse to serve all students. Further, due to budget reductions, all
elementary school counselor positions were eliminated.
In relation to early childhood education, Nye County is comparable to Lyon County in that only 13
percent of students needing early childhood education are actually receiving such services.
Additionally, Nye County is considered to be a health service professional shortage area, where
insufficient services exist for primary care, dental health, and mental health services (19).
Results from the Nevada Youth Risk Behavior Survey (YRBS) combines data for Nye and Lincoln
Counties. The YRBS reported that the Nye/Lincoln region’s students were slightly higher than
Nevada’s in the following situations: students who were in a physical fight (25.7%), and students
who were in a physical fight on school property (11.2%). Regarding students who were injured in a
physical fight the Nye/Lincoln region reported a slightly lower percentage (2.5%) than Nevada’s.
In relation to high school students who were bullied in Nevada, 19.6 percent reported being bullied
on school property within the previous 12 months. The percentages for Nye/Lincoln region are
slightly higher than Nevada’s in regard to students who were bullied during the previous month,
showing 24.9 percent (21). School climate surveys revealed that 29 percent of students have been
pushed, shoved, slapped, hit or kicked at school during the past 12 months, and that 17 percent of
students are afraid of being beaten up at school.
The Nye County School District Accountability Report for the 2012‐13 year noted 148 incidents of
violence to other students, 10 incidents of violence to school staff, and 135 incidents of bullying,
harassment or intimidation.

Current Successes
Although Nye County is faced with clear challenges, the efforts of school staff and community
partners are evident through the strategies they have already implemented. The 21st Century
Community Learning Center grant has allowed for after school programming for students, and the
Parent Involvement Project has improved parent engagement. NCSD provides for a Pre‐K program
for low‐income families in Pahrump, and works with NyE Communities Coalition (NyECC) to
coordinate a Kindergarten RoundUp.
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NCSD and NyECC have partnered on several successful prevention projects such as Teen Screen
(where 80 percent of students participated), Every 15 Minutes, and “Most of Us” Campaign to
address methamphetamine and prescription drug use. A model prevention program for parents
and participants of Pre‐Kindergarten students, focused on long‐term future prevention of alcohol,
tobacco, and other drug use has also been developed.
Another example of the community collaboration that takes place in Nye County is seen in the
recent efforts to respond to sexual harassment in the schools. NCSD, law enforcement, NyECC,
parents, juvenile probation, and the justice courts all joined to develop an interactive skit which is
now integrated into the anti‐bullying curriculum within the district.

Washoe County School District
Creating safe schools and healthy students can be a challenge for a district large and diverse as the
Washoe County School District (WCSD). Yet, WCSD is already moving forward to address many of
its challenges.

Assets
Based on the 2013 Student Climate/Safety Survey conducted by Washoe County School District, 83
percent of students agree that adults respect students at their school, 54 percent of students agree
that their peers are respectful of each other, and 78 percent of students agree that adults at their
school care how they are doing. In addition, 90 percent of students responded that their parents
are involved in the learning process. Eighty‐seven percent of students believe their school is safe,
and 72 percent of students disapprove of their peers' use of alcohol/tobacco/drug products (23).

Challenges
Early childhood education programs in Washoe County only
fulfill about 31 percent of the need for children who live in
households with all parents working (18). That translates to
over 22,000 children ages birth through 5 that need care.
Children’s basic access to health care is critical, as social and
emotional development in children is linked with other
aspects of development and health. In Washoe, although
more primary and dental health providers are available than
in Lyon or Nye Counties, 100 percent of Washoe County
residents live in a mental health professional shortage area
(19).
According to the Nevada Youth Risk Behavior Survey (YRBS)
administered in 2013 to Washoe County students, 20.9
percent of high school students seriously considered suicide;
18.8 percent of high school students actually developed a
plan to commit suicide and 13.6 percent of students
attempted suicide. These rates are all currently higher than
the statewide averages (21).
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Washoe County Juvenile Services reports that approximately 70 youth in any given year are placed
in a residential treatment center due to mental and behavioral health issues. The majority of these
youth were in a mental health crisis at the time of detention. These youth are typically sent out of
state to a Residential Treatment Center due to a lack of community based placement options with
trained staff that can address their needs (24).
In Nevada, 21.4 percent of high school students reported riding in a vehicle driven by someone who
had been drinking alcohol, and 7.0 percent reported driving a vehicle when they had been drinking.
These indicators are slightly higher for Washoe County’s students who reported riding in a vehicle
by someone who had been drinking (24.6%) and driving a vehicle when they had been drinking
(11.7%) (21).
Regarding alcohol consumption, one in every three (33.3%) high school students in Nevada
reported having at least one drink of alcohol on at least one day during the previous month and
17.5 percent of them had five or more drinks of alcohol in a row within a couple of hours on at least
one day during the same period (binge drinking). The indicators for Washoe County are slightly
higher than Nevada’s, showing 36.5 percent for students who currently drink alcohol, and 23.3
percent for students who had five or more drinks in a row within a couple of hours (21).
Washoe County’s percentages regarding the use of illegal drugs were slightly higher than Nevada’s,
with 49.2 percent of students reporting they had ever used marijuana, 13.7 percent reporting they
had tried it before age 13, and 28.2 percent reporting they currently use it. Use of ecstasy in
Washoe County reached 16.2 percent, and 5.6 percent in the use of “bath salts” with WCSD
students (21).
According to the Nevada YRBS in 2013, the following data was collected regarding school safety,
showing 21.6 percent of Washoe County students being bullied on school property within the past
12 months prior to the survey, and 14.8 percent of high school students reporting they did not go
to school because they felt unsafe at school or on their way to or from school. This is higher than
the state average of 11 percent. Furthermore, 7.0 percent of Washoe County students reported
carrying a weapon on school property (21). In
2013, 67 elementary students, 283 middle
school students, and 704 high school students
were cited or arrested by school police.
Indicators for Washoe’s students were slightly
higher than Nevada’s in the following situations:
students who were in a physical fight (28.8
percent), and students who were in a physical
fight on school property (9.8 percent).
Regarding students who were injured in a
physical fight, Washoe County reported a
slightly higher percentage, at 5 percent, than
the state rate of 3.5 percent (21).
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Current Successes
Washoe County School District is already making efforts to respond to the challenges that it
currently faces. In regards to early childhood learning and development, WCSD has collaborated
with several community partners such as Children’s Cabinet, the Reno Association for the Education
of Young Children (RAEYC) and the Nevada Chapter of the National Association for the Education of
Young Children (NAEYC), to develop strategies to meet the local needs. WCSD maintains the
Nevada Registry, which approves all childcare licensing requirement trainings for the state, and has
done so since 2002. Programs such as Virtual Pre‐K and Classroom on Wheels are also offered in
order to improve access to early childhood development, in addition to the Pre‐K program offered
through 10 local schools to serve low‐income families.
WCSD has also partnered with Washoe County Juvenile Services, Washoe County Social Services,
Quest Counseling and the Children’s Cabinet to implement Teen Screen and the Mobile Assessment
Response Program (MARP) to address behavioral health needs of students. Another partnership
with the Children’s Cabinet has placed AmeriCorps volunteers in each high school as Parent
Engagement Facilitators to help WCSD improve parent involvement and communication between
schools and parents. Other examples of such initiatives include their work with Parent University,
offering more than 240 free classes to parents in relation to education, leadership, parenting and
health and wellness; the High School Graduation Initiative (HSGI), providing six Re‐engagement
Centers in the highest poverty areas of Washoe County to help locate disconnected students and
provide wrap‐around services to help them complete their education; and the school‐based Family
Resource Centers, which provide case management and information and referral services,
connecting families to a broad array of community service agencies to improve stabilization.
The 21st Century Community Learning Centers through the school offer academic, behavior and
enrichment opportunities for children in Kindergarten through 8th grade at 26 school sites; the
Safe and Drug Free Schools produced a nationally recognized substance abuse prevention video
titled, “Crystal Darkness” sharing real stories from families in Northern Nevada who have been
impacted by substance abuse, especially methamphetamines; and programs such as Flip the Script
and NetSmartz have been implemented to respond to bullying, and specifically cyber‐bullying.
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V.

COLLABORATION AND PARTNERSHIPS

Collaboration and partnerships are essential components for implementing the SS/HS framework across the
three regions. One of the unique aspects of the State of Nevada is the establishment and use of community
coalitions. Each of the three regions profiled for this needs assessment have active coalitions with partners
working toward one or more of the goals of SS/HS.
As part of this assessment, each region’s Core Management Team conducted a social network analysis survey
using a tool called Program to Analyze, Record, and Track Networks to Enhance Relationships (PARTNER).
Developed by the University of Colorado, Denver this online social network analysis tool measures and
monitors collaboration among people or organizations. More specifically, PARTNER results are designed to
benefit communities by evaluating how well a collaborative is working in terms of identifying essential
partners and gauging their level of involvement, leveraging resources, and strategizing for how to improve
the work of the collaborative. Additionally, the survey can be used to demonstrate to partners, stakeholders,
evaluators, and funders how a particular collaborative is progressing over time and why working together is
making tangible change.
Each Coalition invited the key partners in the SS/HS initiative to participate in the survey. Email invitations
with follow up phone calls were used to gain participation. Subsequent to completing the PARTNER survey
process, results were analyzed. Each county
was provided a detailed report which it can
use as a baseline of the relationships as they
currently stand. Additionally, the results can
be used by the counties to identify which
partners could become more involved in
various aspects of SS/HS initiative or where
relationships need to be established and
strengthened as the work goes forward.
While results of the survey are most relevant
to the individual Coalitions, certain questions
were cross tabulated and used to inform this
assessment, as follows:
Most Important Outcome for SS/HS. Forty
individuals (Lyon=16, Nye=10, Washoe=14) rated
what they thought is or could be the SS/HS
initiative's most important outcome, with
Improved health outcomes receiving more
than 35 percent of the votes.
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Figure 1: Important Outcomes as Defined by Collaborative Partners

A closer look by county shows their unique perspectives on the priorities. The differences reflect the varying
county needs and the work already underway to improve overall health and wellness in each region.
Table 8
Most Important Outcome
Improved health outcomes
Increased prevention services, including substance abuse
Increased community support and engagement
Increased school/student safety services or programs
Improved early childhood social and emotional learning and
development
Improved mental/behavioral health outcomes
Improved family‐school engagement
Improved resource sharing
Changes to policy, law and/or regulation
Improved communications
Increased knowledge sharing
Increased public awareness of issues
New sources of data

Lyon
12%
0%
2%
2%
7%
2%
0%
2%
0%
5%
2%
2%
0%

Nye
Washoe Average
10%
14% 12.07%
20%
14% 11.43%
30%
0% 10.79%
0%
29% 10.33%
20%
10%
0%
10%
0%
0%
0%
0%
0%

0%
14%
21%
0%
7%
0%
0%
0%
0%

9.05%
8.89%
7.13%
4.13%
2.37%
1.59%
0.79%
0.79%
0.00%

Answers to a series of eight questions (see box, next page) were used to determine baseline scores for the
density, centralization, and trust of the respective collaborations. These three areas influence how well a
collaborative functions. Each is defined below.
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Density represents the percentage of ties present in the network in relation to the total number of possible ties
in the entire network.
Degree of Centralization shows the number of connections to others. The lower the centralization score, the
more similar the members are in terms of their number of connections to others (e.g. more decentralized).
The Trust score shows the percentage of
how much members trust one another.
A 100% occurs when all members trust
others at the highest level.

Table 9: Baseline Scores for Density, Centralization, and Trust
Lyon

Nye

Washoe

Density

Baseline Network Scores

16.70%

14.80%

17.50%

Degree Centralization

66.00%

64.80%

41.80%

Trust

65.50%

75.60%

72.90%

Questions related to Density, Degree of Centralization and Trust
1.
2.
3.

4.

5.

6.
7.

8.

How frequently does your organization/program/department work with this organization/program/department on
issues related to this community Collaborative’s goals?
What kinds of activities does your relationship with this organization/program/department entail [note: the
responses increase in level of collaboration]?
How valuable is this organization/program/department's power and influence to achieving the overall mission of
this community collaborative? *Power/Influence: The organization/program/department holds a prominent
position in the community be being powerful, having influence, success as a change agent, and showing leadership.
How valuable is this organization/program/department's level of involvement to achieving the overall mission of
this community collaborative? *Level of Involvement: The organization/program/department is strongly
committed and active in the partnership and gets things done.
How valuable is this organization/program/department/s resource contribution to achieving the overall mission of
this community collaborative? *Contributing Resources: The organization/program/department brings resources
to the partnership like funding, information, or other resources.
How reliable is the organization/program/department? *Reliable: this organization/program/department is
reliable in terms of following through on commitments.
To what extent does the organization/program/department share a mission with this community Collaborative’s
mission and goals? *Mission Congruence: this organization/program/department shares a common vision of the
end goal of what working together should accomplish.
How open to discussion is the organization/program/department? *Open to Discussion: this
organization/program/department is willing to engage in frank, open and civil discussion (especially when
disagreement exists). The organization/program/department is willing to consider a variety of viewpoints and talk
together (rather than at each other). You are able to communicate with this organization/program/department in
an open, trusting manner.
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Funding. Thirty‐four survey participants provided information about where they currently receive
funding related to the SS/HS focus areas. Nearly half (44%) do not receive any funding related to SS/HS
at the present time, with 9 percent receiving some level of funding in all five areas. The most frequently
funded element areas are: Element 4 (N=14,41%) and Element 2 (N‐13, 38%). Partners receive less
funding for the other elements: Element 1 (N=9, 26%), Element 3 (N=6, 18%) and Element 5 (N=4, 12%).
The actual amounts of funding received were not captured through the PARTNER survey.
The figure below shows only those partners that reported being funded for the various elements of
SS/HS, across each region.
Table 10: Funding for SS/HS Elements for Each Region
All
Elements
Selected

Element
One:

Element
Two:

Element
Three:

Element
Four:

Element
Five:

5,4,3,2,1

1

1

1

1

1

5,4,3,2,1

1

1

1

1

1

4,2,1

1

1

0

1

0

Joint Together Northern Nevada

5

0

0

0

0

1

Lyon County Juvenile Probation

2,1

1

1

0

0

0

4

0

0

0

1

0

4,2,1

1

1

0

1

0

4,2

0

1

0

1

0

5

6

2

6

3

4

0

0

0

1

0

4,2

0

1

0

1

0

NyE Communities Coalition

5,4,3,2,1

1

1

1

1

1

Nye County School District

4,3,1

1

0

1

1

0

2

2

2

4

1

4,2

0

1

0

1

0

2

0

1

0

0

0

4,3,2,1

1

1

1

1

0

Respondent Name
LYON
Access to Healthcare Network
Central Lyon County Fire Protection
District
Family Resource Centers

Nevada Department of Health and
Human Services
Rural Counseling and Supportive
Services ‐Silver Springs
Sierra Regional Center
Sub‐total Region
NYE
Nevada Department of Health and
Human Services
No To Abuse

Sub‐total Region
WASHOE
ACCEPT (Access for Community &
Cultural Education Programs &
Trainings)
Court Appointment Special
Advocates
Nevada Department of Health and
Human Services
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All
Elements
Selected

Element
One:

Element
Two:

Element
Three:

Element
Four:

Element
Five:

4

0

0

0

1

0

Sparks Police Department

2,1

1

1

0

0

0

Washoe County Juvenile Services

4,2

0

1

0

1

0

3

0

0

1

0

0

Sub‐total Region

2

5

2

4

0

Total Across Regions

9

13

6

14

4

Respondent Name
LYON
Project ECHO

Washoe County School District‐
Indian Education Program (Title VII)

Data Systems. Collaborative partners were asked to identify, from a list of known data systems, all of
those that the organization (or program or department) uses to track services or client outcomes.
Thirty‐two organizations provided information. Of those organizations:





69 percent (22) use some other commercial or proprietary system
53 percent (17) use some type of in‐house designed tool/system
47 percent (15) use two or more systems
6 percent (2) use three systems

Of those using the listed systems:





13 percent (4) use e‐Logic
9 percent (3) use My Avatar
6 percent (2) use CMIS, and
3 percent (1) uses Efforts to Outcomes

The small number of agencies using shared systems further supports the need to develop compatible, shared
systems. The figure below shows the systems in use by the various partners in each region.
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#7 – Other commercial or
proprietary system

#5 ‐ My Avatar

#6 ‐ In‐house designed tool

#4 – e‐Logic

#3 ‐Efforts to Outcomes (ETO)

#2 ‐ Community OS (Vision Link)

#1 ‐ Clarity Human Services
(CMIS)

Options Selected

Table 11: Data Systems in Use by Collaborative Partners for Each Region

4

‐‐‐

‐‐‐

‐‐‐

1

‐‐‐

‐‐‐

‐‐‐

Central Lyon County Fire Protection District

6,4

‐‐‐

‐‐‐

‐‐‐

1

‐‐‐

1

‐‐‐

Community Foundation of Western Nevada

7

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

Family Resource Centers

6

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

‐‐‐

Healthy Communities Coalition‐ Food Pantry

7

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

Joint Together Northern Nevada

6

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

‐‐‐

Lyon County Juvenile Probation

7,4

‐‐‐

‐‐‐

‐‐‐

1

‐‐‐

‐‐‐

1

7,6,4

‐‐‐

‐‐‐

‐‐‐

1

‐‐‐

1

1

7

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

Collaboration Partner
LYON
Access to Healthcare Network

Lyon County Manager
Lyon County School District
Rural Counseling and Supportive Services ‐Silver
Springs
Sierra Regional Center

7,6

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

1

7,5

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

‐‐‐

1

South Lyon Medical Center

7,6

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

1

6

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

‐‐‐

‐‐‐

‐‐‐

‐‐‐

4

1

7

8

T.E.A.C.H. Early Childhood Nevada
Sub‐total Region
NYE
Nathan Adelson Hospice

7

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

Nevada Assembly
Nevada Department of Health and Human
Services
No To Abuse

7

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

7

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

7,6

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

1

7,6,1

1

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

1

6

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

‐‐‐

7,6

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

1

7

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

3,1

1

‐‐‐

1

‐‐‐

‐‐‐

‐‐‐

‐‐‐

NyE Communities Coalition
Nye County Regional Economic Development
Authority
Nye County School District
Nye County Sheriff's Office
Oasis Outreach and Worship Center
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#3 ‐Efforts to Outcomes (ETO)

#4 – e‐Logic

#5 ‐ My Avatar

#6 ‐ In‐house designed tool

‐‐‐

‐‐‐

4

7

7,5

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

‐‐‐

1

7,6

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

1

7

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

7,6

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

1

7

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

7,6

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

1

6,5

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

1

‐‐‐

Sparks Police Department

6

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

‐‐‐

Washoe County Juvenile Services
Washoe County School District‐Indian Education
Program (Title VII)
Sub‐total Region

7

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

6

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

1

‐‐‐

‐‐‐

‐‐‐

‐‐‐

‐‐‐

2

6

7

2

‐‐‐

1

4

3

17

22

WASHOE
ACCEPT (Access for Community & Cultural
Education Programs & Trainings)
City of Reno‐Youth Services
Court Appointment Special Advocates
Food Bank of Northern Nevada
Join Together Northern Nevada
Nevada Department of Health and Human
Services
Project ECHO

Total Across Regions

#7 – Other commercial or
proprietary system

#2 ‐ Community OS (Vision Link)

1

Sub‐total Region

#1 ‐ Clarity Human Services
(CMIS)

‐‐‐

Options Selected

2

Collaboration Partner

Throughout all three regions, teachers, administrators, schools and families are all working to address issues
of child development, behavioral health, community and school connectedness, substance abuse, and youth
violence and bullying. All parties involved recognize that relationship building is a key component in the
success of any strategies implemented to address these issues. Within Lyon and Nye Counties, one of the
key strengths is collaboration. Schools are working in partnership with Coalitions, and Coalitions have
successfully convened partners within the community toward common goals. Washoe County has done an
excellent job of implementing many initiatives that are responding to the critical needs of youth.
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VI.

SITUATIONAL ASSESSMENT

Element 1: Promoting Early Childhood and Emotional Learning and Development
Relevance
Children’s first years of life – birth through 5 years old – are the years of most rapid and critical brain
development, with up to 90 percent of brain growth occurring during this time period. For this reason, early
social and emotional learning and development (sometimes referred to as early mental health (25) is
foundational, offering a critical window and opportunity to impact the lifespan (26).
Early childhood social and emotional learning and development is understood to begin through positive
attachments with consistent and loving caregivers (25). The importance of positive early family relationships
cannot be understated, as they strongly contribute to the child’s well‐being. Early care and education
providers, health care professionals, and other community resources also play a role in supporting children’s
social and emotional learning and development.
It is estimated that between 9 percent and 14 percent of children ages birth through five experience serious
social‐emotional problems that impact functioning, development, and readiness for school (27). Genetic and
biological factors are powerful, and some children have traits, disorders, and underlying health issues that
disrupt social and emotional development. Positive and nurturing relationships, appropriate treatment, and
other external factors can help to promote better and more positive results for all children, including those
experiencing problems. Conversely, child maltreatment, exposure to trauma, and lack of appropriate
treatment can solidify negative pathways for the child and in some cases, have ripple effects within families
and communities (26).
Social and emotional development is important in its own right, providing young children with a sense of
control and understanding of themselves and in their relationships with others. Numerous studies also show
that social and emotional development is strongly associated with desirable outcomes, such as school
readiness (28), educational achievement (29), and success in college and careers (30). At the community
level, early childhood social emotional learning and development lays the foundation for healthy, thriving
communities.
Figure 2 Social Emotional Competency & School Performance

poor social development, less
connection to school through time
leads to:
poorer health, poor behavior, and
poorer academic performance
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Social and
emotional
competency

self‐regulation, empathy, conflict
resolution skills, decision‐making
leads to:
better health, better behavior,
better academic performance
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Risk & Protective Factors

Risk Factors

Protective Factors

Personality Traits

Personality Traits

Health Problems and Disorders
Absence of Care for Issues and
Problems

Individual

Responsive and Nurturing
Relationships
Basic Needs Met (Food, Housing,
Health for Family)

Abuse and Neglect
Chronic Stress (Stemming From
Poverty, Illness or Other Factors)

Health Problems and Disorders
Absence of Care for Issues and
Problems

Family

Parental/Primary Caregiver Mental
Illness, Substance Abuse or Domestic
Violence

Stable and Healthy
Parents/Caregivers
Supportive Social Connections
Knowledge of Child Development

Low Quality Environments, Unsafe
Environments
Caregivers lacking Skills To
Adequately Care For Children
Trauma

School

Exposure to Violence

Life Events

Lack of Access to Care and Resources

Community

High Quality Environments
Caregivers with Adequate Skills,
Confidence And Knowledge
Assistance Coping with Trauma
Positive, Enriching Experiences

Resources and Care to Meet needs

Risk Factors
Disorders and disabilities: There are many disorders that disrupt typical social emotional development.
Disorders affect individual children and their families, and the rates within specific communities have
implications for needs and supports. Autism Spectrum Disorder (ASD) is an example of a relatively common
disorder that impacts the child’s ability to meet typical milestones (31). Research has shown a strong
heritability of this condition (which is not to say that is not malleable based on environmental factors (26)).

Social Entrepreneurs Inc.

32 | P a g e

Absence of formal intervention when needed: Research among children with established cognitive
disabilities has shown that when appropriate interventions are not in place, there is a “decline in
performance on standardized developmental measures…across the first 5 years of life” (26 p. 342). Limited
access to intervention is a risk factor for both individual children and within communities.
Abuse and neglect: Children that experience maltreatment are more likely to have considerable problems in
social competence. Abuse is especially harmful to social and emotional development because it is
interpersonal; the source of hurt and harm should be the source of attachment and safety (32).
Chronic stress: Chronic stress is caused when a child experiences “strong, frequent and or prolonged
adversity—such as physical or emotional abuse, chronic neglect, caregiver substance abuse, exposure to
violence, and or the accumulated burdens of family hardship –without adequate adult support” (33). Chronic
stress can disrupt development, harm health and organ systems, and leave a legacy of impairments. Chronic
stress is a risk factor for individual children, and can affect entire neighborhoods or communities that
experience persistent and unrelenting poverty or violence. Young children from households with lower
income are more likely to experience behavioral problems (27).
Parental mental illness, substance abuse, and domestic violence: Children of parents with a mental illness are
more likely to experience psychosocial problems themselves (27). Young children with other family risks,
such as substance abuse and domestic violence, are also more likely to have problems, such as anxiety and
depression, hyperactivity, and aggression (27).
Exposure to trauma: A traumatic event is defined as an event that threatens injury, death, or the physical
integrity of self or others and also causes horror, terror, or helplessness at the time it occurs (34). Traumatic
events, like a natural disaster or losing a loved one, can elicit mental and physical reactions in children that, if
untreated, can become chronic, maladaptive “traits” that characterize how children experience the world
(32). According to the American Psychological Association, “race and ethnicity, poverty status, and gender
affect children’s risk of exposure to trauma. For example, significantly more boys than girls are exposed to
traumatic events in the context of community violence, and serious injury disproportionately affects boys,
youths living in poverty, and Native American youths” (34). Trauma can be a risk factor for an individual child,
or, again, become common in a community problem where violence is persistent.
A toxic environment: There are many aspects of environment (home or community) that can be considered
toxic to children’s social and emotional development. Exposure to violent media (television, internet) is an
important consideration, as young children spend more time with media than any generation before, and
this trajectory continues to increase with ubiquitous smartphones, tablets and other devices. For very young
children, media has more than one way to cause risks related to social and emotional learning and
development: by decreasing opportunities for positive interactions with others in their environment, and
through content that negatively shapes the child’s understanding of the world. Studies suggest that early
violent television watching may be influential and relate to criminality later in life (35). While research on
this topic among very young children is limited, one study has shown that among preschool children that
watch fantasy or entertainment violence, moral reasoning was less advanced than those with less exposure
(36). Other negative outcomes related to social and emotional learning and development, such as increased
aggression, have been shown to be related to continuous exposure to violent media (37).
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Protective Factors
Resilience, adaptive and pro‐social behaviors: Just as many childhood disorders and difficult behaviors have
an inherited basis, there is also evidence to support an inherited basis for traits associated with social and
emotional well‐being. Individual children may be able to better manage stress and adversity, and for all
children, the behaviors and skills to manage adversity can be learned and strengthened (38).
Early identification and intervention: When a concern is noted, “well‐designed and successfully implemented
interventions can enhance the short‐term performance of children” (26 p. 343). Longer‐term improvements
have also been measured. When children have access to appropriate supports in the early years,
interventions can have powerful and long‐lasting positive impacts.
Nurturing relationships: Nurturing relationships are the basis for attachment and early social and emotional
development and learning. While some aspects of social and emotional development have a strong genetic
basis (e.g. extraversion, self‐control and emotionality, as well as childhood disorders) children with nurturing
relationships and well‐prepared caregivers have been shown to fare better than those with parents that are
overburdened by substance abuse or antisocial behavior disorders themselves (26 p. 42). A supportive
context for children to grow up in can help to moderate the development of inherited tendencies (26 p. 43).
Parental education and knowledge of child development: When parents and other caregivers have
information about typical development, they are more likely to have reasonable expectations for the child
and also be more aware when a concern is warranted (39). Information received through social connections,
such as playgroups and preschools, well‐child screenings, early care and education sites, and through parent
screenings like the Ages and Stages Questionnaires (ASQ and ASQ social‐emotional), can indicate further
assessment and, when warranted, drive interventions (40).
Positive early experiences for the child: Good education, access to health care, nutrition, and caregiving are
examples of positive experiences that can significantly improve developmental outcomes for children (26).
Not all experiences need to be perfect. Researchers note that some stress is normal and part of optimal
development. Examples of positive stress include the first day with a new caregiver, or immunization
received (33).
High quality early care and education experiences: In
the early years, care and education outside of the
home that is of high quality has been shown to have
long‐term outcomes extending into adulthood. High
quality environments are safe and nurturing, provide
developmentally appropriate opportunities to learn
and create experiences, and are based in respectful
and positive relationships. The impact of high quality
early care and education has been shown to mitigate
some of the negative effects of poverty (41).
Positive home environment: The home environment
has been shown to help predict positive outcomes
among children. Describing an optimal home
environment can be difficult, especially across cultures,
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but items like parental acceptance, safety, toys, and learning games are aspects of the home environment
associated with improved developmental outcomes (42).
Evidenced‐based treatment for trauma: Families, communities, and formal treatment can help children that
have experienced trauma. For example, cognitive–behavioral therapy (CBT) techniques have been shown to
be effective in treating children and adolescents who have persistent trauma reactions (34).
Social connections: Families that have access to positive social connections are able to better support and
care for their young children, and may be better able to understand and cope with negative behaviors from
their child (43).

Current System Description
The first five years of a child’s life are commonly thought of as “early childhood,” although many
professionals and educators understand early childhood to extend through third grade (around age 8).
Currently, in 2014, there are approximately 197,510 children age 4 and under, and 201,366 children ages 5‐9
years living in Nevada (44).
Table 12: Early Childhood Population in Nevada, 2014
Nevada
Lyon

Nye

Washoe

Ages 0‐4

197,510

3,154

1,892

27,746

Ages 5‐9

201,366

3,143

2,294

29,864

Total

398,876

6,297

4,186

57,610

The system to support early childhood social and emotional development can be seen as a wide range of
supports, both formal and informal, to children and their families. Because parents are the child’s first
teachers, programs that support and strengthen families are vital aspects of the early childhood support.
Children’s basic access to health care is critical, as social and emotional development in children is linked with
other aspects of development and health. Routine check‐ups and appropriate referrals are available for
most, but not all children in Nevada. In the 2013‐14 school year, surveys of families of entering
kindergartners noted that about 14.5 percent had not had a routine check‐up within the last year. This
percentage was higher (17.1%) in rural counties (15).
Insurance and provider availability affect families’ ability to access care for their children. Access to insurance
is an issue: In Washoe County 11.3 percent of families reported that their kindergartner was not insured; in
rural areas, the rate was 14.2 percent. It is expected that this rate will decrease in 2014‐15 as a result of
Medicaid expansion and implementation of the Affordable Care Act; however, in both Lyon and Nye
Counties, 100 percent of the population lives in Health Professional Shortage Areas for primary care, dental
health, and mental health. In Washoe, more primary and dental health providers are available; however, 100
percent of Washoe County also resides in a mental health professional shortage area (19). Insurance is an
important aspect of care, however, without providers‐‐access is still considerably limited.
A high‐quality, supportive environment includes both the home and out‐of‐home care environments. For
many families, children are cared for by someone else while one or both parents work. In Nevada, there are
an estimated 213,582 children ages birth through five that need care with parent(s) are in the workforce.
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Table 13: Early Education & Care while parents work
Nevada
Ages 0‐5

213,582

Lyon

Nye

Washoe

2,163

1,272

22,448

Ages 0‐8
223,769
3,485
1,985
35,014
This is need as defined by number of children with all available parents in the workforce. This is 2012
American Community Survey Data Table B09001 multiplied by working parent % in Table DP03.
Preschool or nursery school (or other programs where educational experiences are the focus) is
understood as an important bridge for school readiness. High quality early care and education
experiences have been shown to have a number of other long‐term benefits. In Nevada, the majority of
children ages 3 and 4 do not attend preschool. Among children that are lower income (less than 200% of
poverty), only 21 percent attend preschool (45).
Public and private centers vary considerably in terms of quality and ability to support children’s optimal
social and emotional development. At a policy level, the minimal standards for formal care are set by
licensing, which prescribe standards for safety, health, and caregiver qualifications (but does not
translate to definitions of high quality). High quality care exists within the three counties, but is not the
norm, as it requires investment of public or private funds to attract qualified caregivers, enhance the
physical environment, and support ongoing training and professional development of staff and
directors.
During 2011‐12, 13 percent of Nevada parents with children ages 2 to 17 reported that a doctor had told
them their child had autism, developmental delays, depression or anxiety, ADD/ADHD, or
behavioral/conduct problems (45). It should also be noted that children’s problems may go
undiagnosed. A recent study published in the Journal of Child Psychology and Psychiatry found that a
large number of undiagnosed children displayed autistic traits, similar to children who held a clinical
diagnosis. However, the undiagnosed children were not eligible for specialized services (49).
Anecdotally, several key informants shared experiences of treating older children with severe behavior
problems that had not been properly diagnosed. These underlying disorders would have been identified
had the child received an appropriate assessment.
Children that experience difficulty with social and emotional development may have limited options for
assistance, depending on the area they live, insurance status, and family resources. Data indicates that
many families seek out assistance for mental health for their pre‐kindergarten child, but out of this
group, more than one‐third of families have trouble accessing mental health services, and the
percentage of underserved families has increased over previous years (15). Lack of specialists, resources
to pay for specialized care, transportation, and costs, as well as stigma, all impact children’s ability to
access appropriate care. Program capacity also impacts services available; waiting lists for services have
been identified by families in need of assistance.
Many families may have difficulty providing nurturing and responsive relationships for their children.
Issues such as parental mental health, substance abuse, and other factors can inhibit relationships
needed for children to form secure and supportive attachments.
Severe problems among parents can manifest as child maltreatment. In Nevada, the reported rate of
child maltreatment for children is 7.3 per 1,000 children (46). It is important to note that maltreatment
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can be difficult to measure due to under‐reporting and differences in reporting among agencies and
across geographies.
Table 14: Child Maltreatment Rates
Nevada Total
Lyon
Nye
Washoe
7.3 per 1000
Approximately
Approximately
Approximately
96 children
69 children
755 children
Division of Child and Family Services (DCFS) rate for all children under 19, as provided by the Children’s
Cabinet, 2014; Additional information requested from Unity system and is being processed.
Child maltreatment often results in out‐of‐home placements. In 2011, 4,636 children in Nevada lived
apart from their families. Nearly half of these children were very young, with 2,082 children being under
age five (47). Children may also be raised by grandparents because parents are not able. According to
the American Community survey 2008‐12, approximately 6,474 children were raised by grandparents in
Nevada. This included 196 in Lyon, 269 in Nye, and 967 in Washoe Counties.
Children are also impacted by substance abuse. One of the most severe problems is methamphetamine
use, that has left thousands of children in Nevada vulnerable, and has stretched the child welfare
systems (48).

Programs and Services Available
A System Model
Early childhood mental health can be considered along a
continuum of promotion, prevention, and treatment services
Intense
(50). Promotion services are universal and may include
Tier 3:
Interventions
general communications and strategies for families and
Treatment
caregivers. Prevention services are provided to families
that may be experiencing stress or concern, for
example home visiting services and support groups.
Targeted Social
Tier 2:
Finally treatment programs are intended to
Emotional
Prevention
alleviate the distress and suffering of a mental
Supports
health problem, and help the child return to
healthy behavior (50). The Pyramid Model for
Promoting the Social and Emotional
Tier 1:
Development of Infants and Young Children
High Quality Supportive
Promotion
is a related framework that can be used to
Environments
plan a system, as well as map existing
assets and gaps. The Pyramid Model is
Tier 1:
shared by CASEL (Collaborative for
Promotion
Academic, Social, and Emotional
Learning) and by the Technical
Nurturing and Responsive Relationships
Assistance Center on Social
Emotional Intervention for
Young Children (TACSEI) and
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aligns to Response to Intervention (RTI) “a systematic decision‐making process designed to allow for
early and effective responses to children’s learning and behavioral difficulties, provide children with a
level of instructional intensity matched to their level of need and then provide a data‐based method for
evaluating the effectiveness of instructional approaches” (51).
Promotion: Nurturing and Responsive Relationships
In Nevada or within the individual pilot counties, there is no system‐wide approach for promotion of
safe, nurturing and responsive relationships. However, within individual communities there may be
formal and informal supports, including assistance provided through hospitals to new mothers,
parenting groups, parenting classes, and education for caregivers. Nevada Home Visiting, Early Head
Start, and Head Start offer curriculums that focus on strengthening families and relationships that
underscore early childhood mental health.
The
Children’s Cabinet provides information to families and
Only about 20 percent of children
the community about early childhood through classes,
receive a developmental screening
workshops and on‐site assistance. Families that
in early childhood.
participate in Nevada State Pre‐K receive some
information on child development, although social and
emotional learning is not a primary focus. Individual
Kids Count ‐ Annie E. Casey Foundation
families can seek information about safety from
pediatricians, public health clinics, and web resources.
One of the ways that systems can support families and caregivers in responsive relationships is to share
information on child development and create opportunities for families to learn about their child’s
development. Developmental screening provides families with information about typical child
development, and helps them to identify when there is a concern or delay. Early screening creates
opportunities for early intervention. There are several programs that are working to this end:








Nevada Act Early (Learn the Signs, Act Early) is a project of the CDC helping families learn about
the importance of child screening and early intervention. There is also information available on
positive parenting through this site.
Nevada’s Child Find offers developmental screenings in accordance with the Individuals with
Disabilities Education Improvement Act. Child Find activities exist to increase community
awareness and to provide special education services to eligible students between the ages of 2.9
and 5 years old.
New resources, including Easter Seals’ “Make the First Five Count” campaign, have helped to
make the Ages and Stages Questionnaire (ASQ‐3 & ASQQ‐SE) developmental screening available
online.
Existing resources, including the Early Periodic Screening, Diagnosis, and Treatment Program
(EPSDT), are available to low‐income children served by Medicaid, and help by financing
appropriate and necessary pediatric services.

Despite these developments, only about 20 percent of children receive a developmental screening in
early childhood (45), and, as a result, opportunities for early identification and intervention may be
missed.
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Promotion: High Quality Supportive Environments
Several initiatives are working to improve the quality of early care and education and to expand access
to care:











Nevada Silver State Stars, the tiered Quality Rating and Improvement System (QRIS) program to
improve ECE quality, has recently expanded from Clark County to serve northern Nevada.
Head Start and Early Head Start are federally funded early care and education programs
focused on the whole child and family, serving a limited number of families in Washoe and Lyon
Counties.
Nevada State Pre‐K serves children throughout the state, including Washoe, Lyon and Nye.
Nevada’s public preschool programs are limited, serving only a small portion of the state’s
population. Of those in public preschool, the majority has disabilities (84% served by IDEA) (52).
Individual districts have solutions to serve more children through preschool, with many using
Title I or other funding sources to build programs. Lyon County has recently implemented pre‐K
at all schools using Title I and other funding.
Child care subsidies funded largely through Child Care Development Funding (CCDF) are
available to help families with the most need to afford care; however, this resource is limited by
funding in total amount and there are waiting lists for assistance.
In both Lyon and Washoe Counties, the Classroom On Wheels (COW Bus) program brings free,
developmentally appropriate preschool education to 150 three, four and five year old children
who would not otherwise receive these services.

Prevention: Targeted Social Emotional Supports
Nevada TACSEI is in the process of building a comprehensive early childhood professional development
system to create a workforce prepared to support children’s social emotional competence. Trainers and
coaches develop the knowledge and skills of early care and education professionals, and also coach staff
at the model demonstration sites. Current demonstration sites are located in Washoe, Clark, Carson and
Douglas Counties, with limited access for Lyon and Nye counties.
Home visiting programs are in development within Lyon County and Nye County. Specifically, Lyon
County is in the process of launching a Healthy Families America Home Visiting model that will serve
both Lyon and Storey Counties. Washoe County has an evidence‐based home visiting program in place.
Early Head Start (EHS) has also expanded home visiting in Washoe County using federal ACA expansion
dollars. EHS home visiting targets low‐income pregnant women and families with children, birth to age 3
years. To be eligible for Early Head Start home visiting, most families must be at or below the federal
poverty level.

Treatment: Intense Intervention
School districts in Lyon, Nye and Washoe offer various programs and supports for students experiencing
difficulty, including social and emotional development. Additionally, the Nevada Early Childhood Mental
Health Services helps children birth to six years of age with emotional disturbance or high risk factors for
emotional and behavioral disturbance and associated developmental delays. Through services such as
assessments, day treatment, and clinical case management, Nevada Early Childhood Mental Health
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Services strengthens parent‐child relationships, support the family’s capacity to care for their children,
and enhances the child’s social and emotional functioning (53). Despite these resources, about one in
three families of kindergartners that had tried to get mental health care for their child but were not able
(16). Long waiting lists for specialized services were noted by key informants as an important problem
impacting children’s ability to access services.

Alignment to CLAS Standards
Evidence‐based programs typically include components of, or full alignment to CLAS standards. Similarly,
early care and education sites that are of high quality typically meet CLAS standards, as language and
culture are components of self‐study and improvement. However, implementation success varies by
program, depending on resources, and the process to make improvements is ongoing. Each program
listed above may vary in its current alignment to CLAS standards. Attention to CLAS standards is an
important priority for all SS/HS programs and strategies.

Systems Change and Integration Activities
Over the past several years, the supports for early childhood in Nevada have strengthened and more
people, including those that work with older children and youth, recognize the importance and
opportunities offered in early childhood. There has also been increased awareness about social and
emotional development as a critical component for school readiness. This has resulted in enhanced
communication, coordination and collaboration to achieve better outcomes. In 2013‐14, many early
childhood programs and positions that had been held under Nevada’s Division for Public and Behavioral
Health are transitioning to the Nevada Department of Education, with the goal of improving alignment
between early childhood, school readiness, and school success.
Local, tribal and State Early Childhood Advisory Councils (ECACs) also represent system integration.
Active groups exist within each of the counties and convene early childhood educators, public
administrators, and other professionals working to improve outcomes for young children. At the state
level, the Nevada ECAC funded studies for implementation of a Kindergarten Entry Assessment (54), and
developed a statewide strategic plan for early childhood (55). They continue to work on improving
aspects of the system including alignment, assessment, and collaboration.
The Nevada Pre‐Kindergarten Standards were recently revised for stronger alignment to the Common
Core State Standards, and include components of social and emotional learning. Nevada is also engaged
in a Pre‐3 (also known as P‐3) initiative to better align early childhood programs that span the pre‐
kindergarten to third grade years.
There are many other collaborations and groups working for a better system of early childhood. These
include (but are not limited to) the Children’s Advocacy Alliance, Nevada’s Higher Education System, and
the LINCY Institute. Each one of these organizations works on aspects of system change. For example,
the Children’s Advocacy Alliance recently launched a StrongStart campaign to engage the business
community in support for early childhood education. The LINCY Institute works to develop and share
data and advocate on behalf of children’s issues.
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Training
Many resources exist for training and professional development. Nevada’s system of higher education
works to prepare early childhood professionals for their work with children. Various provider trainings
are held through the Children’s Cabinet, Nevada Registry, and through Nevada Association for Education
of Young Children (NAEYC). TACSEI trainers and coaches provide support and assistance to providers
working to improve their abilities to serve children with disabilities. TACSEI demonstration sites are
providing the real‐life examples of implementation. Nevada has also invested in “train the trainer”
models for Kindergarten Entry Assessment as a step to build capacity within the state.
Barriers to training include limited time, funding, and wages to support early education providers.
Implementation of training can also be difficult at the provider level if they do not have the full support
of the center director or other staff. Unlike many other professions, early care and education providers
are expected to train after work hours and on weekends. A focus on director knowledge and financial
supports for training has been noted as an important step to develop the workforce on social and
emotional learning.

Technology Resources
Technology can support early childhood social emotional health. Examples of systems exist at each level
of the promotion, prevention, and treatment pyramid. For example, internet, social media and text
messaging have been used to help communicate information to parents, caregivers and others about
early childhood social emotional health. Within prevention, improved data capture tools have helped to
facilitate individual assessment and screening and assessments (e.g. Ages and Stages Questionnaires
including ASQ SE) and make appropriate referrals. At the intervention level, case management systems
have helped providers to track comprehensive client data. Finally, assistive technologies show promise
for assisting children with disabilities.
In 2013, the Nevada Early Childhood Advisory Council developed a needs assessment for a
comprehensive data system that supports early childhood. Implementation plans were linked to
successful administration of a common kindergarten assessment (Silver State KIDS).

Funding Streams
Early childhood programs in Nevada are funded through federal, state, tribal, local and private funding.
Federal support comes in the way of both formula and competitive grants. While not comprehensive, a
list of major funding sources is presented below. These funding sources offer opportunities for
leveraging to better serve children.






Child Care Subsidy Program & Quality Set Aside through the Child Care Development Fund, US
Department of Health and Human Services, Administration for Children and Families
Child Care Licensing through State & Local Funding
Head Start/Early Head Start through US Department of Health and Human Services
State Pre‐K, made possible through the NV State Legislature
Nevada Home Visiting through the Affordable Care Act, Maternal, Infant, and Early Childhood
Home Visiting Program, US Department of Health and Human Services, Health Resources and
Services Administration (HRSA)
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Easter Seals Make the First Five Count (Nonprofit) through private and corporate donors
Medicaid/CHIP through US Department of Health and Human Services
Genetic & Metabolic Screening Services through US Department of Health and Human Services,
Health Resources and Services Administration (HRSA)
Nevada Early Intervention, through IDEA Part C
Title I Educational Funding through US Department of Education (used by some but, not all,
districts to support ECE programs in schools)
Special Education through IDEA Part B)
TACSEI, started through a five year grant from Department of Education Special Education and
now supported through more than one funding source
Nevada Division of Public and Behavioral Health (State and federal support, various programs)
Medicaid Early Periodic Screening, Diagnosis, and Treatment (EPSDT) through Medicaid US
Department of Health and Human Services, Center for Medicare and Medicaid Services
Insurance through employers and private pay
Affordable Care Act through US Department of Health and Human Services, Health Resources
and Services Administration (HRSA)

Relevant Policies and Procedures
There are numerous policies and procedures that are related to early social and emotional
development. Some are in place in Nevada, while others are acknowledged as important or emerging.
Following are some of the policies and practices important to Element 1.
Licensing: Child care licensing provides basic requirements for child care. These policies include basic
standards for safety, discipline, and others.
Suspension and Exclusion: Within sites and centers working on social and emotional learning and
development, it is important to prevent suspension and exclusion of young children because of
challenging behavior. Education, training, and developmentally appropriate policies and procedures are
important to help children in care. Currently, model policies are not available. A recent study shows
that across the nation, thousands of children are suspended from preschools because of challenging
behavior. The research also shows that suspension and expulsion rates are much lower when providers
have competence working with young children and supporting their social and emotional development
(56).
Positive Behavioral Interventions and Supports (PBIS): PBIS is specifically included in special education
law. Functional assessments and positive approaches to encourage good behavior remain in the current
version of the law, as amended in 2004 (57). PBIS is also relevant in early childhood and has been
integrated into the pyramid model. Further utilization and training on developmentally appropriate
PBIS is an important step for centers and other providers in Nevada.
Family Engagement: Many but not all early childhood programs and services in Nevada have policies
and procedures related to engaging families. Several institutions working at the national level have
developed guidelines around family engagement for early childhood and have identified
recommendations. Such recommendations include integrating culture and community, providing a
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welcoming environment, striving for program/family partnerships, making a commitment to outreach,
providing resources and referrals, and setting and reinforcing program standards (58). Broader
awareness of these model policies and practices is needed.
Screening and Assessment: Policies and procedures that support universal screening are not currently in
place. However, child care licensing requirements recently added a provision for screening. There are
recognized and demonstrated benefits for children that receive early developmental screening,
referrals, and early intervention (59). However, there are also challenges to developing system‐wide,
universal screening. States that have been successful in this area have had to overcome considerable
barriers, including coordination of early childhood systems (including physicians), funding to support
reimbursements for screening, and infrastructure for a continuum of supports for children when a
concern or delay is noted (59).
Eligibility: Nearly all public programs have eligibility requirements. These are important because they
allow focus on a target population and control use of limited resources. However, eligibility
requirements can also be a barrier. For instance, many families are able to locate high quality child care,
but earn too much to qualify for the subsidies and programs, such as Head Start. Children who are not
US citizens (or whose parents are undocumented) are also unable to access needed services due to
eligibility requirements (as well as other concerns with accessing the system).
Child Abuse & Reporting: The Nevada Revised Statute 432 B, Protection of Children from Abuse and
Neglect, requires any person who has reasonable cause to believe child abuse may be occurring or has
occurred to report a Child Protective Services or a law enforcement agency. This also includes reporting
by those that provide medical services to a newborn infant and where the provider knows or has
reasonable cause to believe the infant has been affected by prenatal illegal substance abuse.

Strengths and Weaknesses of Current System
There are many assets in Nevada’s system that support
development of children’s mental health and social emotional
learning. As noted, new attention and awareness about the
importance of early childhood development has prompted new
collaborations, better alignment and communication among
those serving children, and new initiatives focused on improving
outcomes. Nevada’s professionals are committed and
collaborative.
As a system, there are also considerable weaknesses. Funding
for early childhood is limited. Different components of the
system (health, licensing, early intervention, child care, etc.) are
not always connected, making access difficult from the
perspective of families. Eligibility requirements can be
confusing, and, there are many families who are not able to
access programs for a variety of reasons, including
transportation, geography, finances, availability, and awareness.
Within the field of early care and education, there is continued
need for training and professional development to ensure
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Challenges
“The field of infant mental health
is relatively new and there are
few people trained in
relationship‐based mental health
promotion, prevention, and
intervention practices. There are
even fewer trained to understand
how culture can be used as a
resource in working with families.
Furthermore, there is very little
public understanding of the
critical importance of early
parent/child relationships and
how they influence child
development… Such measures
are at the heart of a public health
approach to mental health” (158).
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providers are equipped with the knowledge, skills and confidence they need, especially related to
challenging behavior. Unfortunately, wages for providers are low, which is a barrier to a highly qualified
and retained workforce. And, sometimes trained providers find resistance if the entire center or staff
has not had the same training and buy‐in. For families seeking medical and mental health care, access is
limited, especially in both urban and rural areas. Finally, grants offer new opportunities, but they are
often not sustained beyond the grant term.
Weaknesses in the system manifest as gaps in desired results. As a percentage, more children in Nevada
face barriers related to poverty, medical care, and access to early care and education than in other
state. The Children’s Advocacy Alliance published report cards utilizing state rankings, and assigned
grades of F (failing) for Nevada areas of health insurance, prenatal care, and other components that are
important to overall health and well‐being (16). Statewide, roughly one in seven (14.5%) families
answering a kindergarten survey noted that their child had not had a routine checkup within the past
year. About one in four (24%) had received a developmental screening in the past 12 months of the
survey (15). Finally, fewer than 30 percent of kindergarteners in Nevada have had a preschool
experience. Therefore, the reach of investments to those accessing these systems is not far enough.
Continued work is needed to enhance quality, make programs accessible, and ensure those with highest
needs have access to excellent programs.

Moving it Forward
There are considerable opportunities to make improvements in the areas of social and emotional
development in alignment with Safe Schools and Healthy Students.
Improve Systems: Many states have made considerable progress in moving early social emotional
development to the forefront. Research suggests that investments in the early years have a strong
return, saving later costs of more expensive interventions and treatments. As a TACSEI grantee, there
are opportunities to deepen expertise, strengthen demonstration sites, and expand understanding and
use of the pyramid model. These efforts should also include a component to ensure sustainability
beyond the grant term.
Expand Opportunities to Inform, Educate and Assist Families and Caregivers: The majority of children
can be well‐served through promotion activities that help families and caregivers to understand and
support child development. Examples of strategies to achieve this may include evidence‐based
messaging campaigns, expanding formal and informal support systems for families, and ensuring access
to preventative health care, developmental screenings, appropriate assessments and referrals, when
warranted.
Enhance Access to High Quality ECE: High quality early care and education is understood to improve life
outcomes for young children. Yet, access to high quality care is limited and many are unable to access it.
Child care subsidies, QRIS, support for family, friends, and neighbor care are examples of strategies to
improve both quality and access. Recognizing that most of Nevada’s children do not currently access
preschool, supports should extend to home environments, and barriers to out‐of‐home, high‐quality
care should be reduced.
Expand Access to Prevention Services: Several programs focus on prevention for children and families
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with risk factors. Nevada Home Visiting, State Pre‐K and Head Start programs help to support and
stabilize families in poverty. Support and collaboration with existing programs offer a way to leverage
investments and strengthen results from existing investments.
Ensure Families have Access to Qualified Professionals and Programs: Many families of very young
children seek help for mental health issues, but are unable to access them. Understanding the gaps and
opportunities to change this outcome is critical to ensuring children are ready to enter school ready for
success. Gaps to access may vary by community, with issues such as transportation, language,
availability of providers and cost prohibiting access.
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Element 2: Promoting Mental, Emotional and Behavioral Health
Relevance
It is widely understood that students need to be physically
healthy in order to attend school and be ready to learn.
However, just as important is a child’s mental, emotional
and behavioral health. Good mental health allows children
to process information clearly, develop social and academic
skills, and maintain a strong sense of self. When children
are mentally strong and emotionally healthy, they are able
to express themselves appropriately and exhibit self‐
confidence and a respect for others. These circumstances
taken together contribute to a positive school environment
and equip children to become constructive members of
society (60).

Good mental health for children is
characterized by the achievement of
development and emotional
milestones, healthy social
development, and effective coping
skills, such that mentally healthy
children have a positive quality of life
and can function well at home, in
school, and in their communities.
Mental Health Surveillance Among Children

Mental health difficulties in children include (61):







Conduct Disorders: These include Attention Deficit Hyperactivity Disorder (ADHD) and
Oppositional Defiance Disorder (ODD). These disorders render a child unable to pay attention, or
control their impulses, and can result in aggressive and defiant behavior.
Mood & Anxiety Disorders: These disorders exist on a continuum of severity and include issues
such as depression, exaggerated anxiety, post‐traumatic stress disorder (PTSD), obsessive
compulsive disorder (OCD), bipolar disorder, and phobias.
Neurodevelopmental Disorders: These disorders impair a child’s ability towards social interactions
and communication and include autism and Asperger’s disorder.
Tic Disorders: Tourette syndrome is a chronic tic disorder that is characterized by repetitive
involuntary movements of one’s body or vocal commands.

The National Institute of Mental Health estimated that 1 in 5 U.S. children exhibit symptoms and
conditions that meet the criteria for a diagnosis of a mental disorder (62). The most common
developmental and mental health problems in students by age of onset was identified in the report
“Strategies to Support the Integration of Mental Health into Pediatric Primary Care” and is demonstrated
in the table below (63).
Table 15: The Most Common Developmental and Mental Health Problems in Students by Age

Age of Onset
Preschool

School‐aged Children (6‐17 yrs)
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Condition

Prevalence

Speech Problems
Developmental Delays

5.8%
3.2%

Autism Spectrum Disorder
Learning Disabilities
Attention Deficit‐Hyperactivity Disorder (ADHD)
Behavior or Conduct Problems

0.5%
11.5%
8.8%
6.3%
46 | P a g e

Age of Onset
School‐aged Children (9‐17 yrs)

Condition
Any Anxiety Disorder
Mood Disorders

Prevalence
16%
7%

Mental Health difficulties are caused by multiple factors that interact in different ways depending on the
individual. Figure 3: Biopsychosocial Model of Health, demonstrates the intersection of biological,
psychological and social factors on a child’s mental health (64). Toxic stress, brought on by adverse
childhood experiences (exposure to violence, abuse, illness, incarceration or separation from a loved one)
can increase the likelihood of behavioral
Figure 3: Biopsychosocial Model of Health
health issues and the need for support
(65). Despite such need, only 20 percent
of students needing help actually
receive it (60). Barriers to services
include access, affordability, and
availability of care in addition to the
stigma often associated with behavioral
health issues. Gone unaddressed,
behavioral health issues can negatively
impact a student’s academic
achievement and can create difficulty
within the learning environment (60).
A number of risks and protective factors
that affect the vulnerability of children
to behavioral health issues have been
identified and should be understood to
help inform the educational community
about efforts that can be supported
within the school environment.
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Risk & Protective Factors

Risk Factors

Protective Factors

Difficult Temperament

Easy Temperament

Maltreatment

Problem Solving Skills

Poor Social Skills

Good Physical Health

Alienation

Individual

Religious Affiliations

Negative Thought Patterns

Optimistic Outlook

Low Self Esteem

Sense of Purpose

Family History of Mental Illness

Supportive Parent(s)

Marital Discord

Secure an Stable Home Environment

Family Violence

Spacing between Siblings

Poor Parenting

Family

Presence of Family Norms

Economic Insecurity

Structured Parenting

Lack of Family Attachment

Recognition of Efforts

Peer Rejection

Sense of Belonging

Bullying

Pro‐social peer group

Academic Failure

School

Disruptive School Environment

Academic Success
Anti‐violent School Culture
Recognition of Achievement

Divorce
Death
Trauma

Life Events

Attachment to Caring Peers/Adults
Support for Skills Development

Physical Relocation
Living in a Disadvantaged Community
Social/Cultural Discrimination
Neighborhood Violence
Poor Housing Conditions

Access to Support Services

Community

Attachment to community/networks
Strong Community Pride

Lack of Support Services
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Risk Factors
Temperament: A child’s temperament is an individual characteristic that is developed by his/her natural
disposition as well as the environment with which he/she lives. Those children whose standard
temperament demonstrates inflexibility, withdrawal tendencies, low self‐esteem and perceived
incompetence tend to be at heightened risk for developing behavioral health issues (66).
Exposure to Violence: Maltreatment, such as neglect, emotional, physical, and sexual abuse has been
associated with the development of stress related behavioral health issues as well as impaired social and
cognitive functioning (67).
Family History of Mental Illness: Children whose parents have a mental illness are more than three times
as likely as those with non‐depressed parents to experience a depressive disorder. The risk is greater
depending on whether one or both parents have/had mental illness, when the illness was most severe,
and the amount of episodes the parent(s) experienced (67).
Difficult Family Circumstances: Family circumstances such as marital conflict, parental drug or alcohol use,
and parental unemployment have been associated with mental health difficulties for youth. Additional
circumstances such as poor parenting skills and maladaptive sibling rivalry have also been shown to
increase the likelihood of delinquency, antisocial behaviors and aggressiveness among youth (66).
Difficulty in School: Issues such as peer rejection, poor academic achievement, and traumatic school site
events are risk factors for mental health difficulties in children and youth.
Life Transitions: Parental death(s), divorce, and other life events have been linked to the onset of major
depression in young children (68).
Poverty: Poverty creates heightened risk for mental health problems and limits access to necessary
resources. A family's economic situation such as poverty can "indirectly increase the risk of developing a
behavioral disorder, because it may cause behavioral problems in the parents or increase the risk of child
abuse" (68).
Discrimination: Minority and immigration status have been identified as risks associated with the
development of behavioral health issues in youth.

Protective Factors
Caring Adult Influences: Available, caring,
and responsive adult caregivers are critical
to the brain development of children from
birth and beyond. The social and
emotional support offered by these
individuals serve as critical elements to the
healthy emotional development of children
(69).
Stable and Predictable Environments:
Predictable routines at home, and at school
are essential for child mental health.
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Physical Health: Promoting healthy habits such as eating nutritious foods, exercising regularly and getting
enough sleep can provide a protective barrier to the stressors (70).
Positive early experiences for the child: Good education, access to health care, nutrition, and caregiving
are examples of positive experiences that can significantly improve developmental outcomes for children
(71). Not all experiences need to be perfect. Researchers note that some stress is normal and part of
optimal development. Examples of positive stress include the first day with a new caregiver, or
immunization received (33).
Resilience: Skills and competencies can be taught to children that prepare them to encounter and adapt to
stress and transitions. Use of positive coping skills to manage feelings and deal with difficult situations can
positively position children for good mental health tendencies (64). Connectedness, competency, helping
others, and successfully facing difficult situations can foster resilience (70).
Family‐School‐Community Connections: Positive and effective communication, active listening, welcoming
engagement, and trusting partnerships between families and schools are essential to promote children’s
mental health in the community (69).
Understanding the risk and protective factors associated with the promotion of emotional and behavioral
health provides us with the foundation necessary to further explore the unique circumstances of specific
communities. How these risk and protective factors co‐exist in any given community can be evaluated
through the use of locally collected data. The following section of this brief explores local data for Lyon,
Nye and Washoe County.

Ensure a Positive, Safe Environment: “Feeling safe is critical to students’ learning and mental
health. Promote positive behaviors such as respect, responsibility, and kindness. Prevent negative
behaviors such as bullying and harassment. Provide easily understood rules of conduct and fair
discipline practices and ensure adult presence in common areas, such as hallways, cafeterias,
locker rooms, and playgrounds. Teach children to work together to stand up to bullying, encourage
them to reach out to lonely or excluded peers, celebrate acts of kindness, and reinforce the
availability of adult support”.
National Association of School Psychologists (70)
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What the Data Tells Us
Data helps us understand our current circumstances. To identify the mental health status of children in
Lyon, Nye and Washoe Counties, data was derived from the Youth Risk Behavior Survey (YRBS). To
understand the health status of children in the U.S., leading mental health indicators for children as
developed by Healthy People 2020 were explored.

YRBS Data
YRBS data is collected throughout Nevada and the nation to assess trends in priority health‐risk behaviors
among high school students. The following charts explore issues pertaining to suicide, eating disorders,
and parent/adult engagements as these areas tend to correlate to children’s mental health status.

Table 16: YRBS Data on Suicide

Suicide
Percentage of high school students who felt
sad or hopeless almost every day for 2 or
more weeks in a row so that they stopped
doing some usual activities.
Percentage of high school students who
seriously considered attempting suicide,
during the 12 months before the survey.
Percentage of high school students who
made a plan about how they would attempt
suicide, during the 12 months before the
survey.
Percentage of high school students who
attempted suicide, one or more times
during the 12 months before the survey.
Percentage of high school students whose
suicide attempt resulted in an injury,
poisoning, or overdose that had to be
treated by a doctor or nurse, during the 12
months before the survey.

Lyon,
Mineral,
and Storey

Nye and
Lincoln

Washoe

#

%

#

%

#

%

#

%

107

30.1%

61

29.3%

344

34.0%

1,256

31.7%

69

18.9%

36

17.1%

206

20.9%

771

19.3%

61

16.9%

37

18.2%

186

18.8%

662

16.5%

50

14.7%

18

8.3%

128

13.6%

468

11.8%

13

3.7%

‐

‐

50

5.3%

153

4.3%

Nevada

The data reveals that indicators for the percentage of high school students who were consistently sad, had
considered suicide or who had made a plan on how to attempt suicide was consistent with statewide
averages. Marked differences were found in the percentage of high school students that had attempted
suicide, with the Lyon County region reporting 14.7 percent, and Washoe County reporting 13.6 percent,
while the statewide average was only 11.8 percent. The Nye County region reported 8.3 percent.
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Table 17: YRBS Data on Eating Disorders

Eating Disorders

Percentage of high school students who
were trying to lose weight.
Percentage of high school students who did
not eat for 24 or more hours to lose weight
or keep from gaining weight during the 30
days before the survey.
Percentage of high school students who
took diet pills, powders, or liquids to lose
weight, during the 30 days before the
survey.
Percentage of high school students who
vomited or took laxatives to lose weight or
to keep from gaining weight, during the 30
days before the survey.

Lyon,
Mineral,
and Storey

Nye and
Lincoln

Washoe

Nevada

#

%

#

%

#

%

#

%

176

47.8%

93

44.2%

481

48.1%

1,875

50.0%

52

14.7%

33

15.4%

148

15.1%

569

15.1%

28

8.4%

13

7.8%

70

7.3%

276

6.7%

27

7.4%

9

5.2%

71

7.2%

236

6.5%

The percentage of students who reported trying to lose weight or who had not eaten for 24 or more hours
to keep from gaining weight was consistent with statewide averages in all three regions (Lyon, Nye and
Washoe). The percentage of students taking diet aids to lose weight was reported at 8.4 percent for the
Lyon County region, 7.7 percent for the Nye County region, and 7.3 percent for Washoe County, which are
all higher than the Nevada state average of 6.7 percent.
Table 18: YRBS Data on Parent/Adult Engagement

Parent/Adult Engagement
Percentage of high school students whose
parents or other adults asked where they
were going or who they would be with.
Percentage of high school students who
have one or more adults, besides their
parents, they felt comfortable talking to
about important life questions

Lyon,
Mineral,
and Storey

Nye and
Lincoln

Washoe

Nevada

#

%

#

%

#

%

#

%

274

78.3%

161

78.2%

734

74.3%

2,887

77.6%

301

87.8%

178

87.3%

809

82.6%

3,152

82.2%

Students reported having parents that asked where they were going or who they would be with at a higher
percentage in the three regions than what was reported as a statewide average. This trend was also found
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in the percentage of students who have one or more adults, besides their parents that they felt
comfortable talking to about important life questions, with the Lyon County region reporting 87.8 percent,
the Nye County region reporting 87.3 percent and Washoe county reporting 82.6 percent. The state
average was 82.2 percent.

Healthy People Data 2020
Healthy People is a survey and framework developed through the U.S. Department of Health and Human
Services that provides a mechanism to establish, track and improve the health outcomes of the US
population. Healthy People 2020 was released in 2010, and includes data that helps us understand the
mental health status for children.
Leading mental health indicators for children as developed by Healthy People 2020 include the following:
 Suicide & suicide attempts by adolescents
 Eating disorders of adolescents
 Screening and assessment of mental health symptoms
 Treatment for children with mental health problems
A health indicator is a characteristic of an individual, population, or environment, which is subject to
measurement (directly or indirectly) and can be used to describe one or more aspects of the health of an
individual or population (quality, quantity and time). The collection of data on a system‐wide basis is
important in determining the overall mental health of the community. The following tables describe the
health indicators of Lyon, Nye and Washoe County and compare them to the national target as established
by Healthy People 2020.
Table 19: Mental Health Indicators

Lyon

Nye

Washoe

Nevada

U.S.

National
Target

Suicide Rate
(per 100,000 population)

22.0
suicides

25.4
suicides

14.8
suicides

16.3
suicides

11.3
suicides

10.2
suicides

Suicide Attempts by adolescents
(per 100,000 population)

Not
available

Not
available

Not
available

10.2
suicides

6.3
suicides

1.7
suicides

Proportion of adolescence who
engage in disordered eating
behaviors in an attempt to control
their weight
Proportion of adolescence aged 12‐
17 who experience major depressive
episodes

12.9%

7.4%

Children with mental health
problems who receive treatment

75.8%

Proportion of juvenile residential
facilities that screen admissions for
mental health problems.

64.0%
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Lyon
Proportion of primary care physician
office visits where youth aged 12‐18
years are screened for depression.

Nye

Washoe

Nevada

U.S.

National
Target
2.3%

The state of Nevada only collects data that pertains to the initial two indicators around suicide and suicide
attempts. It does not collect information for the other Healthy People 2020 indicators which help us
understand the status of emotional and behavioral health amongst the population. For those reasons, a
deeper dive into the two indicators in which data is collected is being provided in the subsequent section.
Suicide Rates
The following tables demonstrate the age adjusted suicide death rates by gender and race in the state of
Nevada (72).
Chart 2: Suicide Death Rates by Gender (2000-2008)

Chart 2: Suicide Death Rates by Race (2000-2007)

Suicide Attempts by Adolescents
The following graph demonstrate how the state of Nevada compares to the US and the national Healthy
People target for 2010 in relationship to suicide attempts by adolescents (72).
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Chart 3: Suicides Attempts by Adolescents (2001, 2003, 2005, 2007, 2009)

The remaining three tables demonstrate the suicide attempts by adolescents as broken down by ethnicity,
gender and grade (72). It is important to note that Black and Hispanic rates of attempted suicide have
increased over 2005 levels, and attempts by White adolescents have increased over 2007 levels.
Chart 4: Suicide Attempts by Adolescents by Race (2001-2009)

Attempts by males have increased nearly 3 percent, while female attempts declined slightly over 2007
rates.

Social Entrepreneurs Inc.

55 | P a g e

Chart 5: Suicide Attempts by Adolescents by Gender (2001-2009)

Chart 6: Suicide Attempts by Adolescents by Grade (2001-2009)

There has been a slight decline in attempts by sophomores and juniors (10th and 11th grades), while the
rate of attempts by 9th grade youth grew approximately 4 percent between 2007 and 2009.
Since 2003 the rate for 12th grade youth suicide attempts more than tripled from 3 percent to 9 percent.
Although the rate is similar to 10th grade students, it represents six straight years of increase.
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The next section provides an overview of the mental health system for children throughout the state of
Nevada.

Current System Description
The primary providers of behavioral health
services in Nevada include the public behavioral
health system, non‐profit/community‐based
organizations, private practitioners, psychiatric
hospitals, and federally qualified health centers.
There is currently no ultimate authority for the
deployment of behavioral healthcare services to
children in the state of Nevada. Rather there
exists a fragmented system with services
provided by multiple state agencies or
providers.

Primary Providers of Behavioral Health Services
State Sponsored Services
As Nevada is one of only three states in the nation that serves as the sole source provider for public
behavioral health services, it is also the most significant primary provider for behavioral health services
throughout the state.
Chart 7: Behavioral Health Services in Nevada




The Division of Child and Family Services
(DCFS) provides behavioral health services to
children and adolescents in Washoe and
Clark County;
The Division of Public and Behavioral Health
(DPBH) provides services to children through
their clinics in rural areas of the state;



Medicaid fee for service (FFS) providers
provide services to children, however they
are limited in their availability throughout
the state; and



Medicaid managed care organizations (MCO)
provide services to children, but are only in
Washoe and Clark Counties.

DCFS, 2,927,
8%

DPBH, 1,062
3%

Medicaid
MCO,
18,008, 50%
Medicaid
FFS, 13,897,
39%

In Fiscal Year (FY) 2011‐2012, the state provided services to an estimated 35,894 children (73). The table
below indicates the number of children served by the state in Lyon, Nye, and Washoe Counties in FY 2011‐
2012.
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Table 20: Children Provided Behavioral Healthcare through State Sponsored Services (FY 2011-2012)

DCFS
DPBH
FFS Medicaid Provider
MCO Medicaid Provider
Total

Lyon
0
191
252
0
443

Nye
0
45
550
0
595

Washoe
793
0
2,023
2,834
5,650

Non‐Profit Community‐based Organizations: Community‐based organizations provide behavioral health,
substance abuse and co‐occurring disorder counseling and supportive services. Community‐based
organizations throughout the state vary in target population, approach, location, and accessibility. These
services are primarily grant funded and more prevalent in urban areas. There are great differences in the
sophistication and the capacity of these providers throughout the state.
Private/Fee for Service Psychiatric Providers: Private practitioners and psychiatric hospitals are
concentrated primarily in Washoe and Clark Counties. Access to these services often depends upon
Medicaid enrollment and/or medical insurance. Throughout rural Nevada, there is a significant shortage of
mental health professionals.
Managed Care Organizations (MCOs): Managed care in Nevada is only available in the urban areas of
Washoe and Clark Counties. The two MCOs offering behavioral health care services through contracts with
state Medicaid are Health Plan of Nevada (HPN) and Amerigroup Community Care (74). The MCOs are
able to provide certain benefits to recipients that Medicaid Fee for Service is not able to and for this
reason, is the best option for individuals needing behavioral health care services
Federally Qualified Health Centers (FQHC): FQHCs provide services in the most medically underserved
areas and/or to the most medically underserved populations. Nevada is host to a total of 31 FQHC clinics
of which only two offer behavioral health services.
Secondary Service Providers: Beyond the primary providers of behavioral health services, there are also
demands placed on a number of other systems throughout Nevada that respond to persons with
behavioral health issues. Secondary providers such as specialty courts, hospital emergency rooms, law
enforcement agencies, primary care practitioners, school districts and rural community health and social
service centers often provide services when needed. While many do not see themselves as providers of
behavioral health services and are not equipped to
fully address the behavioral health problems they
encounter, they are part of a continuum of
services providing access to care.
For the purpose of this brief, school‐based
behavioral health supports are described below.
School Based Services: Many school districts
employ school psychologists and school counselors
to provide a variety of services to their student
population which include academic counseling,
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special education assessments and supports, as well as behavioral health interventions. The degree to
which behavioral health counseling occurs is dependent upon the staffing resources, community
resources, and the needs of each school districts’ student population. Some innovative practices occurring
at school sites around the provision of behavioral health services include:






School Based Health Centers (SBHCs) are designed to provide health education, preventative care,
and comprehensive physical and behavioral health care services for students on the school
campus. In 2013, there were 12 SBHCs in Nevada, most of which are located in Clark County.
While none of the sites currently offer comprehensive on‐site services, with a pronounced deficit
related to the provision of behavioral health care, there is an acknowledgment of this and efforts
being made to address it.
New SBHCs are being established in Washoe and Lyon County. These two counties are examples of
integrating health care (preventive and primary care) into the schools. SBHCs provide a solid
starting point for launching an integrative strategy for addressing the SS/HS elements within a
single location or corridor of schools within a district.
Lyon County School District – There is a cooperative agreement between Lyon County School
District and the Silver Springs Rural Counseling and Supportive Services office to provide
behavioral health outreach services in four Dayton area schools.

Funding Sources for Children’s Mental Health Services
There are a variety of different funding sources that support children’s mental health services in Nevada
which include both government and private financing (71).
Table 21: Sources of Funding for Children’s Mental Health Services

Government Funding









Nevada Medicaid – Fee for Service or HMO
Nevada Checkup
Title XX Federal Grant (DCFS only)
Children’s Mental Health Services Federal Grants
(DCFS Only)
Victims of Crime Federal Grant
Substance Abuse Treatment Prevention Act
County Clinical Units and County General Funds
State General Funds

Private Funding




Private Insurance
Corporate and/or private donors
Self‐pay

Specific programs available throughout Lyon, Nye and Washoe Counties are found in the table on the
following pages.
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Programs and Services Available
The following is a description of the programs and services available specific to Lyon, Nye and Washoe County children and youth.
Table 22: Programs and Services Available to Children and Youth, by County

Type of Program
Behavioral Health
Services

Lyon
Rural Counseling and Supportive
Services provides on‐site services at
the school by request; and offers
therapy and medication for children
age 5 and up, as well as psychological
testing in office.

Lyon County School District and the
Silver Springs Rural Counseling and
Supportive Services office have a
cooperative agreement to provide
mental health outreach services in
Dayton area schools.
There are currently four schools in
Dayton receiving these services.
Various providers (in addition to
Rural Counseling), such as Carson
Tahoe Behavioral Health, Children
and Family Services, Community
Chest, and Topaz Ranch Medical
Services. However access is limited,
especially for youth services.
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Nye
Providers include: Pahrump
Behavioral Health Services, Serenity
Behavioral Health Services, Desert
View Hospital, and Community
Counseling Center.

Washoe
Northern Nevada Child and
Adolescent Services (NNCAS):
 Community‐Based Mental
Health Therapy
 Wraparound in Nevada (WIN)
Program. WIN has historically
served children and their
families in the child welfare
system but has recently
expanded to provide services
to children in the custody of
their parents. WIN serves
children ages 5 ‐ 18.

Mojave Mental Health Services
Health Access Washoe County (HAWC)
Turning Point's Adolescent Day
Treatment Program: The program is
offered in Washoe County and is
designed to provide therapeutic
support to youth ages 10 and up in
the least restrictive and most
appropriate setting.
Children’s Cabinet
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Type of Program

Lyon

Nye

Residential Treatment
Facilities

School Psychologists

Grief Counseling provided within
schools by counselors.
Tele‐Med Counseling Services:
Students can be recommended for
this video chat service with a licensed
counselor out of Las Vegas.

Suicide Prevention
Programs

LCSD and HCC have partnered to offer
Teen Screen in all middle and high
schools. Teen Screen is an evidence‐
based, national mental health and
suicide risk screening program
implemented in the middle and high
schools.

The SOS Program is a nationally
recognized program for middle and
high school‐age students that teaches
students how to identify the
symptoms of depression and
suicidality in themselves or their
friends.
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Nye County School District has two
psychologist positions with one
position filled to serve 5,535 students
across 17,000 square miles. Budget
reductions removed all elementary
counselors. There are no social
workers in the district, and one nurse
serves all the students.
NCSD and NyECC collaborated with
several mental health providers to
provide Teen Screen at the middle and
high schools. Teen Screen is an
evidence‐based, national mental
health and suicide risk screening
program implemented in the middle
and high schools.

Washoe
UNR School Based Health System: The
program offers mental health services
in Washoe County.
Adolescent Treatment Center
Children’s Behavioral Services
In Washoe County School District,
there are 39 school psychologists to
serve 63,310 students.

The SOS Program is a nationally
recognized program for middle and
high school‐age students that teaches
students how to identify the
symptoms of depression and
suicidality in themselves or their
friends.

WCSD has collaborated with Washoe
County Juvenile Services (WCJS),
Washoe County Social Services
(WCSS), Quest Counseling and The
Children’s Cabinet to implement Teen
Screen. Teen Screen is an evidence‐
based, national mental health and
suicide risk screening program that
was implemented in the middle
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Type of Program

Lyon

Nye

Washoe
schools.

Violence Prevention
Program

Assault Prevention

Miscellaneous Programs

Medical Outreach Response Event
(MORE) is held annually to provide
health screenings for uninsured and
underinsured residents, including
behavioral health providers. This is a
free two‐day event open to the public.

Get Real Event: Interactive social
interaction program designed to make
students aware that all students have
issues.
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MARP (Mobile Assessment and
Response Program) provides direct
support and services to Socially
Emotionally Disturbed children ages 6‐
18 and their families in Washoe
County who are experiencing
difficulties with violent behavior in the
classroom and prevent them from
being inappropriately detained.
School‐wide PBIS

Washoe High School Innovation and
Inspire programs: The backbone of
Washoe High's instructional program
is the learning center in which
instruction is approached differently
than it is in traditional high schools.
Collaborative for Academic, Social and
Emotional Learning (CASEL): Develops
students' social and emotional
competence
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Use of Best Practice Approaches
DCFS currently implements the following best practice approaches in their deployment of behavioral
health services to children and adolescents:








Trauma‐Focused Cognitive Behavioral Therapy
Parent‐Child Interaction Therapy
Motivational Interviewing
Dialectical Behavior Therapy
Aggression Replacement Training
Positive Behavioral Supports
Wraparound in Nevada – (WIN)

Alignment to CLAS Standards
The National CLAS Standards are intended to advance health equity, improve quality, and help eliminate
health care disparities by establishing a blueprint for health and health care organizations. Currently,
individuals across the United States from various cultural backgrounds are unable to attain their highest
level of health for a variety of reasons, including the conditions such as socioeconomic status, education
level, and the availability of health services. One of the factors linked to health inequity is the lack of
culturally and linguistically appropriate services, broadly defined as care and services that are respectful of
and responsive to the cultural and linguistic needs of all individuals. The principal CLAS standard is to:
Provide effective, equitable, understandable, and respectful quality care and services that are responsive
to diverse cultural health beliefs and practices, preferred languages, health literacy, and other
communication needs. Other standards address engagement, continuous improvement, and
accountability; communication and language assistance; and, governance, leadership, and workforce.
While evidence based programs typically include components or full alignment to CLAS standards,
implementation fidelity can vary by program depending on resources. For example, while translation
services may be available in a region, on‐site bi‐lingual/multi‐cultural staff may not. Efforts do not always
extend into the other principle areas (e.g., governance, engagement, etc.) to the degree needed to meet
CLAS standards.

Technology Resources
The use of a variety of data systems and processes by agencies and groups providing mental and
behavioral health supports, including substance abuse, makes it difficult for counties or communities
within the county to gauge actual need or impact at the system level.
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The technology systems used by the collaborating partners that provide mental and behavioral health
services, including substance abuse within Lyon, Nye and Washoe counties tended to be a combination of
proprietary or “home grown” data systems managed within an agency. Only a few indicated using shared
technology platforms such as e‐Logic, Efforts to Outcomes, My Avatar or Vision Link.

Systems Change and Integration Activities
Nevada is host to numerous boards, commissions, collaboratives, and workgroups across the state charged
with addressing systems improvement for consumers, including children, accessing behavioral health
services. These entities are tasked with establishing linkages and coordination that is critical to an
effective continuum of care.
Formal Boards, Committees & Coalitions
Commission on Mental Health and Developmental Services (Commission on MHDS): The Commission on
MHDS is a ten member, legislatively created body, appointed by the Governor and designed to provide
policy guidance and oversight of Nevada’s public system of integrated care and treatment of adults and
children with behavioral health, substance abuse and developmental disabilities‐related conditions. The
Commission also promotes and assures the protection of the rights of all consumers in this system and has
oversight and accountability function for both MHDS and DCFS.
Local Advisory Boards: The Commission on MHDS has created advisory boards in Washoe and Clark
Counties and makes appointments to these boards from stakeholders in the community. The boards serve
to provide information to the Commission regarding service needs, public input, and other issues
pertaining to mental health.
Nevada Children’s Behavioral Health Consortium: The Nevada Children’s Behavioral Health Consortium
was developed in response to the need for a statewide governance body. The mission of the Consortium is
to provide Nevada’s children and their families with timely access to an array of behavioral health
treatment services and support that meet their needs in the least restrictive environment; and to deliver
such services through a system of care. To develop financing strategies to support quality service delivery.
To provide a mechanism by which system stakeholders can act in concert to ensure that children’s needs
are met. The Consortium works as a statewide voice for the common themes articulated by the three
regional consortia.




Washoe County Children’s Mental Health Consortium
Rural Regional Children’s Mental Health Consortium
Clark County Children’s Mental Health Consortium

The Nevada Mental Health Planning Advisory Council (MHPAC): Nevada’s MHPAC was established in
1989 by an Executive Order of the Governor with the goal of serving as an advocate for individuals
experiencing chronic mental illnesses, children and youth experiencing serious emotional disturbances,
and other individuals experiencing mental illnesses or emotional problems. The members of the Council
work in a variety of ways to improve the way services are provided to consumers, to help bring more
money into the State system, to promote awareness of mental health issues, and to provide education and
training opportunities. MHPAC has created a Consumer and Family Member Advocacy Committee to assist
in their functions. The MHPAC has three federally mandated duties which include; 1) To review the
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Community Mental Health Block Grant Plan and to make recommendations; 2) To serve as an advocate for
adults with Serious Mental Illness (SMI), children with Severe Emotional Disturbance (SED), and other
individuals with mental illnesses or emotional problems; and 3) To monitor, review, and evaluate, not less
than once each year, the allocation and adequacy of mental health services within the state.
Prior to July 2013, MHDS was in the processes of “transforming” its Mental Health Planning and Advisory
Council (MHPAC) into a Behavioral Health Planning and Advisory Council (BHPAC). In doing so,
membership of the Council will be increased to include consumers and family members of substance abuse
and co‐occurring‐related disorders. Populations of persons having substance abuse and co‐occurring
disorder services will be advocated for and additional services related to these populations will be
developed and delivered.
Multidisciplinary Prevention Advisory Committee (MPAC): The MPAC is a volunteer working group
responsible for providing strategic and operational guidance to MHDS and SAPTA. The MPAC advises
SAPTA in the development and implementation of a comprehensive statewide substance abuse prevention
strategy that will optimize all substance abuse prevention funding streams and resources, with specific
focus on the utilization of data, state and local level strategic planning, and underage drinking. The MPAC
serves as the Policy Consortium under a new federal grant, the Strategic Prevention Framework State
Enhancement Grant, and is responsible for grant oversight, input and recommendations on the Capacity
Building/Infrastructure Enhancement Plan and the Five‐Year Strategic Plan.
Substance Abuse Prevention and Treatment Agency (SAPTA) Advisory Board: The SAPTA Advisory Board
serves in an advisory capacity to the Agency Director of SAPTA and the SSA. Its purpose is to ensure the
availability and accessibility of treatment and prevention services within the State. It consists of fifteen
members who serve for two year terms and are chosen from SAPTA funded prevention and treatment
programs. The chairperson is elected by the membership and serves as the chief executive of the Board
and provides general supervision, direction and control of affairs of the Board. The Board meets at least
quarterly, and the chairperson presides at all meetings.
SAPTA Community‐based Coalitions: In state fiscal year 2012, SAPTA funded 11 community‐based
coalitions and one statewide coalition serving all 17 Nevada counties. By convening key stakeholders,
service providers and citizens, each coalition creates comprehensive community prevention plans and
implement sustainable prevention efforts. In state fiscal year 2012, the coalitions managed 65 direct
service providers who served 27,068 participants with funds from various grants.
Workgroups
In November 2012, the Mental Health and Developmental Services (which has since merged with public
health and is now referred to as the Division of Public and Behavioral Health) established a statewide
Quality Improvement Team in an effort to recognize and improve quality and to work in collaboration as
MHDS integrates with the Nevada State Health Division (NSHD). This team consists of individuals from
MHDS mental health agencies, SAPTA and the NSHD. The Quality Improvement Team identified special
populations with specific needs to be addressed and created work groups for each. The workgroups
identified by focus area are:




Adolescent/Young Adults
Older Persons
Race and Ethnic Disparities: Native Americans
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Veterans/Military
Addictions/Co‐occurring Disorders
Criminal Justice/Law Enforcement
Homelessness

Each workgroup consists of internal (MHDS and SAPTA) and external (community at large) subject matter
experts. The teams were tasked with examining the population being addressed, and identifying the
following:







Data that supports that population’s service needs and recommendations
Identify specific needs
Identify resources in place
Identify needed resources
Determine if there is a cost factor to address the specific needs, and the approximate amount
Set a reasonable timeframe for implementation

Local Efforts
There are a number of coordinating efforts occurring between service organizations in an attempt to serve
consumers effectively. To establish a comprehensive list of formal and informal coordination efforts would
be exhaustive, so a summary list is provided below:









Operational agreements between state‐operated behavioral health agencies and county law
enforcement to establish community response teams (i.e., Crisis Intervention Team, Mobile
Outreach Safety Team).
Operational agreements between state‐operated behavioral health agencies, law enforcement,
community‐based providers and court systems to implement diversion programs through Mental
Health Courts.
Working relationships between state‐operated behavioral health agencies and local private and
public hospitals to provide acute behavioral health care.
Working relationships between counties and private therapists to provide community‐based
behavioral health care.
Working relationships between UNR School of Medicine and Rural Counseling and Supportive
Services to provide telemedicine to remote communities.
Formal collaboration between rural clinics and juvenile justice programs to integrate behavioral
health case management services into discharge planning for youth with behavioral health needs.
Formal collaboration between rural behavioral health, community coalitions and local school
districts to implement an evidence‐based behavioral health and suicide screening tool.
Formal collaboration between DCFS, counties, school districts, and community‐based providers to
provide wraparound services to children, adolescents and their families throughout the state.

Systems Reform Efforts
The Children’s Mental Health Reform Commission/Consortia in partnership with DCFS currently has a joint
subcommittee developing a strategic plan. This workgroup has identified three areas of immediate needs
in the system reform effort.
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1. Implementing policy, administrative, and regulatory change: develop a system of certification,
oversight, and quality assurance for children’s mental health providers that receive public funding.
2. Develop and expand services and supports based on the system of care philosophy and approach
by creating a “no wrong door” referral unit for any person seeking mental health services for a
child, and expanding the mobile crisis unit at Southern Nevada Child and Adolescent Services
(SNCAS), as well as creating a mobile crisis unit at Northern Nevada Child and Adolescent Service
(NNCAS).
3. Create or improve financing strategies by creating a strategic plan for braiding and blending funds
in Nevada.

Strengths and Weaknesses of Current System
Strengths
Collaborations: There are a significant amount of collaborative entities and collaborative efforts in place
working to create a better system of behavioral health care for children throughout the state of Nevada to
include the Children’s Mental Health Consortiums as well as the MOU’s and working relationships between
school districts, law enforcement agencies and DCFS.
Use of evidence‐based practices: DCFS utilize a number of evidence‐based practices including Trauma‐
Focused Cognitive Behavioral Therapy, Motivational Interviewing, Parent‐Child Interaction Therapy, and
Aggression Replacement Training.
Innovative Actions: School engagement and awareness around the importance of mental health screening
and intervention to academic learning and achievement is gaining traction. Programs and practices
occurring as evidence of this commitment include School‐Based Health Centers, Mental Health First Aid
Training, and SOS ‐ Signs of Suicide.

Weaknesses
Nevada lacks a state‐level children’s mental health authority: Nevada lacks a state‐level mental health
authority to set practice standards, and conduct quality assurance and improvement practices. Without
this type of unifying entity, there is not a system in place to do statewide planning or to develop
accountability measures. The provision of children’s mental health services by DCFS, DPBH, and (Division
of Health Care Financing and Policy) DHCFP contributes to a fragmented system of care.

“There are relatively few state laws and regulations that address the behavioral health needs
of Nevada’s children. NRS 433A and 433B allow MHDS (now DPBH) and DCFS to provide
treatment to children with emotional problems. However, these statutes provide little
guidance in establishing standards to ensure that programs and services meet the needs of
Nevada’s children and families. DHCFP funds mental health services to the largest number of
children and their families through Medicaid and CHIP. There is no clearly defined relationship
in the law between these Divisions and the services they provide”.
Nevada’s Mental Health and Developmental Services 2012 Needs Assessment
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System Configuration: The current system focuses resources on the smallest population of children and
youth requiring the most significant interventions. In the preferred method of care, the system would
primarily support prevention strategies in an effort to reduce the need for further and more costly services
in the future.
Figure 4: Current Model of Care and Preferred Model of Care

Insufficient Access to Care: The Rural Children’s Mental Health
Commission identified the following list of barriers to obtaining
children’s mental health services in the rural region:






Distance and time traveling to services.
Limited array of services/types of services available.
Complex cases requiring specialized knowledge by care
providers which are not available.
Lack of awareness of mental health issues.
Prevalence of low‐income populations with limited access
to transportation, money and/or time.

Other issues which behave as barriers to access include:




Complexity of system with completion of a significant amount
of paperwork and juggling of multiple providers.
Long waiting lists for services.
Time limited placements or services create a lack of
consistency in service provision.
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“Mental Health programs and
services for children in Nevada
– like that of most states – are
highly fragmented, under‐
resourced, and limited in scope,
and place little emphasis on
promoting children’s social and
emotional well‐being and
preventing mental health
problems”.
State Plan for Children’s
Mental Health in Nevada
2010
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Lack of Sufficient Behavioral Health Workforce:

Figure 5: Areas Shortage of Behavioral Health Providers in Nevada

Nevada suffers from a significant shortage of
behavioral health providers in all counties
except Clark. The map provided is taken from
the, “Nevada Rural and Frontier Health Data
Book ‐ 2013 Edition,” which depicts every
county in Nevada except Clark with a shortage
of mental health professionals (pg.177‐179).
In 2006, the National Association on Mental
Illness (NAMI) conducted an extensive analysis
of the statewide mental health system of care in
Nevada, giving it a grade of “D”. It conducted a
follow‐up review in 2009, and found conditions
had not changed enough to qualify raising that
grade. It went on to state that there was a need
for increased capacity for therapy, inpatient
staffing, case management, and medication
(75).
Lack of Sufficient School‐based Mental Health
Services:
School based mental health
services are insufficient to meet the growing
needs of students and are dependent upon
local districts commitment to fund such
services as no primary funding stream exists
to support these efforts.

Moving it Forward
A number of priorities have been established to move the work of promoting children’s emotional and
behavioral health forward. Overall, peer supports, and bystander training and interventions are crucial in
promoting mental, emotional, and behavioral health. Specific recommendations for Washoe and the two
rural counties follows.

Washoe County
The Washoe County Children’s Mental Health Consortium has developed four service priorities for 2014.
Listed in priority order these include:
Serve Youth in their home communities: DCFS Sierra Regional Center and Washoe County Juvenile Services
will work in collaboration to serve youth with co‐occurring mental health disorders and intellectual and
developmental disabilities. DCFS and Sierra Regional Center plan to request funding to develop and
implement a mobile crisis program in Washoe County that includes the use of a family support specialist.
All youth regardless of income and insurance status would be able to access this program.
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Help families to help themselves: Washoe County Children’s Mental Health Consortium will develop a
plan to continue expansion of school‐based screening into more schools, including middle and charter
schools while reaching out to more school staff and other trusted adults, including parents and
caregivers.
Help youth succeed in school: The Consortium will work with community agencies and the Washoe
County School District to support system‐wide implementation of Positive Behavioral Supports (PBS) so
that youth can develop pro‐social skills while remaining in their home school and family setting; the
need for more intrusive or aversive interventions will be reduced.
Help youth succeed as adults: Develop, fund, and implement system‐level policies coupled with
successful strategies to help youth with mental health needs transition to postsecondary education,
employment, and independent lives.

Rural Counties
The Rural Children’s Mental Health Consortium, which serves both Lyon and Nye County, has developed
four service priorities for 2014. Listed in priority order, are:
Determine and promote awareness of the specific challenges families of children with mental health and
behavioral disorders face in Nevada’s Rural Region: The strategy is to establish and maintain connection
through community outreach, advocate for specific mental health services on three levels: community,
county, and state coalitions, promote improvement of mental health services by assisting communities
in advocacy within internal state agencies and identify stakeholders who are in a position to facilitate
changes in each community.
Promote the mutual sharing of regional resources to improve mental health services for families of
children with mental illness and behavioral disorders in Nevada’s Rural Region: The approach is to
encourage Memorandums of Understanding (MOU) or informal agreements, promote flexibility and
access to needed services within catchment areas, inter‐state, inter‐county, and inter‐coalition
boundaries, support the establishment of an annual Nevada Rural Region mental health summit to
include stakeholder, families, youth, and all interested parties; develop ongoing ties with individuals in
the community who can assist with logistics for on‐site visits and meetings; and utilize public service
announcements (PSAs), local newspapers, and community settings to post consortium meeting agendas.
Promote and support the use of technology to enhance mental health services for families of children
with mental health and behavioral disorders in Nevada’s Rural Region: This will be accomplished by
promoting telemedicine including telephone and video conferencing and creating a website for
contacts, information, electronic record, and links.
Investigate potential delivery of mental health services to families of children age 0‐3 with possible
mental health and behavioral disorders in Nevada’s Rural Region: The strategy is to work with System of
Care (SoC) partners to explore potential funding sources, encourage SoC partners to coordinate with
other early childhood providers and community stakeholders, and collaborate with SoC partners to
identify possible mutual training and leadership opportunities.
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Element 3: Connecting Youth, Families, Schools, and Communities
Relevance
“Connectedness” is defined as the healthy, protective relationships between children and youth and the
environments in which they grow up – such as homes, schools and communities. Opportunities to
experience a sense of place, belonging, and trust during adolescence promote well‐being for both the
individual youth and the environments in which they live. Connectedness implies ideas related to
belonging, attachment, and mutual positive regard for not only individual adults with which youth have
positive relationships, but also the institutions, policies, and practices associated with the adult world
(76).
Family engagement or involvement – a strategy commonly overlooked – not only boosts student
achievement but also their connectedness, especially once a child has reached middle or high school.
Family engagement in education includes a wide range of benefits for students, including improved
school readiness, higher student achievement, better social skills and behavior, and increased likelihood
of high school graduation (77). The strongest evidence‐based research indicates that parental beliefs,
attitudes, values, childrearing practices and home–school communication are directly linked to student
success.
Likewise, feeling connected to school involves positive and prosocial connections to peers, teachers and
staff at school. Feeling connected involves a sense of enjoyment about school (i.e., students like going),
as well as a belief by students and their families that school is important—students are encouraged to
go and stay in school. It entails active engagement in school activities and a sense of belonging,
closeness, and commitment to school (78).
High levels of school connectedness have been associated with positive physical and mental health
outcomes, such as increased emotional well‐being, less substance abuse, better physical health, reduced
depressive symptoms, lower risk of violent or deviant behavior, and reduced risk for teen pregnancy.
Additionally, youth with higher levels of school connectedness also demonstrate positive academic and
education outcomes that include more regular school attendance, enrollment in school for a longer
period of time, and higher academic performance (78).
Just as family engagement can boost student success and connectedness, school and community
collaborations are also beneficial to students. Schools are
connected to organizations and resources in the community
through formal and informal partnerships and working
relationships. These partnerships between schools, families and
community organizations can improve results by strengthening
schools and improving their power to help young people succeed.
They can also improve transitions for youth across developmental
levels and learning environments, and help build the capacity for
parents and community organizations to support young people’s
healthy development. Lastly, these partnerships can prepare youth
for post‐secondary education and careers, as well as strengthen
neighborhoods and communities (79).

Social Entrepreneurs Inc.

71

In addition to student educational success, school, family, and community collaborations also ensure
school safety. This requires a broad‐based effort by the entire community, including educators,
students, parents, law enforcement agencies, businesses, and faith‐based organizations. A
comprehensive approach that addresses school safety and focuses on prevention, intervention and
response, can result in schools increasing the safety and security of students (80).

Risk & Protective Factors

Risk Factors
Ethnicity/Racial Status
Individuals risk factors and behaviors

Protective Factors
Individual

Adult support

Low‐Income
Very low levels of parental education
Single‐parent status

Family

Commitment to education

Parental language
Maternal depression
Zero‐tolerance school discipline
policy
Classroom management and learning
environment

School environment

School

Physical re‐location

Belonging to a positive peer group

Life Events
Abuse and neglect

Student involvement in
extracurricular activities

Lack of community partnerships

Access to Support Services

Attitudes and norms

Community

Attachment to community/
networks
Strong Community Pride

Risk Factors
Low‐income: Children who come from low‐income families are at risk of developing academic problems
(81). Parents of students living in a household with income above the poverty level are more likely to be
involved in school activities than parents of children living in a household at or below the poverty level
(82). In general, most low‐income children have at least one parent who works full‐time, however, high
levels of parent work are associated with low levels of parent involvement (83).
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Very low levels of parental education: Several studies have shown that there is a direct relationship
between parent education and parent involvement, particularly in that better educated parents are
more involved at school and at home (82). Parents with higher levels of education are more inclined to
report less satisfaction with school practices than parents with lower levels of education (84). This
suggests that parents with lower levels of education may not be able to advocate on behalf of their
student as well as parents with higher levels of education.
Single‐parent status: Children of single parents often have more academic and behavior problems than
do those of intact two‐parent families. Single parents tend to have fewer resources, such as money,
social support, and time to invest in their child’s education and development (84). Because of this, single
parents are less likely to be able to be involved in school or with their child.
Ethnicity/Racial status: Minority status has been associated with a decrease in the amount and quality of
parent involvement. Within communities of low‐income families and racial and ethnic minorities,
learning is not perceived as a shared responsibility among school officials, communities, and families.
This may result in less involvement from these parents in their child’s school (85). This risk is tied to the
cultural beliefs and values of the student and families.
Parental language: Parents who do not speak English at home and speak a non‐English language at
home are less likely than other parents to be involved in school and school related functions (82), simply
because of the language barrier and the cultural competency of the school.
Maternal depression: Some research has indicated that maternal depression is a risk factor for many
child problems and “…can impact internalizing and externalizing behavior of the child as well as social
and academic competence” (84 p. 3). Depressed mothers often view their role as a parent less positively
when compared to their non‐depressed counterparts. They also may have less energy, motivation, and
confidence to be involved with their children or with school personnel (84).
Zero‐tolerance school discipline policy: Zero‐tolerance policies are administrative rules intended to
address specific problems associated with school safety and discipline. This results in punishment for
any infraction of a rule, regardless if the violation was an accidental mistake or made out of ignorance or
extenuating circumstance (86). Students in schools with zero‐tolerance policies report feeling less safe
as compared to students attending schools with more moderate discipline policies, hindering the
students’ ability to foster or maintain connectedness (78).
Classroom management and learning environment: Schools with large student populations and little
resources are often characterized by large classroom sizes and teacher‐to‐student ratios, frequent
classroom disruptions and a lack of complex, active instruction. These conditions often result in poorly
managed classrooms, a risk factor for low school connectedness (78). Students are less likely to feel
connected to school if they are in a school or environment that does not meet their developmental
needs.
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Individuals’ risk factors and behaviors: Unhealthy and risky behaviors such as higher levels of violence,
cigarette smoking, alcohol and marijuana use, and earlier onset of sexual activity are associated with
lower levels of school connectedness (78).

Protective Factors
Adult support: Adult support is one factor that can increase connectedness. Research has shown that
“children and adolescents’ beliefs about themselves and their abilities are shaped by the extent to which
they perceive that the adults in their lives care about them and are involved in their lives” (87 p. 6).
When children and adolescents feel supported by important adults in their lives, they are likely to be
more engaged in school and learning. Support and caring means school staff dedicate their time,
interest, attention, and emotional support to students (78). Students need to feel that adults care about
them as individuals as well as about their academic achievement.
Belonging to a positive peer group: Students who feel connected to and are engaged in school often
have many friends who attend the same school. Their educational outcomes are “influenced by the
characteristics of their peers, such as how socially competent peer group members are or whether the
peer group supports pro‐social behavior (i.e. engaging in school activities, completing homework
assignments, etc.)” (87 p. 7) .
Commitment to education: Students and adults must be committed to learning, connectedness and be
involved in school activities. Research shows that students are more dedicated to their own education
based on how their peers and important adults perceive the importance of school, and act on their
beliefs (87). School staff who are dedicated to the education of their students build school environments
that allow students to develop emotionally, socially and mentally, as well as academically.
School environment: A healthy and safe school environment promotes connectedness among students.
A clean and pleasant physical environment at school (e.g., one free from graffiti) raises expectations for
safety and sets the stage for positive, respectful relationships (78). The school climate is influenced by
features such as “policies related to discipline, opportunities for meaningful student participation, and
teachers’ classroom management practices” (87
p. 7). A positive school environment or climate is
characterized by a number of factors like caring
and supportive interpersonal relationships;
opportunities to participate in school activities
and decision‐making; and shared positive norms,
goals, and values. Additionally, schools that have
higher rates of participation in extracurricular
activities during or after school tend to have
higher levels of school connectedness (87).
Student involvement in extracurricular activities:
Extracurricular activities increase student and
school connectedness. These activities present
opportunities for participation in formalized
experiences within school and in the community
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(88). In‐school activities include sports, fine arts, academics, clubs and student government, while out‐
of‐school activities include options for mentoring and life skills development such as those provided in
boys and girls clubs, youth groups, community service and leadership programs, and scouts. Students
who are involved in extracurricular activities demonstrate increased student engagement, academic
achievement, and prosocial behavior (78). Students who meaningfully participate in school‐based
activities have an improved likelihood of positive and healthy development, and greater levels of school
connectedness.

Current System Description
Ultimately, connecting families, schools and communities is about ensuring student academic success.
One measure is graduation rates. The average graduation rate nationally has been increasing, and hit a
record high of 80 percent in 2012. However, Nevada had the lowest rate in the country at 63 percent of
high school seniors graduating in 2012. Multiracial, Asian and White students had the highest
graduation rates at 78 percent, 74 percent and 72 percent, respectively. Hispanic, Native American and
Students that are Black had the lowest graduation rates at 55 percent, 54 percent and 48 percent,
respectively. Nevada’s special needs and non‐English‐speaking students had the lowest graduation rates
in the state. Less than a quarter of students with disabilities and English‐language learners graduated in
2012. Poor children in Nevada have the lowest chance of graduation nationally. Just 58 percent of low‐
income students graduated in 2012, the lowest rate nationally. Nevada had the lowest or second‐lowest
graduation rate in the country among Black, Hispanic, children with disabilities, English‐language
learners and economically disadvantaged students (89).
For the 2013‐2014 school year, the state of Nevada had a graduation rate of 71 percent, higher than the
2012‐2013 school year. Lyon County’s graduation rate was 79 percent, higher than the state’s, while Nye
(70 percent) and Washoe (73 percent) both had rates similar to the state.
Attendance rate, credit attainment, and grade point average (GPA) have been shown to be indicators of
student success and graduation. The average daily attendance and credit deficiency by district are found
in the following table (90). Grade point average is not available at the district level.
Table 23: Indicators of Student Success and Graduation

District
Lyon
Nye
Washoe
State

Average Daily Attendance
94.7%
93.7%
94.5%
94.4%

Credit Deficient (Seniors)
5.35%
13.6%
22.8%
22.5%

The Nevada State Board of Education recognizes that parent involvement is the key to academic
achievement. The Board adopted a parental involvement policy in 2001 that specifies that schools must
adhere to six federal requirements to build parents’ capacity to be involved in school.
1. Communication between home and school is regular, two‐way, and meaningful. Effective
communication requires school‐initiated contact with the parent and parent‐initiated contact
with the school where both parties provide vital information about a child’s strengths,
challenges, and accomplishments. To effectively communicate, both parties must be aware of
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2.

3.
4.

5.

6.

issues such as cultural diversity and language differences and appropriate steps must be taken
to allow clear communication for all participants.
Responsible parenting is promoted and supported. The family plays a primary role in a child’s
education, and schools must respect and honor traditions and activities unique to a
community’s cultural practices and beliefs. Parents are linked to programs and resources within
the community that provide support services to families.
Parents play an integral role in assisting student learning. Educators recognize and acknowledge
parents’ roles as the integral and primary facilitator of their children’s education.
Schools are open and inviting to
Figure 6: Six Federal Requirements to Build Parents’ Capacity to be
parents and families, and are
Involved
actively seeking parental support
and assistance for school
programs. Parents are welcome in
the school, and their support and
assistance are sought. Capitalizing
on the expertise and skills of the
parents strengthens the family,
school
and
community
partnership.
Parents are full partners in the
decisions that affect children and
families. Parents and educators
have a joint responsibility to
make informed decisions related
to all aspects of the education
provided to Nevada’s youth. The
role of parents in shared decision
making should be continually
evaluated,
refined,
and
expanded.
Community resources are made available to strengthen school programs, family practices and
student learning. Schools and parents will cultivate relationships with additional members of the
community in order to promote and effectively increase educational opportunities for children
(91).

Additionally, Nevada Legislature also mandated the creation of a dedicated advisory council for parental
involvement. The council must assess model programs for family engagement in other states and
identify effective methods for communications with and outreach to families, especially those with time
constraints, such as single‐parent families or those with demanding work schedules. The council is
comprised of 10 members, including school board trustees, teachers, an administrator, a Senator, an
Assemblywoman, parents and Nevada PTA members.
The Nevada Department of Education Office of Family Engagement was created under AB 224 that is
now NRS 385.600. The office works with school districts to share family engagement best practices and
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grants, collaborates with the Advisory Council on parental involvement and family engagement to create
and evaluate statewide policies, and teams with other partners and reports to legislative committees on
accomplishments.

Programs and Services Available
There are a number of programs and services available in Nevada that target connecting families and
schools. However, there remains a lack of those aimed at connecting the community to schools and
families. Programs specific to connecting families and schools tend to have a structure that supports a
culture of continuous learning in the home and at school, outreach and interaction with organizations
through diverse strategies, a policy to support leadership, procedures and processes to ensure the
needs of those involved are met, and school, home or community‐based resources (92). The following is
a compilation of programs and services available in Washoe, Lyon and Nye that target the at‐risk
population in an effort to connect them to schools:






Organizations or Networks
o Family Resource Centers
o Education Alliance
o Nevada Parent Teacher Association (PTA) and Parent Involvement Resource Center
(PIRC)
o Office of Family‐School Partnerships
o Employment Counselors/Case Managers
People or Positions
o Home Visitors/Door‐to‐Door Campaign
o Community Health Workers
o Employment Case Managers or Resource Specialists
o Parent Involvement Facilitators (PIF)
o School Psychologists
Programs
o Bigs in Blue (a Big Brothers Big Sisters partnership)
o Family to Family
o Partners in Education
o Home Visitors/Home‐Based Services
o High School Graduation Initiative and Comstock Youth Works
o McKinney Vento Program
o Health Services Hub – provides health services at school sites, thereby connecting
schools to community providers
o Watchdog Program – encourages parent engagement (particularly fathers) in school

Alignment to CLAS Standards
Parent involvement programs typically include components or full alignment to CLAS standards not only
as an evidence‐based practice but as a practical approach, as many at‐risk students and families are
English Language Learners and come from diverse cultural backgrounds. However, implementation
success varies by program depending on resources, and, the process to make improvements is ongoing.
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Each program listed above may vary in its current alignment to CLAS standards. Attention to CLAS
standards is an important priority for all SS/HS programs and strategies.

Systems Change and Integration Activities
Nevada does not currently have a formal family involvement system in place. Many activities related to
connecting families, schools, and communities have centered around the state’s family involvement
policy, and the creation of the Nevada Department of Education Office of Family Involvement, which
was created in 2012.

Technology Resources
Technology is a key medium to connecting families, schools, and communities. Computers and high‐
speed internet are tools of opportunity, in that they can overcome distance, time, language, and access
barriers to education resources. However, despite living in the day and age of technology, many low‐
income families do not have a home computer and broadband. And very often, it is the same parents
who do not have computers at home whose children struggle academically (93).
Simple and less resource hungry solutions such as the use of websites and email can provide
opportunities for quick wins in terms of family engagement. Ensuring every teacher and administrator
has an email address to handle routine matters, such as questions or scheduling an in‐person meeting.
Utilizing a website provides parents a look into the happenings of the school. E‐newsletters have also
been shown to be effective as they remove the use of the middleman (the student) to provide notices to
parents. Allowing parents online access to student data, both academic performance and behavior,
alerts parents to problems before they reach a crisis point. Lastly, while not always an option for every
school, the distribution of laptops to students and families is a strategy to increase parent involvement.
In many cases, school‐distributed laptops are a student's and a family's first ‐‐ and only ‐‐ computer.
School‐sponsored computer classes for parents can ensure that the whole family can take full advantage
of the new tool. Students can use it for school, and their parents can employ it to stay informed about
school events, through email or the school Web site (94).

Funding Streams
Parent involvement programs in Nevada are funded through federal, local and private funding. Federal
support comes in the way of both formula and competitive grants. For those schools that receive Title I
funding through No Child Left Behind (NCLB), it is required that each local education agency (LEA) must
have a written parent involvement policy. Title I, Part A of the Elementary and Secondary Education Act
provides financial assistance to LEAs and schools with high numbers or high percentages of children
from low‐income families to help ensure that all children meet challenging state academic standards
(95). Schools that receive Title I funding must incorporate parent involvement provisions that stress
shared accountability between schools and parents for high student achievement, including expanded
public school choice and supplemental educational services for eligible children in low‐performing
schools, local development of parental involvement plans with sufficient flexibility to address local
needs, and building parents’ capacity for using effective practices to improve their own children’s
academic achievement.
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Relevant Policies and Procedures
As previously stated, the Nevada State Board of Education adopted a parental involvement policy in
2001 that specifies that schools must adhere to six federal requirements to build parents’ capacity to be
involved in school. Schools that receive Title I funding must have a school parent involvement policy.
Lyon County School District
Similarly, Lyon County School District (LCSD) followed the parent involvement policy as adopted by the
Nevada State Board of Education, but also has their own policy that is incorporated into the district’s
strategic plan.
Lyon County School District’s Parental Involvement Policy, IICD, recognizes involvement as key to
academic achievement. Parents and community members are active participants in the educational
process. As partners in education, frequent two‐way communication is fostered. LCSD contracts with
ConnectEd, a web‐based communication system that allows the school to better relay scheduling of
events, student absences and other important school information. Schools use ConnectEd to notify
parents of emergency situations, upcoming events, student attendance, and to invite their participation.
The Superintendent and District staff attends community meetings to encourage feedback and fostering
positive working relationships. Additionally, Title I schools meet regularly to address parental
involvement, providing parents with training workshops and ensuring that parents are involved in the
development of each school’s parent involvement policy. The list of activities to encourage parental
involvement in LCSD includes: Parent Summits, Parent Advisory Councils, disseminating information
through brochures, holding parent‐teacher conferences, conducting workshops for parents, sending
home regular correspondence through newsletters and grade reports, providing families with support
services, maintaining open and inviting facilities, and including parents in the decision making process as
appropriate. LCSD recognizes the extreme importance of each parent’s role in the success of their
students’ academic achievement and their ongoing learning. It is an expectation of LCSD that every
teacher, during the first month of school, makes initial contact with the parents of their students to
establish an effective school‐to‐home partnership.
The LCSD website contains timely parent information and links for parents to reach individual school
websites within LCSD. Parents and community members regularly participate and provide input to
critical committees such as:






Attendance Advisory Committee
School Improvement Committee
Career and Technical Education Committee
Parent Involvement Committee (Title I)
Parent, Teacher, Student Association

Additionally, all parents may have access to their own child's grades, attendance, and the school bulletin
through LCSD's student information system known as PowerSchool. Parents are also encouraged to
email administrators and teachers through PowerSchool as a method of keeping in touch with the
educators in their children’s lives. District and school publications provide important information and a
means to communicate with District personnel (96).
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Nye County School District
The Nye County School District (NCSD) has adopted a family involvement policy similar to those of WCSD
and LCSD that also promotes the same six essential elements. In addition, the school district has a
number of partners, including parents, educators, businesses and the community, and provides
opportunities for their input and offer resources to ensure all students have equal access to quality
education (97).
Nye County School District utilizes several meaningful ways to communicate with parents, families and
communities. They recently redesigned their website to be more user‐friendly and added additional
communication areas such as: Press Releases, News, the Superintendent's weekly Monday Minutes and
email links to district level as well as school level staff. The Nye County School District's Parent
Involvement & Engagement website was also implemented in 2013 and is maintained by their parent
liaison. This website contains a multitude of information and links for parents, students and
communities.
Building support from local media for distribution of news, events and announcements is ongoing. One
of the local newspapers worked with the district to create a "Campus Corner" for their schools to
publish news, events and announcements. A local radio station willingly announces events for the
District. The development of a Facebook page is also being looked at as a possibility of increasing
communication.
A parent kiosk was created in both the Southern and Northern District offices to provide parents with an
additional option for obtaining information including use of a computer to obtain their child's academic
and attendance information. A three week progress report schedule was created district‐wide for
schools to send student reports home on a regular basis. Parent newsletters are sent home on a
monthly or quarterly basis. Parent Involvement activities have been implemented at many of the
schools including Math Night, Family Story Teller Training, as well as Title I, Gear‐up and Migrant
meetings.
Blackboard Connect is an automated phone and email system which is used regularly to communicate
information about students and events occurring at Nye County schools. This system is also used to
inform parents of emergency situations and unforeseen temporary school closures (98).
Washoe County School District
Washoe County School District (WCSD) has recognized family engagement as a critical component to
their performance framework. A committee of parents, administrators, community members and
district staff created the vision for family‐school partnerships in WCSD based on current research and
resources from Harvard Family Research Project, National PTA, the Flamboyan Foundation and the
federal framework for family engagement. They designed a rubric used to guide schools in creating
their family engagement plans as part of the School Performance Plan process for school improvement.
WCSD’s strategic plan outlines a number of parent involvement strategies, such as Parent University,
Family Access Days at UNR, and Parent Teacher Home Visits. Family engagement is now a formal part of
evaluation of schools and principals. In addition, individual schools may have programming like back‐to‐
school nights and special events. Many, but not all schools, have Parent Involvement Facilitators (PIFs)
whose primary responsibility is to help families connect to their child’s education.
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Additionally, WCSD has administrative regulation that address parent involvement. Through this policy,
six essential elements will be promoted:
1.
2.
3.
4.
5.
6.

Communication between home and school is regular, two‐way and meaningful.
Responsible parenting is promoted and supported.
Parents play an integral role in assisting student learning.
Parents are welcomed as volunteers in schools.
Parents are full partners in the decisions that affect their children and families.
Parents, school and community collaborate in order to enhance student learning, strengthen
families, and improve schools (99).

At the end of the 2012‐2013 school year, WCSD reported on progress made in family engagement. The
District’s Family‐School Partnership Office works in collaboration with the District’s Parent Involvement
Council to implement district‐wide initiatives for family engagement which included:















Continuing the second year of the WCSD Parent University in collaboration with more
community based organizations, and offering more than 250 free classes to families under five
different categories: supporting student learning, advocacy and leadership, health and wellness,
parenting and a parent’s personal growth and development. Classes were taught in schools and
community based locations and offered free childcare and interpretation.
Collaborating with Title I and key departments to provide professional development for 53
Parent Involvement Facilitators located in 48 of WCSD’s schools.
Tracking Parent Involvement Facilitator academic contacts with families in Infinite Campus
Student Information System to provide for continuous improvement and focus of the PIF
position on supporting families with their child’s academic achievement. Formalized school
reports were added for every school and distributed with the Student Monitoring Tool.
A committee of parents, community members, principals and central office staff worked
collaboratively to create a rubric for family engagement as part of WCSD’s Accountability
Framework.
A partnership with the Children’s Cabinet has placed full‐time AmeriCorps Parent Involvement
Facilitators in eight high schools to positively outreach to the families of 9th grade Risk Index
students, and support the families to monitor their child’s progress through the Infinite Campus
Parent Portal and navigate the educational system for their children.
Continuing a district‐wide Parent Climate Survey aligned with the student and staff survey.
Continuing the use of paper surveys to ensure that all parents had an equitable chance of
providing input. Collaborated with Parent Involvement Committee (PIC) in the design of the
survey questions and the communications plan. Climate data is reported back to schools
individually and is also used for district foundational goals.
The PIC’s Family Friendly Schools committee provided walk‐throughs for 31 schools that will
receive reports with suggestions on how to improve the family‐friendly environment at their
schools.
Title I supported the Parent Teacher Home Visitor Program. The program grew from 3 schools
in 2009‐2010 to more than 20 schools in the last two years.
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Supported the Superintendent in hosting six Brown Bag Lunch’s in neighborhoods throughout
the Truckee Meadows to provide parents and community members with access to district
leadership.
The Diversity and Equity Office hosted Study Circles for teachers, parents and students to
discuss race, ethnicity, and student achievement.
Staff from Family‐School Partnerships and Diversity & Equity provided professional development
to principals on cultural competency at monthly sessions. Staff facilitated the following modules:
Study Circles and a book study on Other People’s Children by Lisa Delpit.
The Education Alliance successfully closed out the Parent Information & Resource Center (PIRC)
statewide federal grant and transferred resources built over the last six years to the Nevada
Department of Education (100).

Strengths and Weaknesses of Current System
Connecting families, schools and the community has become a focus of the education system in Nevada.
There are many assets in Nevada that support connecting families, schools and the community, and
awareness of how crucial family involvement is in a student’s academic success has helped spur new
developments. Namely, the Nevada Department of Education Office of Family Engagement. The office
works with school districts to share family engagement best practices and grants, and collaborates with
the Advisory Council on parental involvement and family engagement to create and evaluate statewide
policies. Additionally, a common strength is the district and school‐level policies pertaining to family
involvement. These policies provide a framework for parent involvement but also leave autonomy to the
schools to decide on what implementation should look like. Nevada has also worked to provide clear
and strong protections to employees with children attending school. This law prohibits employers from
either terminating or threatening to terminate parents for attending meetings on behalf of their
children when requested by school administrators.
One notable weakness of the current system in Nevada is that many schools have moved towards a zero
tolerance policy towards violence, possession of illegal substances or paraphernalia, fighting, gang
activities, and weapons. A zero tolerance policy, identified as a risk factor, assigns explicit, pre‐
determined punishments to specific violations of school rules regardless of the situation or context of
the behavior. While such a policy was designed to deter students from violent or illegal behavior,
evidence has shown that this has an opposite effect. Research has demonstrated a link associated with
these policies and a number of negative outcomes. For example, students who receive a suspension in
middle or high school are significantly less likely to graduate on time and are more likely to drop out of
school (101).
Although schools in Nevada have zero tolerance policies, Nevada Revised Statutes, Title 34, Chapter 392,
Section 4655 states that if a student is removed from class, school administrators must convene a
meeting with the family and the teacher who removed the student. Furthermore, schools are required
to develop behavior plans before suspending or expelling a student who demonstrates a habitual
disciplinary problem. These behavior plans must be developed to provide interventions to help the
student and allow for the parents to attend school with the student, attend family counseling or
implement other available alternatives (91).
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Moving it Forward
There are some opportunities to make improvements in connecting families, schools, and the
community in alignment with Safe Schools and Healthy Students.
Consider alternatives to zero tolerance policies: Non‐punitive approaches to negative behavior, such as
targeted behavioral supports for at‐risk students, have been shown to reduce violent behavior in school.
Other alternatives to zero tolerance that take a largely preventative approach to violence and
misbehavior, such as character education or social‐emotional learning programs, have also been shown
through evaluations to have significant, positive impacts on student behaviors as well as academic
achievement (101).
Improve access to, and use of technology: Research and other successful parent involvement programs
recognize the fact that technology is a key piece to connecting schools, families, and the community. It is
an easy medium to initiate parent‐teacher conversations, for parents to check student achievement
status and to foster parent skillsets so that they are able to guide and prepare their children for a
technology‐based society (93).
Continue fostering relationships and partnerships: Ultimately, connecting families, schools and
communities is dependent on the relationships between the three parties. Nevada schools have already
begun the heavy lifting by implementing parent involvement policies but it is crucial to continue
fostering relationships with families and the community.
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Element 4: Preventing and Reducing Alcohol, Tobacco, and Other Drug Use
Relevance
Behavioral health is comprised of a person’s mental and emotional well‐being combined with the
individual choices they make that affect their well‐being (102). It is essential to a person’s well‐being,
healthy family and interpersonal relationships, and the ability to live a full and productive life.
People, including children and adolescents, with untreated mental health disorders are at high risk for
many unhealthy and unsafe behaviors, including alcohol or drug abuse, violent or self‐destructive
behavior, and suicide—the 11th leading cause of death in the United States for all age groups and the
second leading cause of death among people ages 25 to 34 (103).
Behavioral health disorders are a concern for people of all ages, including children and adolescents. In
2010, 1 in 5 children and adolescents in the United States had a behavioral/mental health disorder. In
2009, the Institute of Medicine's Committee on the Prevention of Mental Disorders and Substance
Abuse among Children, Youth and Young Adults released a report of research conducted over the past
15 years on preventing mental, emotional, and behavioral (MEB) disorders. It noted that between 14
and 20 percent of youth experience MEBs, including depression, conduct disorder, and substance abuse.
Often, symptoms of anxiety disorders emerge by age 6; behavior disorders by age 11; mood disorders by
age 13; and substance use disorders by age 15 (103). Frequently identified is attention deficit
hyperactivity disorder (ADHD). Mental health disorders among children and adolescents can lead to
school failure, alcohol or other drug abuse, family discord, violence, and suicide (103). Fifteen percent of
high school students have seriously considered suicide, and 7 percent have attempted to take their own
life (103). For adults that reported having a mental or substance use disorder during their lifetime, more
than half identified it starting in childhood or adolescence. This included problem behaviors (early
substance use, antisocial or aggressive behavior and violence) and diagnosable disorders. Finally, it is
common for both adults and children to have co‐occurring mental health disorders (103).
The link between substance use and behavioral health has been established through Substance Abuse
and Mental Health Services Administration’s (SAMHSA) annual National Surveys on Drug Use and
Health. Among youth who had not used alcohol or an illicit drug previously, those with a major
depressive episode were about twice as likely to start using alcohol or an illicit drug as youth who had
not experienced a major depressive episode (104).
Behavioral health disorders are among the most common causes of disability in the United States. A
recent study showed that 26.2 percent of adults in the United States had a mental health disorder
within the previous 12‐month period. Behavioral health disorders increasingly affect children and
adolescents.
Information from the fields of neuroscience and behavioral medicine reveal that mental functioning has
a physiological foundation. This means that behavioral/mental health is interconnected with an
individual’s physical and social functioning and overall health outcomes (41). It is associated with the
prevalence, progression, and outcome of chronic diseases, including diabetes, heart disease, and cancer
(105).
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The spectrum of behavioral health disorders includes stress and psychological distress, substance abuse
and addiction, mental disorders, serious mental illness, self‐harm, and suicide (106). Behavioral health
disorders can have harmful and long‐lasting effects—including high psychosocial and economic costs—
not only for people living with the disorder, but also for their families, schools, workplaces, and
communities (103).
More than three decades of prevention research have provided clear evidence within the context of a
broader public health approach to addressing problems related to alcohol, tobacco, and other drug use
and abuse and mental/emotional behavior disorders (MEB) (107). The Affordable Care Act increased
commitments from the government, states, and community to prevention which bridges physical and
behavioral health and well‐being with increased access to effective care (108). The capability exists now
to develop and implement effective policies and strategies to reduce problems. Studies evaluating
preventive interventions indicate that it is possible to have communities where fewer people develop
problems with alcohol, tobacco, and other drugs. This then leads to less crime, fewer unwanted
pregnancies, a reduction of sexually transmitted diseases; and decreased incidence of depression and
anxiety (109).

Risk & Protective Factors
The table below lists various risk and protective factors known to impact alcohol and other drug use. A
more detailed discussion of each factor follows the table.
Risk Factors

Protective Factors

Chronic stress

Early identification and intervention

Exposure to trauma
Gender and sexual identity

Individual

Poor self‐esteem and social
interactions

High quality early care and education
experiences
Nurturing relationships
Positive early experiences for the child

Early identification and intervention
A toxic environment

Evidenced‐based treatment for trauma

Biologic conditions

Nurturing relationships
Parental education and knowledge of
child development

Chronic stress
Parental mental illness, substance
abuse, and domestic violence

Family

Positive home environment
Resilience, adaptive, and pro‐social
behaviors
Social connections
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Risk Factors

Protective Factors

A toxic environment

Early identification and intervention
High quality early care and education
experiences

Attitudes and norms
Chronic stress

School

Poor self‐esteem and social
interactions

Absence of formal intervention when
needed
Abuse and neglect

Parental education and knowledge of
child development
Positive environmental factors

Life Events

A toxic environment
Attitudes and norms
Exposure to trauma

Nurturing relationships

Evidenced‐based treatment for trauma
Nurturing relationships
Evidenced‐based treatment for trauma

Community

High quality early care and education
experiences
Positive environmental factors

Risk Factors
Risk factors are measurable characteristics that can be associated with a negative problematic outcome.
Risk factors can occur on multiple levels, including biological, psychological, family, community, and
cultural levels.
Absence of formal intervention when needed: Research has shown that among youth with established
cognitive disabilities, limited access to intervention is a risk factor for individual children and within
communities.
Abuse and neglect: Children and youth that experience maltreatment are more likely to have
considerable problems in social competence. Abuse is especially harmful to social and emotional
development because it is interpersonal; the source of the hurt and harm should be the source of
attachment and safety (32). Abuse and neglect are risk factors for individual children and within
communities.
Attitudes and norms: The attitudes of individual youth, their parents and peers, as well as the
community at large can influence behaviors related to alcohol and other drugs, as well as school
attendance and social interactions. If peers, parents and the community condone and promote
substance use, youth are more at risk of behavior health issues, including substance abuse (110).
Gender and sexual identity: Gay, lesbian, transgender and gender‐queer youth experience the same
mental health issues as other adolescents. However, they may also be feeling lonely and might not share
their feelings about sexual orientation or gender identity because they fear people will reject them.
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Having this extra burden can cause these adolescents to have a higher risk for serious behavioral health
issues (111).
Poor self‐esteem and social interactions: Adolescents experiencing low self‐esteem, perceived
incompetence, poor social skills – including communication and problem solving skills, and youth with
an extreme need for approval and social support – are at risk of experiencing behavioral health issues,
including depression and anxiety (110).
Biologic conditions: Prenatal damage from exposure to alcohol, illegal drugs and tobacco, and low birth
weight are shown to be risk factors for developing a mental disorder or experiencing problems in social‐
emotional development. These are distinct from genetic conditions and disorders (112).
Chronic stress: Chronic stress is caused when a child or adolescent experiences “strong, frequent and or
prolonged adversity—such as physical or emotional abuse, chronic neglect, caregiver substance abuse,
exposure to violence, and/or the accumulated burdens of family hardship—without adequate adult
support” (33).
Parental mental illness, substance abuse, and domestic violence: Children of parents with a mental
illness are more likely to experience psychosocial problems themselves (27). Young children with other
family risks, such as substance abuse and domestic violence, are also more likely to have problems such
as anxiety and depression, hyperactivity, and aggression (27). Between 20 and 50 percent of
depressed children and adolescents have a family history of depression. The risk is greater if both
parents have had a depressive illness, if they were depressed when they were young, or if a parent had
several episodes of depression (112).
Exposure to trauma: A traumatic event is defined as an event that threatens injury, death, or the
physical integrity of self or others and also causes horror, terror, or helplessness at the time it occurs
(34). Traumatic events, like a natural disaster or losing a loved one, can elicit mental and physical
reactions in children that, if untreated, can become chronic, maladaptive “traits” that characterize how
children experience the world (32). According to the American Psychological Association, “race and
ethnicity, poverty status, and gender affect children’s risk of exposure to trauma. For example,
significantly more boys than girls are exposed to traumatic events in the context of community violence,
and serious injury disproportionately affects boys, youths living in poverty, and Native American youths”
(34). Trauma can be a risk factor for an individual child, or, again, become common in a community
where crime and or violence are persistent.
A toxic environment: There are many aspects of environment (home or community) that can be
considered toxic to behavioral health. Because they are in developmental transition, adolescents and
young adults are particularly sensitive to environmental influences. Environmental factors, including
family, peer group, school, neighborhood, policies, and societal cues, can challenge young people’s
health and well‐being. Adolescents who grow up in neighborhoods characterized by poverty are more
likely to be victims of violence; use tobacco, alcohol, and other substances; become obese; and engage
in risky sexual behavior (32). Dysfunctional aspects of family life, such as severe parental discord, a
parent's psychopathology or criminality, overcrowding, or large family size, can predispose the child
to conduct disorders and antisocial personality disorders, especially if the child does not have a loving
relationship with at least one of the parents (112).
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Protective Factors
Protective factors are resources within the individual, family, or community that are associated with a
lower likelihood of negative problematic outcomes. They reduce the negative impact of a risk factor on
a problem outcome. Protective factors buffer children and youth from exposure to risk by either
reducing the impact of the risks or changing the way that young people respond to them (110). Positive
development in adolescence can be seen in physical development, intellectual development,
psychological and emotional development, and social development (113).
Resilience, adaptive, and pro‐social behaviors: Just as many childhood disorders and difficult behaviors
have an inherited basis, there is also evidence to support an inherited basis for traits associated with
social and emotional well‐being. As a result, individual children may be able to better manage stress
and adversity than others, and for all children, these behaviors and skills to manage adversity can be
learned and strengthened.
Early identification and intervention: When a concern is noted, “well‐designed and successfully
implemented interventions can enhance the short‐term performance of children” (26 p. 343). Longer‐
term improvements have also been measured. When children have access to appropriate supports in
the early years, interventions can have powerful and long‐lasting positive impacts.
Nurturing relationships: Nurturing relationships are the basis for attachment and early social and
emotional development and learning. While some aspects of social and emotional development have a
strong genetic basis (e.g. extraversion, self‐control and emotionality, as well as childhood disorders)
children with nurturing relationships and well‐prepared caregivers have been shown to fare better than
those with parents who are overburdened by substance abuse or antisocial behavior disorders
themselves (26 p. 42). A supportive context for children to grow up in can help to moderate the
development of inherited tendencies (26 p. 43). The relationship between a child's temperament and
parenting style is complex; it may be either protective if it is good or a risk factor if it is poor (112).
Parental education and knowledge of child development: When parents and other caregivers have
information about typical development, they are more likely to have reasonable expectations for the
child and also be more aware when a concern is warranted. Information received through social
connections like playgroups and preschools, well‐child screenings, early care and education sites, and
through parent screenings, like the Ages and Stages Questionnaires (ASQ and ASQ social‐emotional), can
indicate further assessment and, when warranted, drive interventions (43).
Positive early experiences for the child: Good education, access to health care, nutrition, and caregiving
are examples of positive experiences that can significantly improve developmental outcomes for
children (26). Not all experiences need to be perfect. Researchers note that some stress is normal and
part of optimal development. Examples of positive stress include the first day with a new caregiver, or
immunization received (33).
High quality early care and education experiences: In the early years, care and education outside of the
home that is of high quality has been shown to have long‐term outcomes, extending into adulthood.
High quality environments are safe and nurturing, provide developmentally appropriate opportunities to
learn and experience, and are based in respectful and positive relationships. The impact of high quality
early care and education has been shown to mitigate some of the negative effects of poverty (41).
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Positive home environment: The home environment has been shown to help predict positive outcomes
among children. Describing an optimal home environment can be difficult, especially across cultures, but
items like parental acceptance, safety, toys and learning games are aspects of the home environment
associated with improved developmental outcomes (42).
Evidence‐based treatment for trauma: Families, communities and formal treatment can help children
that have experienced trauma. For example, cognitive–behavioral therapy (CBT) techniques have been
shown to be effective in treating children and adolescents who have persistent trauma reactions (34).
Social connections: Families that have access to positive social connections are able to better support
and care for their young children, and may be better able to understand and cope with negative
behaviors from their child (43).
Positive environmental factors: Positive supports, including family, peer group, school, neighborhood,
policies, and societal cues, can enhance young people’s health and well‐being. Attitudes held and
expressed by youth, their parents and peers, as well as the community at large, can influence positive
behaviors related to alcohol and other drugs, as well as school attendance and social interactions (110).

What the Does Data Tell Us
Alcohol and Drugs
Join Together of Northern Nevada data about alcohol and drug use for high school students in the
Washoe County School District shows a number of positive trends (declining). However, other areas of
drug use are increasing, as shown below. Trends are for 2007‐2013, unless otherwise noted below.
Details about alcohol, drugs, and tobacco trends in Nevada and the three regions follows (114).
Table 24: Trends in Alcohol, Drugs, and Tobacco Use

Declining Trends
 Consuming alcohol
 Binge drinking
 Alcohol as the primary drug of
choice for Washoe County
adolescents entering
treatment programs
 Smoking cigarettes
 Drug and DUI arrests
 Underage drinking
 Suspensions/expulsions
related to alcohol or drug
violations, middle school and
high school (2011‐2013)*

Increasing Trends
 Marijuana use
 Marijuana as the primary drug of
choice for Washoe County
adolescents entering treatment
programs
 Methamphetamine
 Cocaine

Using drugs/alcohol prior to
having sex

(*All schools declined except for Region 4 which covers Reed High School, Sparks High School, Mendive Middle School, Sparks
Middle School, and Dilworth Middle School.)

Alcohol
In Nevada, 21.4 percent of high school students reported riding in a vehicle driven by someone who had
been drinking alcohol, and 7.0 percent reported driving a vehicle when they had been drinking. These
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indicators are slightly higher for Washoe County’s students who reported riding in a vehicle by someone
who had been drinking (24.6%) and driving a vehicle when they had been drinking (11.7%). The
indicators for Lyon/Mineral/Storey region and the Nye/Lincoln region are closer to Nevada’s in both
situations (21).
Regarding alcohol consumption, one in every three (33.3%) high school students in Nevada reported
having at least one drink of alcohol on at least one day during the previous month and 17.5 percent of
them had five or more drinks of alcohol in a row within a couple of hours on at least one day during the
same period (binge drinking). The indicators for Washoe County and the Lyon/Mineral/Storey region are
slightly higher than Nevada’s, showing 36.5 percent and 38.7 percent respectively for students who
currently drink alcohol, and 23.3 percent and 26.2 percent respectively for students who had five or
more drinks in a row within a couple of hours. The Nye/Lincoln region had 28.40 percent of students
indicating they had at least one drink of alcohol during the previous month and 19.7 percent who
reported binge drinking (21).
Drugs
Nearly 40 percent of Nevada’s high school students reported using marijuana one or more times during
their life, and 9.6 percent of them tried
Chart 8: Primary Drug of Abuse by Youth Admitted to State-Funded
it for the first time before age 13.
Treatment Program (2008-2010)
About a fifth (18.5%) of these students
reported using marijuana one or more
times during the previous month.
Washoe County’s indicators were
higher than Nevada’s with 49.2 percent
of students reporting they had ever
used marijuana, 13.7 percent reporting
they had tried it before age 13, and
28.2 percent reporting they currently
use
it.
Reports
from
the
Lyon/Mineral/Storey region, and the
Nye/Lincoln region related to these
scenarios were similar to Nevada’s (21).

Source: Join Together Northern Nevada Prevention Plan, 2014

As the chart at above shows, the number of youth admitted to state funded treatment programs with
marijuana as their primary drug of abuse exceeded those admitted for alcohol each year, 2008 through
2010. In 2008, the ratio of marijuana to alcohol abuse admissions was 4 to 1. By 2010, alcohol abuse
admissions more than doubled.
Nevada’s students reported having used illegal drugs one or more times during their life, as: 4.9 percent
reported using methamphetamines, 7.8 percent used cocaine in any of its forms (e.g., powder, crack, or
freebase), and 3.2 percent used heroin. In addition, 9.8 percent reported using inhalants by sniffing glue,
breathing the contents of aerosol spray cans, or inhaling paints or sprays to get high, and 10.8 percent
used ecstasy. Washoe County’s percentages regarding the use of illegal drugs were slightly higher than
the Nevada’s, reaching 16.2 percent in the case of ecstasy use. In most of the cases, the indicators for
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the Lyon/Mineral/Storey region, and the Nye/Lincoln region were also slightly higher than the Nevada’s
(21).
Additionally, 18.4 percent of high school students in Nevada reported taking prescription drugs without
a doctor’s prescription one or more times during their life. A total of 17.3 percent used synthetic
marijuana, 3.9 percent took steroid pills or shots, and 3.7 percent used a synthetic drug called “bath
salts.” In comparison with Nevada’s indicators, the Nye/Lincoln region showed a higher use of
prescription drugs without a prescription (23.9%). The Lyon/Mineral/Storey region showed higher
percentages for high school students who took steroids (6.1%) and synthetic marijuana (25.7%). Washoe
County’s indicators showed a higher use of “bath salts” (5.6%) (21).
Furthermore, a total of 3.4 percent of Nevada’s high school students reported using a needle to inject
any illegal drug into their body one or more time in their life. The Lyon/Mineral/Storey region and
Washoe County showed similar indicators. No data was available for the Nye/Lincoln region (21).

Mental Health/Wellness
During the 12 months before being surveyed, nearly one third (31.7%) of high school students in Nevada
felt sad or hopeless almost every day for two or more weeks in a row so that they stopped doing some
usual activities, and 19.3 percent of them seriously considered attempting suicide. Whereas 34.0
percent of Washoe County’s students reported feeling sad or hopeless and 20.9 percent considered
attempting suicide. Reports from the Lyon/Mineral/Storey and the Nye/Lincoln region related to these
situations were also similar to Nevada’s (21).
In addition, during the same period, 16.5 percent of Nevada’s high school students made a plan about
how they would attempt suicide. A total of 11.8 percent of them attempted suicide one or more times,
and 4.3 percent of those attempts resulted in an injury, poisoning or overdose that had to be treated by
a doctor or nurse. The indicators for students from Washoe County, the Lyon/Mineral/Storey region,
and the Nye/Lincoln region were close to Nevada’s (21).

Tobacco
In Nevada 14.3 percent of high school students reported currently using tobacco in the form of
cigarettes, smokeless tobacco, or cigars. The Lyon/Mineral/Storey region’s students and the Nye/Lincoln
region’s students reported a considerably higher use of tobacco (23.4% and 23.6%, respectively), while
Chart 9: Types of Arrests of Youth in WCSD (2007-2009)
18.4 percent Washoe County’s students
reported currently using tobacco (21).

Disciplinary Actions Related to
Substances
Many youth disciplinary actions involve
alcohol and drugs. In 2013, WCSD issued
a combined total of 1,054 student
citations, referrals and arrests at high
schools (N=704), middle schools
(N=283), and elementary schools (N=67).
A review of arrest data from local
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Washoe County law enforcement agencies provides information about the types of youth arrests
between 2007 and 2009 (114). Alcohol arrests were twice as frequent as either drug abuse or vandalism
arrests each year (114).
Of the 600 high school disciplinary events reported for Lyon County School District in 2013, 66 (11%)
resulted in suspension or expulsion due to drugs/alcohol. The drug or alcohol related events were for:
possession of controlled substances, 37, (6.2%); possession of alcohol, 18, (3.0%); and distribution of
controlled substances, 11, (1.8%) (115).

Homeless Youth
Washoe County School District (WCSD) Children in Transition Program, which provides school
support liaisons for children living in motels or shelters, has grown exponentially just in the last two
years. In October 2012, the program counted 1,231 Children in Transition and in May 2013, there
were 2,836 – a 130 percent increase in less than one year. As of May 1, 2014, there are 3,977
Children in Transition, up 40 percent from a year ago. That represents 6.2 percent of WCSD’s
student population that are homeless (116).
During the annual point in time count of homelessness, conducted January 30, 2014 throughout the
state, rural Nevada identified 39 youth living in shelters or transitional housing (22% of all homeless
counted). In addition, there were 1,594 children in eight rural counties identified by schools as
experiencing homelessness. The largest group of children, those “doubled up”, is most likely living in
areas that do not have enough emergency shelters, transitional housing or other resources to keep
them housed. Counties participating in the 2014 School Count included Carson, Churchill, Douglas, Elko,
Humboldt, Lander, Lyon and Nye (117). Interviews conducted by Reno Area Alliance for the Homeless
on January 30, 2014 with homeless youth provides insights about their increased risk factors, including
chronic stress, exposure to trauma, living in a toxic environment, and the absence of formal intervention
when needed. For example:





Some youth had been a victim of crime, 6 (19%), mostly assault or robbery, while 12 (28%) had
committed a crime in exchange for food or shelter.
Sixteen youth (38%) reported having some kind of mental health illness, while 15 (36%) did not
have a disabling health condition. Twenty‐six
youth (60%) were prescribed medication for
depression and anxiety. Although only two
youth (5%) were in current need of medical
attention, 18 of the 27 youth interviewed
(67%) reported not getting the care they
needed because of lack of money or medical
insurance.
Many of the youth had been kicked out of
their last home (19 or 44%) and had been
living in Washoe County for six or more years
(21 or 49%) (118).
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Current System Description
The behavioral health system in Nevada is comprised of federal, state and local resources that operate
under a variety of funding sources, priorities and mandates. Services throughout the state differ based
on target population, geographic region and funding source. As a result, there are often different
challenges for persons seeking behavioral health assistance based on services available and where they
are sought. The most significant provider of public behavioral health services in Nevada is the Division
of Public and Behavioral Health (DPBH) (20). Programs and services that prevent or reduce the use of
alcohol, tobacco or other drugs among adolescents vary across the three regions. Many are conducted
as part of a larger system (e.g., county and state public and
behavioral health and human services, school districts,
juvenile justice, and child welfare). Many other efforts are
The Hispanic/ Latino
guided by community coalitions or fall under the purview of
population represents 26.5
nonprofit and community based organizations, as well as
percent
of the population, yet
private practitioners.
they receive only 12.5 percent
Penetration rates show that Nevada serves one child (ages 0‐
of the behavioral health
12) for every four, on average, served nationally; with the
services provided.
same penetration rates for youth (ages 13‐17). Behavioral
From the 2013 Mental Health
health consumers served largely reflect the racial
Gaps Analysis Report
demographics of the state. However, while 26.5 percent of
the population in Nevada is Hispanic/Latino, they only
represent 12.5 percent of those served. Additionally,
penetration rates reveal that Nevada reaches a significantly
lower percentage of Hispanic consumers needing services when compared to national averages. As part
of the 2013 Mental Health Gaps Analysis report development process, a consumer survey was issued to
identify how people access services, their satisfaction with services received and identification of gaps in
the service delivery system. Sixty‐two percent (N=337) of those who responded indicated that
behavioral health concerns were a big issue in their community with a lot of needs that remain
unaddressed (20).

Strengths and Weaknesses of Current System
Strengths
The Nevada Division of Public and Behavioral Health (DPBH) has been working to move programming
down to the local level, with the state providing support. The Community Coalitions are seen as a
vehicle for taking action and making change happen. Further, school engagement and awareness around
the importance of mental health screening and intervention to academic learning and achievement is
gaining traction. Programs and practices noted include Mental Health First Aid Training, SOS ‐ Signs of
Suicide, and Mental Health Summit.
The Washoe County Children’s Mental Health Consortium (WCCMHC) is focused on many issues
affecting youth that align with Element 4 of the SS/HS initiative. The WCCMHC continues their efforts to
expand the community and school‐based youth suicide prevention program, encompassing the school
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district youth suicide prevention plan, community education, and mental health promotion with the
desired outcome to increase connectedness of Washoe County youth and families to schools, and
extend that to the greater community. The guiding principles of “child‐centered services” and “no
wrong door” have been adopted with a universal intake form and process named the “Network of
Opportunities (NOW)” program.
Lyon County has made significant efforts to lower it substance abuse, mental health, and other
unhealthy rates through the Healthy Communities Coalition, Lyon County School District, and their
partners. Recent progress toward using the schools as the opportunity to reach kids and help establish a
strong basis of health is considered a strength. School Based Health Centers (SBHC) in Lyon and Washoe
Counties are examples of integrating health care (preventive and primary care) into the schools. SBHCs
provide a solid starting point for launching an integrative strategy for addressing the SS/HS elements
within a single location or corridor of schools within a district.
While there is no organized, county‐wide effort currently to prevent behavior health problems that
include substance abuse in Washoe County, there are several unlinked services and programs offered
throughout the county. Two school‐based programs addressing behavioral health include the Safe and
Drug Free Schools Program and the Sexuality, Health, and Responsibility Education (SHARE) Program. To
better address these issues, a coalition made up of several public and non‐profit agencies recently
applied for a Drug‐Free Communities Grant to provide coordinated services throughout Washoe County.
Nevada Alliance for Drug Endangered Child (DEC) and the institutionalization of the DEC initiative is a
strength. DEC environments are now defined, and a process for providing both investigation and
protection of the child has been implemented. A formalized DEC memoranda of understanding (MOU)
and protocols have been developed in every county. Further, a structure is now in place from which
people can work to accomplish the goals outlined in the MOU and leverage resources, so kids can have
the interventions they need in the long term.

Weaknesses
In Nye County, the substance abuse problem remains a challenge, although the community recently
began seeing significant successes in dealing with methamphetamine use, from its high in 2003 of 17.1
percent of students reporting any use in the last 12 months to 5.9 percent in 2009 when prescription
abuse boomed. Another significant issue across Nye County is the very limited access to professional
assistance. There are waiting lists at the few providers available and they are located in Pahrump.
Outlying communities get occasional visits from a provider. Nye County ranks 15th of 17 counties when
it comes to health ranking, with above the state rates of smoking and excessive drinking (22). Lyon
County lacks sufficient mental health providers. The ratio of providers to individuals is 1 to 10,422 (20).
Washoe County Juvenile Services reports that approximately 70 youth in any given year are placed in a
residential treatment center due to mental and behavioral health issues. The majority of these youth
were in a mental health crisis at the time of detention. These youth are typically sent out of state to a
Residential Treatment Center due to a lack of community based placement options with trained staff
that can address their needs (24).
Additionally, key informants interviewed noted a number of areas where there are gaps. Getting
students and their families’ access to and timely services remains an issue for the rural communities in
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particular, but also in areas of Washoe County. Lack of Mental Health and Behavioral Health (MH/BH) in
all three counties and physical health professionals in rural communities is tied to:
 Medicaid limitations.
 The need to think differently about how to meet the needs and address policies, liability
concerns.
 Either there are no providers to address extreme MH/BH issues, or there is a waiting list.
Service Access/Eligibility are sometimes limited by whether or not a child is formally entered into a
system (CPS, juvenile services, etc.). This limits the ability for people to take action sooner and offer
wraparound services for families and youth to keep them out of the system entirely. Several
interviewees repeatedly commented about the need for a school‐based resource person that included
ideas such as:
 School social workers
 Community Health Advocates
 SS/HS coordinators or other paraprofessional/professional staff to serve as adjunct to
counselors and nurses.
Despite many of the interviewees noting some movement toward increasing their cultural competency
in addressing the needs of non‐majority populations, low‐income or children in poverty, or children with
special needs (homeless, disabilities, etc.), most still acknowledged that there was a lot more that could
be done to insure children don’t fall through the cracks and can have equitable access and treatment
through the schools and community resources. Increased cultural competency understanding and
training for staff are desired to effectively meet the needs of all students.
The Washoe County Children’s Mental Health Consortia noted needs for system change that go beyond
a county. They identified the need for increased collaboration to serve youth with co‐occurring mental
health disorders and intellectual and developmental disabilities. Other gaps identified by the WCCMHC
Youth Resources Panel include the detection of youth aging out of public sector agencies (i.e., Child
Welfare, Probation, Parole) in need of long‐term behavioral health service with either public sector
agencies, or private sector agencies, and a stream‐lined referral process to connect youth with the
proper services.

Programs and Services Available
In Nevada, the primary providers of behavioral health services, including substance abuse services, are
the public behavioral health system, non‐profit/community‐based organizations, private practitioners,
psychiatric hospitals, and federally qualified health centers.
State Sponsored Services: The State of is the most significant primary provider for behavioral health. The
Division of Child and Family Services (DCFS) provides behavioral health services to children and
adolescents in Washoe and Clark Counties, while the Division of Public and Behavioral Health (DPBH)
provides services to children through their clinics in rural areas of the state. Medicaid fee for service
(FFS) providers provide services to children, however they are limited in their availability throughout the
state; and Medicaid managed care organizations (MCO) provide services to children in Washoe and
Clark Counties.
Non‐Profit, Community‐based Organizations: Community‐based organizations provide behavioral
health, substance abuse and co‐occurring disorder counseling and supportive services. Community‐
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based organizations throughout the state vary in target population, approach, location, and accessibility.
These services are primarily grant funded and more prevalent in urban areas. There are great
differences in the sophistication and the capacity of these providers throughout the state.
Private/Fee for Service Psychiatric Providers: Private practitioners and psychiatric hospitals are
concentrated primarily in Washoe and Clark Counties. Access to these services often depends upon
Medicaid enrollment and/or medical insurance. Throughout rural Nevada, there is a significant shortage
of mental health professionals.
Managed Care Organizations (MCOs): Managed care in Nevada is only available in the urban areas of
Washoe and Clark Counties. The two MCOs offering behavioral health care services through contracts
with state Medicaid are Health Plan of Nevada (HPN) and Amerigroup Community Care (74). The MCOs
are able to provide certain benefits to recipients that Medicaid Fee for Service is not able to and, for this
reason, is the best option for individuals needing behavioral health care services.
Federally Qualified Health Centers (FQHC): FQHCs provide services in the most medically underserved
areas and/or to the most medically underserved populations. Nevada is host to a total of 31 FQHC
clinics, of which only two offer behavioral health services.
Secondary Service Providers: Many of the SS/HS partner organizations fall into this category. While often
they do not see themselves as providers of behavioral health services and are not equipped to fully
address the behavioral health problems they encounter, secondary service providers are part of a
continuum of services providing access to care. These secondary providers include specialty courts,
hospital emergency rooms, juvenile justice and law enforcement agencies, primary care practitioners,
school districts and rural community health and social service centers. They often provide services when
needed and extend the reach of the primary providers of behavioral health services.
Adolescent Substance Abuse Treatment is limited throughout the three SS/HS regions. There are very
few resources for adolescent substance abuse and mental health residential treatment. Adolescent
Treatment Center and Children’s Behavioral Services are two state residential programs that serve
children and adolescents in Washoe County, and Willow Springs Center, West Hills, and Quest
Counseling are the three community‐based residential behavioral treatment facilities. There are many
private out‐patient services; however, bilingual services are extremely limited in out‐patient practices.
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The Children’s Cabinet is the only out‐patient program that provides adolescent mental health services
at no cost to the family.
Nevada identified the need to strengthen services by increasing the number of clinicians who specialize
in treating adolescents and those who are trained in assessment and treatment of adolescents with co‐
occurring conditions (119).
During the needs assessment process, the SS/HS partners identified a number of programs implemented
throughout the three regions and the state which are aimed at addressing youth behavioral health
issues, including substance abuse, as listed below by region.
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Table 25: Youth Behavioral Health Programs by County

Type of Program
School‐based
Programs and
Resources

Community‐based
Programs and
Resources

County
Lyon
 Bullying/Emotional Health
whole class lessons
 Character Education
 Counselor's groups for students
identified at high risk for alcohol
or drug abuse
 DARE Program, targeting the
6th grade
 Emotional Health and Drug and
Alcohol Awareness, whole class
lessons
 Every 15 Minutes program
 Project Success
 Red Ribbon Week
 Say It Straight
 Sexuality, Health and
Responsibility Education
(SHARE)
 Stand Tall/Don't Fall

Nye
 Every 15 Minutes Program
 Red Ribbon Week
 Sexuality, Health and
Responsibility Education
(SHARE)
 School psychologist (N=1)
 Teen Screen
 Signs of Suicide (SOS)

Washoe
 Safe and Drug Free Schools
program
 Sexuality, Health and
Responsibility Education
(SHARE)
 Positive Behavioral Supports
 Project Towards No Drugs
 Washoe High School programs
(Innovations, Inspire,
Reengagement Centers, Turning
Point) provide educational
options for students at risk for
school failure, and students
with significant
emotional/behavioral support
needs (120)
 Week of Respect
 Children in Transition Program
(homeless)
 School psychologists (N=39)
 Signs of Suicide (SOS)
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40 Assets/Developmental
Assets Framework
Adult and Youth Outpatient
Substance Abuse Treatment
Drug/Alcohol Counseling group
for youth
Girl's Circle
Internet Safe, whole school




Community Counseling Center,
Pahrump, addiction and
substance abuse treatment
Eagle Quest, Pahrump
substance abuse programs
Most of Us Campaign,
Methamphetamine and Rx drug
awareness and counter

Cross Over Youth Project (121)
Wraparound in Nevada (WIN)
Program
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Type of Program

Coordination

County
Lyon
training
 NIAA Drug and Alcohol
Awareness Program
 Rural Counseling & Supportive
Services – Fernley, Silver
Springs, and Yerington
 Telemed Counseling Services
 The Positive Action Program



Social Entrepreneurs Inc.

Healthy Communities Coalition

Nye
marketing campaign for
students
 New Frontier Treatment Center,
counseling for adults and
juvenile substance abusers;
court approved DUI classes
 North Las Vegas Awareness
School & Treatment Center,
Pahrump, substance abuse
treatment program for
adolescents and adults
 Rural Counseling & Supportive
Services, counseling and mental
health services, Tonapah
 Telemed Counseling Services
 WestCare, outpatient substance
abuse treatment services for
adults and adolescents
 NyE Communities Coalition

Washoe
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Alignment to CLAS Standards
The National CLAS Standards are intended to advance health equity, improve quality, and help eliminate
health care disparities by establishing a blueprint for health and health care organizations. Currently,
individuals across the United States from various cultural backgrounds are unable to attain their highest
level of health for a variety of reasons, including the conditions such as socioeconomic status, education
level, and the availability of health services. One of factors linked to health inequity is the lack of
culturally and linguistically appropriate services, broadly defined as care and services, that are respectful
of and responsive to the cultural and linguistic needs of all individuals (122). The principal CLAS standard
is to: Provide effective, equitable, understandable, and respectful quality care and services that are
responsive to diverse cultural health beliefs and practices, preferred languages, health literacy, and other
communication needs. Other standards address Engagement, Continuous Improvement, and
Accountability; Communication and Language Assistance; and, Governance, Leadership, and Workforce.
While evidence‐based programs typically include components or full alignment to CLAS standards,
implementation fidelity can vary by program depending on resources. For example, while translation
services may be available in a region, on‐site bi‐lingual/multi‐cultural staff may not. Efforts do not
always extend into the other principle areas (e.g., governance, engagement, etc.) to the degree needed
to meet standards.

Technology Resources
The use of a variety of data systems and processes by agencies and groups providing mental and
behavioral health supports, including substance abuse, makes it difficult for counties or communities
within the county to gauge actual need or impact at the system level.
The technology systems used by the collaborating partners that provide mental and behavioral health
services, including substance abuse, within Lyon, Nye and Washoe counties, tended to be a combination
of proprietary or “home grown” data systems managed within an agency. Only a few indicated using
shared technology platforms such as e‐Logic, Efforts to Outcomes, My Avatar or Vision Link.

Funding Streams
The primary providers of behavioral health services in Nevada include the public behavioral health
system, non‐profit/community‐based organizations, private practitioners, psychiatric hospitals, and
federally qualified health centers.
Nevada was awarded $26,637,163 in formula and discretionary grants for fiscal year 2013‐14 from the
Substance Abuse and Mental Health Services Administration (SAMHSA). The awards include mental
health and substance abuse grants, many of which are multi‐year.
Nevada was also awarded a GAIN Center Grant linking Juvenile Justice and Rural Mental Health. GAIN is
focused on expanding access to community based services for adults diagnosed with co‐occurring
mental illness and substance use disorders at all points of contact with the justice system. While not
comprehensive, a list of major funding sources follows.
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Grants from the Center for Mental Health Services (CMHS) include:





Nevada PEP (Parents Encouraging Parents), Center for Mental Health Services Statewide Family
Network grant.
State of Nevada, Safe Schools/Healthy Students project.
State of Nevada Cooperative Agreements to Benefit Homeless Individuals (CABHI).
Pyramid Lake Paiute Tribe Suicide Prevention grant.

Grants from the Center for Substance Abuse Prevention (CSAP) include:




State of Nevada Strategic Prevention Framework Partnerships for Success project.
Nye Community Coalition Drug Free Communities.
Join Together Northern Nevada Sober Truth on Preventing Underage Drinking Act Grants

Grants from the Center for Substance Abuse Prevention (CSAP) include:









Eighth Judicial District Court, Adult Drug Courts
Community Counseling Center, Targeted Capacity ‐ HIV/AIDS
State of Nevada, Cooperative Agreements to Benefit Homeless Individuals
Fallon Paiute‐Shoshone Tribes, State Adolescent Treatment Enhancement and Dissemination
University of Nevada Reno, National Frontier and Rural (NFAR) Addiction Technology Transfer
Center (ATTC)
2nd Judicial District Court, Adult Drug Courts
County Of Humboldt, Adult Drug Courts
Westcare Nevada, Rural Nevada Telehealth Program

Looking at funding for the SS/HS regional partners, results from the PARTNER Tool survey showed the
following agency partners receiving funding specifically for addressing areas related to preventing
behavioral health issues, including substance abuse. The sources and amounts of funding were not
requested as part of the survey.








Access to Healthcare Network
Central Lyon County Fire Protection
District
Family Resource Centers
Nevada Department of Health and
Human Services
Rural Counseling and Supportive
Services ‐Silver Springs
Sierra Regional Center
Nevada Department of Health and
Human Services










No To Abuse
Nye Communities Coalition
Nye County School District
ACCEPT (Access for Community &
Cultural Education Programs &
Trainings)
Nevada Department of Health and
Human Services
Project ECHO
Washoe County Juvenile Services

Relevant Policies and Procedures
As noted earlier in this document, the Nevada Alliance for Drug Endangered Child (DEC) has
institutionalized the DEC initiative. A formalized DEC memoranda of understanding (MOU) and protocols
have been developed in every county.
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Each school district has specific policies related to the uses of drugs and alcohol. In addition, Washoe
County School District’s Inspire Academy has an Anti‐Violence/Anti‐Substance Contract that is executed
with youth that enroll to help ensure they have a positive and safe experience, and understand what is
expected.
The Nevada Interscholastic Activities Association (NIAA) has an alcohol, tobacco and other drug
possession, use, abuse and penalties policy, which requires all participants to adhere to athletic training
rules imposed by the school district and member or affiliate school the student attends and represents
(123).
During the 2013 Legislative session, a number of bills were enacted that impact child welfare and create
new initiatives; some of which will require regulation and policy development and/or revision (124).
Two examples of legislation that may affect SS/HS due to shared information or centralized data
repositories are Senate Bill (SB) 31 and SB 39. SB 31 provides for the sharing of information regarding
certain children among child welfare agencies, schools, courts, probation departments and treatment
providers. It revises provisions governing the release of certain information maintained by agencies
which provide child welfare services. SB 38 authorizes the dissemination of certain information
concerning the criminal history of prospective and current employees and volunteers who work in
positions involving children, elderly persons or persons with disabilities; and provides for other related
matters.

Moving it Forward
Focus on relationships for sustainable impact: When looking at advancing work for preventing
behavioral and mental health issues, including substance abuse, it is important to take into account long
term sustainability. This work encompasses taking a strategy or innovation to scale once it proves to be
successful, and that it is replicated with fidelity. Conclusions from research indicate that developmental
relationships are essential to sustainability. These relationships can provide metrics to evaluate quality
and forecast the impact of interventions for at‐risk children
and youth (125). Consideration should be given to using a
shared framework, such as the Developmental Assets or a
“It is both critical and possible to
Strengths‐Based model, which can guide selection and
give considerations to whether
implementation of Evidence‐Based Practices (EBP).
program, practice, and policy
decisions promote or hinder
A major recommendation was issued by interviewees that
developmental relationships among
mirrored what was learned in the national SS/HS meeting,
those
who are served and those
which was held in May 2014 and attended by the CMT and
who serve.”
SMT leads for Nevada. In addition to EBPs, there has to be a
point of contact that can coordinate the various prevention
and intervention strategies. There also needs to be people at
a school site or at other community locations that can see
From: Developmental Relationships as
the Active Ingredient: A Unifying
the child/youth needs and connect them to services or
Working
Hypothesis of "What Works"
supports. This would be someone (i.e., social worker,
Across Intervention Settings
community health advocate, or coordinator) with the eyes
and ears to build relationships and know the resources inside
and outside of the schools.
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Focus on vulnerable populations: Vulnerable populations have been identified as: adults ages 25 and
older with no high school diploma; unemployed; severely work disabled; persons with major depression;
and, persons that are recent drug users (126). During the Needs Assessment and Environmental Scan
process, key informants offered input about specific subpopulations to address, based on regional
needs. Suggestions were to drill down even further into the vulnerable populations and to focus on
those youth and families that are:







English Language Learners (ELL)
Living in Poverty
Homeless/at‐risk of homelessness
Non‐majority populations: Native
American, Latino/Hispanic, and African
American







Living with addicted parents/caregivers
Addicted
Incarcerated/involved in the juvenile
Disabilities/Individualized Education
Plans (IEP)
Incarcerated parents/caregivers

Affected by adverse childhood
experiences/trauma

Focus on the data: It will be important to enhance data collection going forward to insure that gaps can
be appropriately identified, needs met, and initiatives, such as this, evaluated for impact. SS/HS partners
could agree upon a single data repository or system to capture and report on data across systems. There
are client case management/tracking systems available and in use by community partners that can be
leveraged. Linking the state and university data systems to the local SS/HS teams’ information could also
strengthen planning and program selection and implementation. Furthermore, districts, schools, and
educators should use data‐driven processes to identify and support individual students who need
targeted behavioral interventions, and to guide decisions about how best to allocate limited staff and
resources (127).
Focus upstream and holistically: There are occasions to identify
youth at risk of behavioral health issues before they are part of a
“Look for kids that are
formal system of care through assessment and access opportunities.
“missed” because they are
This includes identifying youth who are at risk earlier, when signals
not on anyone's radar
(living on the bubble).”
are given that would require lower levels of intervention and may be
effectively managed through prevention methods.
Universal
SS/HS Key Informant
services in the early primary years may be effective ways to reach
children who are “flying under the radar,” whether they are acting
out or not. This could be accompanied by using holistic assessments, those that see the whole
child/adolescent that comes to school, rather than one aspect of the child. The SS/HS initiative is poised
to identify and use alternative assessments for social, emotional, cognitive and behavioral well being,
such as the California Health Kids surveys, the Teaching Strategies Gold that is being piloted as a tool for
kindergarten readiness, and others that go beyond risks or academic achievement. Another opportunity
is systematizing SBIRT (screening, brief intervention, referral and treatment) to reach out to support kids
before they are in distress.
Focus on effective communications and coordination: Engage school and community mental and
behavioral health professionals in conversations where they examine and discuss the system, as well as
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the individual children and families. Throughout the nation, millions of children have experienced
trauma (such as the loss of a parent) or exposure to violence at home or in the community, either as
victims or witnesses. In addition, one in ten children has a mental illness severe enough to impair how
he or she functions in school. Schools must be sensitive to the needs of these youth and recognize that
some students with unmet behavioral health needs and youth with disabilities, particularly those with
emotional disturbances, are more likely to experience high suspension rates and lower academic
achievement (127). Effective coordination includes implementing multi‐disciplinary teams and
interagency teams (MDTs/IATs) with consistency. Groups would need to look at ensuring consistent
representation, regular meeting, and bridging between school and community mental and behavioral
health professionals.
Focus on using a public health approach to prevention: This approach to reducing substance use and
mental, emotional and behavior disorders and related consequences focuses on preventing health
problems and promoting healthy living for whole populations of people. These would be people who
share a common characteristic, such as residence in a common geographic region (e.g., county), age
(e.g., children, young adults) or experience (e.g., pregnant women). Traditionally, substance abuse and
related MEB disorders prevention has been more individual‐ or person‐centered, reflecting its close
association with substance abuse and mental illness treatment. Prevention research, however, has
demonstrated that prevention approaches that broadly target population‐level change are effective in
producing measurable improvements in harmful consumption patterns, negative consequences, and
MEB disorders in groups as a whole (128).
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Element 5: Preventing Youth Violence and Bullying
Relevance
Youth violence, whether at home, at schools, or in communities, has a negative impact on children and
youth. In the most extreme instances, which are also unfortunately common, children are victims of
homicide, suicide or disability. Among the cases that are less extreme, violence leaves temporary or
long‐lasting injuries, depression, and fear. Children and youth may also suffer in academics and be
unable to reach their full potential because they are afraid or distracted through violence. Youth
violence negatively impacts families and friends of those affected; adds to the costs of health and
welfare services; and undermines the basic social fabric within communities (129).
Violence is defined as the intentional use of physical force or power, against another person, group, or
community, with the behavior likely to cause physical or psychological harm (130). Youth violence is
differentiated from other types of violence – such as child maltreatment – as acts that take place among
the school‐age population. It is important to note the inter‐related aspects of different types of youth
violence including bullying (131). However, defining and disaggregating types, patterns, and dynamics of
youth violence is useful to develop effective prevention and intervention strategies (132).
Relevant subsets of youth violence are defined, below:
School violence is a subset of youth violence that occurs on school property, on the way to school or at
school‐sponsored events. Violence at school may take the form of bullying, hitting or fighting, gang
violence, or assault with weapons. School violence disrupts learning and education and can also result in
injury or death (133).
Teen dating violence is defined as physical, sexual, or psychological/emotional violence within a dating
relationship, as well as stalking between current or previous partners. While healthy relationships
support teens’ development and well‐being, abusive or violent dating relationships can harm the
developing teen, and contribute to poor school performance, binge drinking, suicide attempts and other
negative consequences. Patterns of violence may continue or be repeated in new relationships (130).
Bullying is a form of violence typically defined with three criteria: 1) unwanted, aggressive behavior; 2)
involving a real or perceived power imbalance, and is 3) repeated (or highly likely to be repeated).
Bullying can result in physical, psychological, social, or educational harm. Researchers have defined two
modes of bullying: direct and indirect. Direct bullying involves aggressive behavior(s) that occur in the
presence of the targeted youth. Indirect involves aggressive behavior(s) that are not directly
communicated to the targeted youth, for example, spreading rumors. Bullying that takes place in social
media is also common (134), and may be referred to as cyberbullying, online aggression, or electronic
aggression. Further, the specific types of bullying have been described as follows:
1) Physical: the use of physical force by the perpetrator against the targeted youth (e.g. hitting,
spitting, kicking).
2) Verbal: oral or written communication by the perpetrator against the targeted youth that
causes harm (e.g. taunting, calling names, threatening or offensive written notes or hand
gestures, inappropriate sexual comments, or threatening).
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3) Relational: behaviors by a perpetrator designed
to harm the reputation and relationships of the
targeted youth, (e.g. isolation of the targeted
youth by keeping him or her from interacting
with their peers or ignoring them, or posting
images in a physical or electronic space without
the target youth’s permission or knowledge)
(132).
Studies on bullying have shown that bullying often targets
individuals by race, ethnicity or national origin; disability
status; real or perceived sexual orientation; religion; and sex
(135). Sex‐based bullying is typically focused on an
individual’s non‐conformity to sex or gender stereotypes
(135). Prevalence estimates vary greatly, due in large part to
differences among definitions and data collection methods.
Regardless of the definition, data suggests that bullying is
common, affecting 13 percent to 75 percent of all school‐
age children and youth in the US (132).

Risk & Protective Factors

Risk Factors

Protective Factors

Personality Traits

Personality Traits

Psychological Problems and
Disorders
Absence of Care for Issues and
Problems
Beliefs and Attitudes

Psychological Problems and
Disorders
Absence of Care for Issues and
Problems
Beliefs and Attitudes

Individual

Substance Abuse

Evidence‐based prevention and
intervention strategies

Relationship Issues and Problems

Positive Relationships with Family

Negative Family Influences

Positive Family Influences

Lack of Supervision

Family

Adequate Supervision

Chronic Stress

Basic Needs met

Relationship Issues and Problems

Positive Relationships with Peers

Negative Peer Influences

School

Positive Peer Influences

Lack of Supervision

Adequate Supervision

Truancy and Disconnection to School

Connection to School
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History of Violence
Trauma

Life Events

Safe and Healthy Neighborhoods and
Communities

Low Socio‐Economic Status
Exposure to Negative Media
(television, internet and gaming)
Living in a Neighborhood where Kids
Are in Trouble

High Quality Evidence‐based
Assistance for Problems
Trauma

Community

Limited Access and Exposure to
Drugs
Evidence‐based Prevention and
Intervention Strategies
Involvement in Prosocial Activities

Risk Factors
Risk factors listed below are oriented at youth that are violent. However, it is important to note that risk
factors for victimization have also been studied (and are not included here).
All violence
Psychological problems and behaviors: Disorders as well as some personality traits have been associated
with a greater likelihood for youth violence (129). Psychological problems, for example, paranoia, lack
of empathy, and antisocial behaviors are associated with increased aggressive behavior (136).
Relationship issues and problems: Interpersonal relationships “can strongly affect aggressive and violent
behavior and shape personality traits that in turn, can contribute to violent behavior” (41 p. 33). Studies
of youth that have endangered their peers through violence show that poor relationships are a risk
factor – many youth that have committed acts of school violence have been ostracized, taunted, teased,
and sometimes humiliated, and have identified this as a cause for their actions (136).
Negative family influences: Parental behaviors and families are understood to strongly influence
children’s aggressive behaviors. There are many ways in which families influence violence. For example,
harsh physical punishment is a strong predictor of violence during adolescence (41). Children that
experience maltreatment are more likely to have considerable problems in social competence (32).
Children of parents with a mental illness are more likely to experience psychosocial problems
themselves (27). Young children with other family risks such as substance abuse, domestic violence, or
antisocial parents, are also more likely to have problematic behaviors including aggression (27) (137).
Experiences early in the child’s life may be the most critical, as very narrow windows exist for
attachment, and emotional neglect can have lifelong impacts (138).
Low socio‐economic status: Low socio‐economic status is also associated with violence. This can be due
to chronic stress within communities, community violence associated with drugs and gangs, or income
disparities (41). Income inequality has been shown to have a significant effect on the homicide rate
(129).
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Negative peer influences: When children or youth befriend or associate with others that commit acts of
violence, they may be more likely to commit violent actions themselves (130).
Beliefs and attitudes: Social norms and culture influence how youth respond to conflict. When
aggression is understood as a normal way to resolve problems, the culture supports and promotes
violence. Similarly, beliefs and attitudes about specific groups or individuals’ behaviors provide
justification for youth to act aggressively, and also influence how instances of violence are handled by
the community or at schools. Attitudes and beliefs that provide a justification or entitlement for
aggression are risk factors for youth violence (129).
Use of illegal substances: Use of alcohol or drugs is associated with many types of youth violence (130),
and, having peers that use drugs may also be associated with increased violent behavior. Illegal
substance abuse is one of the strongest childhood predictors of youth violence (137).
Exposure to negative media (television, internet and gaming): Studies suggest that early violent
television watching may be influential and relate to criminality later in life (35). Other negative
outcomes related to social and emotional learning and development, such as increased aggression, have
been shown to be related to continuous exposure to violent media (37). Exposure to media violence has
been shown to predict young adult aggressive behavior for both girls and boys (139). Realistic violent
video games could also “affect emotions, cognitions, perceptions, and behaviors in ways that promote
bullying and victimization” (137), especially with the presence of other risk factors.
Lack of supervision: Children and youth that lack supervision at home or at school may be more at risk
for committing aggressive acts (113).
Chronic stress: Chronic stress is caused when a child or youth experiences “strong, frequent and/or
prolonged adversity, such as physical or emotional abuse, chronic neglect, caregiver substance abuse,
exposure to violence, and/or the accumulated burdens of family hardship –without adequate adult
support” (33). Chronic stress is a risk factor for individual youth and children, and can effect entire
neighborhoods or communities, along with persistent and unrelenting poverty or violence.
Risk factors are also noted for specific subsets of violence. These are school violence, dating violence,
and bullying. Those specific risk factors are listed below by subset:
School violence (130)










Psychological problems
Social rejection
Preoccupation with guns and explosives
Prior history of violence
Association with delinquent peers
Poor family functioning
Poor grades in school
Poverty in the community
Social rejection
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Dating violence (130)








Multiple sexual partners
Have a friend involved in dating violence
Depressed or anxious
Learning difficulties or other school problems
Lack of parental supervision and support
Witness violence at home or in the community
History of aggressive behavior or bullying

Bullying (113)















Impulsive, hot‐headed, dominant personality lacking empathy
Difficulty conforming to rules and low frustration tolerance
Positive attitudes toward violence
Physically aggressive
Gradually decreasing interest in school (achievement)
Lack of parental warmth and involvement
Overly‐permissive or excessively harsh discipline/physical punishment by parents
Lack of parental supervision
Friends/peers with positive attitudes toward violence
Exposure to models of bullying
Lack of supervision during breaks (e.g., lunchrooms, playgrounds, hallways, locker rooms, and
bathrooms)
Unsupervised interactions between different grade levels during breaks
Indifferent or accepting teacher attitudes toward bullying
Indifferent or accepting student attitudes toward bullying

Protective Factors
Protective factors help to prevent violence; however, they are not as well studied as risk factors.
Protective factors are listed below.
Biological and individual factors: Just as many childhood disorders and difficult behaviors have an
inherited basis, there is also evidence to support an inherited basis for traits associated with social and
emotional development and learning. Individual children may be able to better manage stress and
adversity, and for all children, these behaviors can be learned or strengthened. Intolerant attitudes
toward deviance, positive social orientation and high IQ are examples of protective factors at the
individual level (130). Low impulsivity and easy temperament, enhanced anxiety and shyness, and
positive attitudes about school may be protective factors against youth violence (140).
Positive relationships: Nurturing relationships are the basis for attachment. Among youth, peer
relationships and friendships are important and – when positive – can be protective factors. “Having a
non‐deviant good friend, belonging to a peer group who disapprove of antisocial behavior, involvement
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in religious groups, or being socially isolated seem to have direct protective or buffering protective
effects against youth violence” (140).
Supportive families: Harsh or overly permissive parenting has been associated with violence;
appropriate discipline, knowledge of child and youth development, and positive modeling and
mentoring are understood as protective factors. Youth that feel connected to their parents (or other
adults) and are able to discuss problems with parents, share activities, and have consistent presence at
least one time during the day may be protected against involvement in violence (130).
Beliefs and attitudes: Children and youth that have empathy, compassion, and skills to resolve conflicts
are less likely to be involved in aggression. Beliefs and attitudes can be strengthened through adult
models (e.g. parents, teachers) (113) and in communities through messaging.
Bonding to school and positive school climate: School factors such as academic achievement, school
bonding, and school climate have been found to have a direct protective effect as well as a buffering
protective effect “in the presence of other risks or against the aggravation of criminality” (140).
Socio‐economic status: Children with higher than average socio‐economic status may be less at risk for
violence (140).
Evidence‐based prevention and intervention strategies: Effective programs and strategies to reduce
youth violence such as restorative justice programs can be implemented within schools and
communities and have positive results. However it is important to note that not all policies and
programs are helpful – zero‐tolerance and sexual harassment cases may perpetuate harm (135 p. 187).
Bullying and power relationships are complex, and ‘one‐size‐fits‐all’ approaches to handling problems at
schools can perpetuate the problems they intend to prevent (141).
Positive outlets and pro‐social activities: When youth have activities, courses, sports, or other activities
that they are involved in and care about, they are more likely to be supervised and also focused on
activities – helping others at school or in the community can also be a positive outlet that teaches
compassion. Commitment to school and involvement in social activities are important protective factors
(130).
Safe and healthy neighborhoods and communities: Children that live in non‐violent, non‐deprived and
cohesive neighborhoods may be less likely to become violent. While data is limited in part due to the
complexity of understanding levels and factors in communities, there is research to suggest a buffering
effect (140).

Current System Description
Data suggests that many children and youth in Nevada’s schools are victims of youth violence and
bullying both at school and in relationships connected at school. The Youth Risk Behavioral Survey
(YRBS) provides information to inform this issue.
In Nevada up to 15.7 percent of high school students reported carrying a weapon such as a gun, knife or
club on at least one day during the previous month, with 5.5 percent specifying that the weapon was a
gun, and 4.0 percent of them specifying that the weapon was carried on school property. During the 12
months before the survey, 6.5 percent of Nevada’s high school students reported being injured one or
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more times with a weapon on school property. In the Lyon/Mineral/Storey region a considerably higher
percentage of students reported carrying a weapon (24.8% and 28.0%, respectively) as well as carrying a
gun (12.5% and 11.8%, respectively). In these situations Washoe’s indicators were similar to Nevada’s.
Furthermore, 7.2 percent of the Lyon/Mineral/Storey region’s students and 7.0 percent of Washoe’s
student reported carrying a weapon on school property (21).
In addition, 23.5 percent Nevada’s students were in a physical fight one or more times, with 3.5 percent
of them resulting in an injury that had to be treated by a doctor or nurse. A total of 6.9 percent specified
that the physical fight was on school property. A higher percentage of the Lyon/Mineral/Storey region’s
students reported being in a physical fight (31.3%), with 5.4 percent of them resulting in an injury that
had to be treated, and 11.2 percent specifying that the physical fight was on school property. Indicators
for Washoe’s students and the Nye/Lincoln region’s students were slightly higher than Nevada’s in the
following situations: students who were in a physical fight (28.8% and 25.7%, respectively), and students
who were in a physical fight on school property (9.8% and 11.2%, respectively). Regarding students who
were injured in a physical fight the Nye/Lincoln region reported a slightly lower percentage (2.5%) than
Nevada’s, while Washoe’s reported a slightly higher percentage (5.0%) (21).
Of the high school students who were bullied in Nevada, 19.6 percent reported being bullied on school
property 12 months before the survey. A total of 15.0 percent of Nevada’s students reported being
electronically bullied whether through e‐mail, chat rooms, instant messaging, web sites, or texting. A
total of 11 percent of Nevada’s students reported not going to school because they felt unsafe at, or on
their way to or from, school. The percentages for Washoe County, the Lyon/Mineral/Storey region, and
Nye/Lincoln region are slightly higher than Nevada’s in regard to students who were bullied during the
previous month, showing 21.6 percent, 24.2 percent and 24.9 percent respectively. For the other cases
they showed similar percentages than Nevada’s (21).
In relation to dating violence, 10.3 percent of Nevada’s high school students reported being hit, slapped,
or physically hurt on purpose by their boyfriend or girlfriend during the 12 months before the survey.
The percentages for Washoe County, the Lyon/Mineral/Storey region, and Nye/Lincoln region are
slightly higher than Nevada’s regarding dating violence, showing 12.8 percent, 12.4 percent and 13.7
percent respectively. Furthermore, 11.3 percent of Nevada’s students reported being physically forced
to have sexual intercourse. Washoe County, the Lyon/Mineral/Storey region and the Nye/Lincoln region
showed similar percentages than Nevada’s for students who were forced to have sexual intercourse.
The table that follows compares the three regions with the State. The Lyon region includes data for
Mineral and Storey Counties. Nye region contains data from Lincoln as well.
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Table 26: YRSB Data on Youth Violence and Bullying

YRBS’s Indicators
Percentage of high school students
who carried a weapon.

Nevada State

Lyon

Nye

Washoe

15.7%

24.8%

28.0%

20.3%

Percentage of high school students
who carried a gun.

5.5%

12.5%

11.8%

6.3%

Percentage of high school students
who carried a weapon on school
property.

4.0%

7.2%

4.4%

7.0%

Percentage of high school students
who were threatened or injured with a
weapon on school property.

6.5%

7.7%

4.3%

8.7%

Percentage of high school students
who were in a physical fight.

23.5%

31.3%

25.7%

28.8%

Percentage of high school students
who were injured in a physical fight.

3.5%

5.4%

2.5%

5.0%

Percentage of high school students
who were in a physical fight on school
property.

6.9%

11.2%

7.6%

9.8%

Percentage of high school students
who were bullied on school property.

19.6%

24.2%

24.9%

21.6%

Percentage of high school students
who were electronically bullied.

15.0%

15.5%

16.1%

16.9%

Percentage of high school students
who did not go to school because they
felt unsafe at school or on their way to
or from school.

11.0%

6.7%

3.8%

14.8%

Percentage of high school students
who experienced dating violence.

10.3%

12.4%

13.7%

12.8%

Percentage of high school students
who were ever physically forced to
have sexual intercourse.

11.3%

11.2%

9.1%

10.8%

These data show considerable needs and concerns among high school youth. Students are limited in
their ability to achieve at school because of concerns over their own health and safety. Note that
disparities exist by race and ethnicity. Please see YRBS source data and Appendix K for more information
on this topic.
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Schools also collect data on disciplinary actions. In 2012‐13, schools reported 6,623 discipline actions
categorized as violence to other students. There were 273 disciplinary actions categorized as violence to
staff.
Table 27: Number and Percentage of Disciplinary Actions in Schools by Type and Region for 2012-13

Violence to Other Students
Violence to School Staff
Possession of Weapons
Distribution of Controlled
Substances
Possession or Use of Controlled
Substances
Possession or Use of Alcoholic
Beverages
Bullying, Cyber Bullying,
Harassment & Intimidation
Habitual Disciplinary Problems
(Expulsion Only)
Habitual Truants (no
suspension or expulsion)

Nevada
Totals
6,623
273
481

Lyon
#
%
171
2.6%
11
4.0%
20
4.2%

Nye
#
148
10
7

%
2.2%
3.7%
1.5%

Washoe
#
%
1302
19.7%
25
9.2%
78
16.2%

158

6

3.8%

13

8.2%

19

12.0%

1,616

37

2.3%

39

2.4%

392

24.3%

364

23

6.3%

8

2.2%

134

36.8%

2,410

54

2.2%

135

5.6%

188

7.8%

181

20

11.0%

20

11.0%

56

30.9%

2,713

61

2.2%

503

18.5%

257

9.5%

These and other statistics present a more complex picture of violence, school discipline, and disparities.
Data from the Offices of Civil Rights shows that discipline at schools is disproportionality administered to
students of color and students with disabilities. In Nevada, out‐of‐school suspensions of female students
that are American Indian or Black/African American are at least 4 times the rates for White female
students. Out‐of‐school suspensions of male students that are American Indian or Black/African
American are more than twice the rates than for White students (142). Students with disabilities were
suspended out of school at a rate of more than 3 times the rate of children without disabilities. Finally,
96 percent of the students subject to physical restraint have disabilities (served by IDEA), making
Nevada highest in the nation for this indicator.
In 2013, 67 elementary students, 283 middle school students, and
704 high school students were arrested by school police in
Washoe County (114). Data on school arrests was not available
within other districts.
Technology is also a growing venue for bullying and violence,
creating new challenges for teachers, administrators and families.
Bullying through social media, text, facebook, etc. is prevalent and
can cause considerable long‐lasting problems for both the victim
and bully, including depression, panic disorder, agoraphobia
among girls, and suicide among boys (143). Statewide, about 15
percent of high school students that responded to YRBS reported
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that they had been bullied electronically. Assistance for children and youth to more safely use
technology is an important component of prevention.

Programs and Services Available
All SS/HS regions have efforts in place to monitor school climate and understand needs. Washoe County
and Lyon County administer a school climate survey, and Nye County utilizes YRBS, Healthy Kids surveys,
and additional opportunities to meet and connect with children, youth, staff and families on issues of
school climate. While there are opportunities to improve data collection, existing sources provide
considerable resource for planning and evaluating strategies.
Across the state and within the SS/HS LEAs, there is attention to issues of violence and bullying. The
State of Nevada Department of Education provides a Bully Free Zone website. This site is designed to
assist students, parents and school staff with bully prevention methods. The website lists programs at
the district and state level. Individual districts may also offer other programs and resources. Some
examples include:




Lyon County provides training around its policies and procedures for Safe and Respectful
Learning Environments. This reporting and progressive discipline.
Nye County has defined bullying and aspects of discipline, with requirements for reporting in
progress.
Washoe County, the largest district by comparison, has multiple programs in place including
Bullying and Cyberbullying Prevention and Intervention Plan, Bullying Prevention/Tips, Bullying
Reporting Policy, Cyberbullying and Sexting Prevention Tips, Safe and Respectful Learning
Environment and a Student Complaint Process.

Many statewide efforts are in place that indirectly work to prevent violence at schools. For example,
Wraparound in Nevada (WIN) provides coordination among providers and other supports for youth with
multiple needs (foster care, juvenile justice involvement, etc.). School psychologists provide critical
services including assessments and referrals and direct assistance. Guidance counselors at schools can
also help to identify issues among students and provide assistance and prevention.
There are other programs that are in place related to school violence and bullying as well. Some of these
programs are summarized in the table below.
Table 28: Programs in Schools Related to Violence and Bullying

Program Name
Flip the Script
Mobile Assessment
Response Program
(MARP)
NetSmartz

SOS Training (Signs of

Description
Provides school training on methods to
prevent bullying and cyber‐bullying
Direct support and services to socially and
emotionally disturbed children ages 6‐18 who
are experiencing difficulties with violent
behavior in the classroom
Teaches children to make safe decisions
online and how to deal with cyber‐bullying,
inappropriate content, sexting, and scams
Evidence‐based curriculum administered

Washoe
X

Lyon

Nye

X

X

X

X

X
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Program Name
Suicide)
Nye County School
District
Key Club
Community Ed
Character Training:
Counselor in Classes
Bully Training
Be Kind Program & Year‐
long Kindness Challenges

Week of Respect
Bullies to Buddies
Character Education
Counselor Friendship
Groups
Text Phone line
Advisory Assemblies
WATCH D.O.G.S.
Counselor's Small
Groups
Project Wisdom
Character Counts
Programming
Second Step

Bully/Harassment
intervention
Safe and Drug Free
Schools

Description
through the Children’s Cabinet to prevent
suicide
Implement programs to address bullying and
violence
Service Group working with the Kiwanis
group in the community
Anti‐bullying twice per month

Dean Presentations
A daily/weekly reminder to watch out for
other kids and to be kind to each other.
Included assembly, shirts worn weekly, and
bracelets given out daily.
Students and Staff wear Be Kind shirts every
Wednesday to spread the word of
Kindness/assemblies are also presented.
A week dedicated to different lessons in
advisory to help prevent bullying.
Teach awareness and prevention of bullying
and harassment.
Teach appropriate character traits
Teach appropriate student interaction

Washoe

Nye

X
X
X
X
X
X

X

X

X

X
X
X

Students report bullying or threats of
violence
Class Assemblies focus on anti‐bullying.
Dads program and anti‐bullying initiative
Focus on students identified as high risk for
bullying, either as a target or as a bully.
Daily sayings dealing with choices and
kindness
Students recognizing other students, Monthly
Character Awards given for each grade level,
6 pillars,
Curriculum provides appropriate ways to
teach core social‐emotional skills such as
empathy, emotion management, and
problem solving; including self‐regulation and
executive function skill.
Bullies to Buddies program
School‐based program addressing behavioral
health

Lyon

X
X
X
X
X
X
X

X
X

X

X

Alignment to CLAS Standards
The array of the programs listed above were not able to be fully compared for alignment to CLAS
standards. In general, stakeholders report efforts to implement processes that are culturally and
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linguistically relevant, but state there are challenges, and the need to strengthen this area is ongoing.
This is supported by outcome data shows gaps in serving students of color, students who have limited
English proficiency, other sub‐populations including children with disabilities.

Systems Change and Integration
There are several examples of system change and integration that impact youth violence. An important
reform has taken place within Washoe County Department of Juvenile Services, working to implement
the Juvenile Detention Alternatives Initiative (JDAI) through funding from the Annie E. Casey
Foundation. The objectives of JDAI include work to 1) eliminate the inappropriate or unnecessary use of
secure detention; 2) minimize re‐arrest and failure‐to‐appear rates pending adjudication; 3) ensure
appropriate conditions of confinement in secure facilities; 4) redirect public finances to sustain
successful reforms; and 5) reduce racial and ethnic disparities (144). This work has engaged new
community partners to help serve children and youth. The Department of Juvenile Services has made
significant progress in creating viable alternatives to detention and implementing evidence based
programming. Stakeholders indicate that this work has resulted in positive outcomes, and, while
continued work and attention is still needed, fewer youth are being detained without a change in public
safety.
Within the school district, data‐integration is available to help support decision‐making. Improvements
and technology pave the way for better use of this information to help prevent problems for children
and youth through use of indicators (truancy, etc.). Key informants note that the ability to utilize data to
assist children is emerging.
Finally, within Nevada, Wraparound and other care coordination programs have been utilized to provide
a systems‐of‐care approach to provide a comprehensive and multi‐system strategy to address students
behavioral and related needs. However, it has been noted through interviews that these programs are
not fully utilized and/or may be underfunded.

Training
There are a number of approaches, curricula, and specific programs administered through schools, and
most include an element of training including manuals and workshops. For example:








Bully Training by Deans
Flip the Script (Department of Education and Office of Suicide Prevention)
McGrath ‐5 points for Bullying Investigation
Character Training
Good Touch/Bad Touch Teacher Awareness Training
SOS Training (Signs of Suicide)
STEP‐Summer Training Education Program

However, in a focus group, Washoe County professionals noted that there was insufficient time and
attention for training of new programs. While this concern may not be shared by all, there was
consensus within the group that teachers and support staff do not have the time or assistance needed
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to fully and deeply utilize the resources available, including PBIS, RTI, CASEL, and other initiatives
focused on social and emotional development. The need for training and ongoing implementation
support, along with opportunities for more in‐depth practice and coaching were noted as continuing
needs.

Technology Resources
Technology offers solutions to share best practices on violence prevention, and there are opportunities
for improved data capture, storage and analysis to support data‐based decision making in schools,
juvenile justice systems and among others working with children and youth.

Funding Streams
There are many sources that work on prevention of violence and bullying both directly and indirectly.
These include:













US Department of Education (Safe and Drug Free Schools)
OJJDP (Office of Juvenile Justice and Delinquency Prevention)
SAMHSA (Substance Abuse and Mental Health Services Administration: block and competitive
grants including SS/HS)
Centers for Disease Control
Division of Health and Human Services, ACF (Administration for Children and Families)
National Institutes for Mental Health
Private Support (Including but not limited to PTAs, private foundation grants, United Way,
Community Foundation of Western Nevada, and Annie E Casey Foundation)
SAPTA (Substance Abuse Prevention and Treatment Act) Community Coalitions
School Districts
Department of Education‐Office of Safe Schools
Office of Suicide Prevention (various grants)
Medicaid and insurance products (providing the resources for children and youth to access
care).

Relevant Policies and Procedures
Nevada has developed a model policy for schools to use to prevent and manage bullying. It can be found
at http://bullyfreezone.nv.gov/About/Model_Policy/. Bullying has been defined as (NRS 388.122) a
willful act or course of conduct on the part of one or more pupils which is not authorized by law and
which exposes a pupil repeatedly, and over time, to one or more negative actions which is highly
offensive to a reasonable person and is intended to cause, and actually causes the pupil to suffer harm
or serious emotional distress (added to NRS by 2009 687, effective July 1, 2010).
Nevada has numerous laws that cover bullying (145). Senate Bill 164 revised provisions for safe and
respectful learning environments in schools. NRS 236.073 established the Week of Respect as a
statewide effort and NRS 388.121‐124 provide definitions for bullying, cyber‐bullying and electronic
communication, providing further clarity and awareness to such problems. A listing of recent legislative
actions related to school violence and bullying can be viewed in Appendix J.
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Other policies may also indirectly impact school safety including gun laws and legal responses to violent
acts committed by youth. Finally, implementation of school‐based policies are important. There can be
considerable differences in terms of how instances of violence and bullying are handled by school staff.
Also related to this topic is policies and procedures for non‐violent behavior problems. Experts note that
truancy, tardiness and behavior problems should be treated differently than more serious infractions,
and may provide an opportunity to intervene early, assisting the child or youth before an issue or
problem worsens (146).
As noted earlier in this section, Lyon County has policies and procedures in place around Safe and
Respectful Learning Environments which have provisions for reporting, training, and progressive
discipline.

Strengths and Weaknesses of Current System
Teachers, administrators, schools, families and students in Nevada are concerned and working on issues
of violence prevention and bullying. An array of policies and programs have been put into place in
recent years through support of the community and schools. At the national level there is considerable
research and resources to support states and counties. Improving school climate is an important part of
these efforts. Patterns of violence in Nevada require more detailed review – to understand issues within
specific neighborhoods schools and communities including gang violence, sexual abuse and rape,
fighting, and bullying.
Despite shared concern for what is right for children and youth, there can be differences in the ways
that individual teachers and systems interpret this priority. Keeping children safe within a school may be
perceived as requiring trading individual rights for overarching safety. Suspensions, arrests, and other
strong disciplinary measures are an area where schools, families’ community partners and law
enforcement may disconnect. Individual schools may still implement “zero‐tolerance policies,” even
though these policies have been determined to be less effective than behavioral supports.
School discipline data also reveals disparities and problems. In Nevada, out‐of‐school suspensions of
female students that are American Indian or Black/African American are at least 4 times the rates for
White female students. Out‐of‐school suspensions of male students that are American Indian or Black
African American are more than twice the rates than for White students (142). Students with disabilities
were suspended out of school at a rate of more than 3 times the rate of children without disabilities.
Finally, 96 percent of the students subject to physical restraint have disabilities (served by IDEA), making
Nevada highest in the nation for this indicator.
Looking broadly, there are numerous supports for children and youth. However, specific neighborhoods
and groups may have limited access to these activities because of transportation, costs, and other
barriers. For example, children that are served by schools outside of their neighborhood may have
difficulty accessing after‐school programs. Children and youth in remote areas may have limited access
to school and community recreation programs. These exceptions describe an important gap in the
system ‐‐‐ services for those that may need those most. At an individual child level, systems can be
disconnected instead of coordinated, leaving considerable gaps unmet in areas of assessment,
treatment, and assistance.
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Within Lyon and Nye Counties, one of the key strengths is collaboration. Schools are working in
partnership with coalitions, and coalitions have successfully convened partners within the community
toward common goals. In Washoe County, schools and community partners are also working together
on these issues; however the size of the county, number of schools, and individual leadership at schools
contributes to a fragmented, sometimes siloed system. In each of the three regions, attention to
evidence‐based practice is needed, as a search at the national level suggests that not all programs are
effective.

Moving it Forward
Youth violence and bullying are issues on the forefront for schools, families and other providers. Yet, the
solutions are not always simple – with many factors contributing to the problems faced by children and
youth at schools. Those at the forefront of making change in these areas have noted practices and
approaches to consider that influence success.
The importance of relationships, culture and climate: Leaders and early implementers have noted that
relationships, not policies or programs, are central to meaningful changes around bullying and youth
violence. Frameworks, approaches and initiatives may be helpful for aligning stakeholders. For example,
The Developmental Assets Framework, Restorative Justice Approaches, care coordination and other
intentional efforts to strengthen student‐staff relationships (so the students have someone to turn to),
provide guidance for improving culture and climate (in a more flexible way than a program). Positive
school climate strategies shift the focus from reactive approaches to misconduct to prevention.
The need for evidence‐based strategies: There are numerous curricula and programs to teach children
about school violence. Efforts at schools often focus on practical solutions such as metal detectors.
(However, not all of these programs are effective and it is important to consider that some interventions
may have unintended negative consequences. Approaches to prevention should have demonstrated
impacts (or, be in the process of evaluation for pilot and innovative programming). Prevention of
violence before it starts, utilizing a public health model, has been shown to reduce school and youth
violence.
Specialized supports: Improvements to school culture and climate are understood to have universal
impact. However, when it comes to targeted assistance and intervention programs, specialized
approaches maybe helpful. For example, reducing gang violence may require different strategies than
intervening for relationship‐violence created through cyber‐bullying, and culturally competent programs
may not be one‐size‐fits all. Providing relevant and focused services is important, and partnering with
organizations and agencies that are familiar with cultural dynamics may also be important strategies for
prevention. Finally, for youth that have behavioral needs, specialized, high quality programming should
be in place. This includes access to high quality alternative education for children and youth that have
been removed from campus for disciplinary reasons.
Understanding and assisting victims, bullies and bystanders: In‐depth research of violence has showed
that the victims, bullies and bystanders require assistance. Often, the focus falls to punishment of
bullies, which can overlook more complex dynamics among children and youth, and, favor short‐term
fixes at the expense of longer‐term, more holistic solutions. Consideration of strategies for assisting all
persons affected by bullying is recommended as the SS/HS initiative moves forward in Nevada.
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Improving systems (family, school, community): Risk factors for youth violence come from numerous
sources including home, peers, school and community. Indirectly, programs that help build safe
communities, and those that provide pro‐social activities for children and youth can make a critical
difference. Engagement of families, youth, and community partners in providing leadership is an
important step. Engagement of families, youth themselves, and the broader community in leadership
and decision‐making is important to develop buy‐in and ensure relevance of initiatives.

Finding Solutions
“There is no one‐size‐fits‐all or simple solution for addressing bullying behavior. Rather, efforts to
prevent and address bullying behavior should be embedded within a comprehensive, multitiered
behavioral framework used to establish a positive school environment, set high academic and
behavioral expectations for all students, and guide delivery of evidence‐based instruction and
interventions that address the needs of students, including students with disabilities. In such a
framework, policies and practices would be aligned and consistently implemented school wide; that
is, across general and special education, each grade level, and in all school settings and activities.
Data‐based decision making would be used to identify needs, analyze problem situations, outline clear
evidence‐based practices to be used in delivery of instruction and implementation of interventions, and
monitor progress toward clear, positive academic and behavioral outcomes as part of an ongoing,
continuous improvement model.”
From Implementing a Multi‐Tiered System of Support, A Practical Guide (2011)
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SERVICE AND INFRASTRUCTURE GAPS ANALYSIS
Identification of Critical Issues
The final phase in the needs assessment and environmental scanning process was to analyze the
services and infrastructure gaps. The work completed during this phase deepened the understanding of
the needs and the resources at both the state and community level and provided clarity about where
the gaps and the most critical unmet needs exist. Through analysis of data sources, key informant
interviews, and information from CMTs, the following gaps were identified.
This section of the report starts with a description of the overarching service gaps, infrastructure needs,
and system challenges. This is followed by a summary of key recommendations for each Element.

Service Gaps
Element 1: Promoting Early Childhood and Emotional Learning and Development

Low Rate of Developmental Screenings. Based on the 2013‐14 Nevada Kindergarten Health Survey,
46.2 percent of respondents reported that their child did not have a developmental screening, and 29.7
percent reported that they were unsure. Washoe County respondents reported that 30.9 percent of
kindergartners had a developmental screening, and Lyon and Nye were grouped under all rural
respondents, with 31.4 percent stating their child had a screening (14). In addition, due to the number
of “unsure” responses, it appears that parents are not clear about what “developmental screenings”
are, and more education and awareness is needed.
Limited Access to Early Care and Education. In Nevada, the majority of children ages 3 and 4 do not
attend preschool. There are an estimated 213,582 children ages birth through five that need care, as all
available parents are in the workforce. Among children that are lower income (less than 200% of
poverty), only 21 percent attend preschool (22). There are many reasons for this service gap. Funding
for early childhood is limited and there is limited availability for Pre‐K programming. Eligibility
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requirements can be confusing, and there are many families who are not able to access programs for a
variety of reasons, including transportation, geography, finances, availability, and awareness.
Limited Access to Preventative and Intervention Services. For families seeking medical and mental
health care, access is limited in both urban and rural areas. In the 2013‐14 school year, surveys of
families of entering kindergartners noted that about 14.5 percent had not had a routine check‐up within
the last year. This percentage was higher (17.1%) in rural counties (18). Access to insurance is an issue:
In Washoe County 11.3 percent of families reported that their kindergartner was not insured; in rural
areas, the rate was 14.2 percent. In both Lyon and Nye Counties, 100 percent of the population lives in
Health Professional Shortage Areas for primary care, dental health, and mental health. In Washoe, more
primary and dental health providers are available; however, 100 percent of Washoe County also resides
in a mental health professional shortage area (19). The following barriers exist in relation to obtaining
children’s mental health services: distance and time traveling to services, limited array of services/types
of services available, complex cases requiring specialized knowledge by care providers which are not
available, lack of awareness of mental health issues, prevalence of low‐income populations with limited
access to transportation, money and/or time. Other issues which behave as barriers to access include:
complexity of system which requires completion of a significant amount of paperwork and juggling of
multiple providers, long waiting lists for services, time‐limited placements or services create a lack of
consistency in service provision.
No System‐wide Approach. Among the three counties, there is no system‐wide approach for promotion
of safe, nurturing and responsive relationships for early child development. Currently, only small
pockets exist within individual communities. Different components of the system (health, licensing,
early intervention, child care, etc.) are not always connected, making access difficult from the
perspective of families.
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Element 2: Promoting Mental, Emotional and Behavioral Health

Lack of Sufficient School‐based Mental Health Services. School based mental health services are
insufficient to meet the growing needs of students and are dependent upon local districts commitment
to fund such services as no primary funding stream exists to support these efforts. In addition, there is
limited data being collected in this area, especially with children from grades K‐8, where systematic data
is only available on indicators related to academic and disciplinary measures or physical health
measures. The YRBS, which is one consistent source of information is only available for high school
students, and does not include indicators related to accessing mental health services.
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Element 3: Connecting Youth, Families, Schools, and Communities

Engagement with School. Student engagement is recognized as a contributing factor to high school
graduation and academic learning. Authentic and meaningful youth engagement and participation in
school and community remains a challenge and a priority for all three counties. In 2012, Nevada had the
lowest graduation rates in the country at 63 percent of high school seniors graduating. For the 2013‐
2014 school year, Nevada saw significant improvements; however, Nevada continues to lag behind
national averages with a graduation rate of 71 percent. Lyon County’s graduation rate for this time
period was 79 percent, higher than the state’s, while Nye (70%) and Washoe (73%) both had rates
similar to the state. While graduation rates are an important outcome of school engagement, schools
can identify early indicators for engagement including low average daily attendance, truancy, credit
deficiency, and referrals for behavior problems.
Cultural and Institutional Barriers. There are cultural and institutional barriers that impact families’
access to schools and related services. There is no single cause for this disconnect; in fact, contributing
factors are complex. A cultural divide exists between schools and those parents who experience poverty,
addiction, or mental illness as part of their daily lives. Data by race and ethnicity also shows disparities
for educational outcomes, suggesting other barriers experienced by minority populations. Few
educators and community‐based providers, who mostly come from middle‐class cultures, have an
understanding and the tools to effectively reach all students and families needing support. Issues such
as immigration status can also impact connection with schools, and families that are racial or ethnic
minorities may have experiences that impact their trust of the education and service systems.
Access to Resources. Getting students and their families access to services, and receiving those services
in a timely manner remains an issue. Service access or eligibility are sometimes limited by whether or
not a child is formally entered into a system (CPS, juvenile services, etc.). This limits the ability for people
to take action sooner and offer wraparound services for families and youth to keep them out of the
system entirely.
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Element 4: Preventing and Reducing Alcohol, Tobacco, and Other Drug Use

Resources to Handle Co‐occurring Disorders. There is a need for increased collaboration to serve youth
with co‐occurring mental health disorders and intellectual and developmental disabilities.
Transition from Care. Youth aging out of public sector agencies (i.e., Child Welfare, Probation, Parole)
who are in need of long‐term behavioral health services with either public or private sector agencies
need support, and a streamlined referral process to effectively connect with the proper services.
Currently, schools aren’t prepared when youth are being transitioned with the district and between
external agencies.
System Configuration. The current behavioral health system focuses resources on the smallest
population of children and youth requiring the most significant interventions. In the preferred method
of care, the system would primarily support prevention strategies in an effort to reduce the need for
further and more costly services in the future.
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Element 5: Preventing Youth Violence and Bullying

Varied Interpretation of Safety. Despite shared concern for what is right for children and youth, there
can be differences in the ways that individual teachers and systems interpret this priority. Keeping
children safe within a school may be perceived as requiring trading individual rights for overarching
safety. Suspensions, arrests, and other strong disciplinary measures are an area where schools, families’
community partners and law enforcement may disconnect. Individual schools may still implement “zero‐
tolerance policies,” even though these policies have been determined to be less effective than
behavioral supports.
Disparities in Disciplinary Action. School discipline data reveals disparities and problems. In Nevada,
out‐of‐school suspensions of female students that are American Indian or Black/African American are at
least 4 times the rates for White female students. Out‐of‐school suspensions of male students that are
American Indian or Black African American are more than twice the rates than for White students (24).
Students with disabilities were suspended out of school at a rate of more than 3 times the rate of
children without disabilities. Finally, 96 percent of the students subjected to physical restraint have
disabilities (children served by IDEA), making Nevada highest in the nation for this indicator.
Additionally, schools also identified disparities in disciplinary action related to students’ economic class.
Barriers to Positive Extra‐Curricular Activities. Looking broadly, there are numerous supports for
children and youth. However, specific neighborhoods and groups may have limited access to these
activities because of transportation, costs, and other barriers. For example, children that are served by
schools outside of their neighborhood may have difficulty accessing after‐school programs. Children and
youth in remote areas may have limited access to school and community recreation programs. These
exceptions describe an important gap in the system‐‐services for those that may need them most. At an
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individual child level, systems can be disconnected instead of coordinated, leaving considerable gaps
and unmet needs.
Conflicting Priorities. Within schools, the various roles and responsibilities of administration, teachers,
counselors and parents create variance in priority areas from each perspective. These conflicting
priorities make it difficult for standardized processes to be followed, and create disparities in how
situations, issues, and needs are handled. A better process for connecting professionals another
supports (wraparound or system of care) can help to put the child/youth as a priority and promote use
of appropriate resources (counseling, mentoring, education).

Infrastructure Needs
Enhanced Data Sources. Relevant data sources are limited. For example, among very young children,
few are connected to formal systems and therefore information is not collected or maintained. The
Nevada Kindergarten Health Survey is one of few data sources available on very young children, but for
the rural communities in particular very few parents participate. There are also data gaps for the middle
school population; current data from YRBS is for the high school population only. There are also needs
to improve existing data sets. Consent models vary among counties making comparisons and data
aggregation for YRBS and other data complex. Other information collected by agencies is available but
by request rather than in publically available engines. Finally, both Nye and Lyon County identified the
presence of strict active consent and notification policies when dealing with sensitive issues as a barrier
to children participating in valuable resource opportunities.
Data Driven Decision Making. Across all three regions and elements, there is a need to improve sharing
of information and use data to drive decision making. Currently, the school personnel felt they needed
additional coaching and training in this area in order to consistently and accurately track process and
outcome data. In addition, there is no single person or system‐wide procedure to gather and maintain
data, and some schools cited inconsistent data entry and incomplete assessments as a barrier.
Professional Development and Training. Within the field of early care and education, there is continued
need for training and professional development to ensure providers are equipped with the knowledge,
skills and confidence they need, especially related to challenging behavior. Barriers to training include
limited time, funding, and wages to support early education providers. Implementation of training can
also be difficult at the provider level if they do not have the full support of the center director or other
staff. Lyon and Nye Counties specifically identified the need for qualified staff, including specialized
training around social and emotional needs of children. The fact that TACSEI does not currently have
sites in the rural areas was also identified as a barrier.
State‐Level Authority. Nevada lacks a state‐level mental health authority to set practice standards,
conduct quality assurance and improvement practices. Without this type of unifying entity, there is not
a system in place to do statewide planning or to develop accountability measures. The provision of
children’s mental health services by DCFS, DPBH, and DHCFP contributes to a fragmented system of
care.
Sufficient Behavioral Health Workforce. Nevada suffers from a significant shortage of behavioral health
providers in all counties except Clark. The state received a grade of “D” from the National Association
on Mental Illness (NAMI) in 2006, and when follow‐up was conducted in 2009, conditions had not
changed enough to qualify raising that grade. There is still a need for increased capacity for therapy,
inpatient staffing, case management, and medication.
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Knowledge about Mental Health Needs. Within all three regions, school administration and staff
identified the need for increased training for better understanding and awareness of mental and
behavioral health disorders in order to better handle situations. One school noted that untrained staff
are making decisions about students or overriding the decisions of mental health professionals, and
don’t have the expertise to do so.
Streamlined Information and Data Sharing. Need to design system that allows sharing of information
and reduce burden on clients to repeatedly give same information. In addition, Nye County recognized
the need to enhance communication between parents and the school by using the district website or
other forms of technology.
Enhanced Cultural Competency. Many interviewees identified the need for improved cultural
competency in order to better address the needs of non‐majority populations, low‐income children, or
children with special needs (homeless, disabilities, etc.). An increase in training is needed in order to
ensure children don’t fall through the cracks and can have equitable access and treatment through the
schools and community resources. Specifically, Nye County identified the need for additional training on
such topics as parenting, empathy, role modeling, and substance abuse, to better understand the needs
of families, and how to support them in a more positive way.

Recommendations
After conducting the gaps analysis process, several recommendations were developed, identifying key
focus areas and strategies that can be implemented as part of the SS/HS project. Whenever possible,
evidence‐based practices were identified to enhance the opportunities for schools to reach improved
outcomes. Following are recommendations to support the efforts to achieve the five goals of the SS/HS
project. It is expected that the SS/HS planning process will both expand and enhance recommendations,
as well as define and select action steps in alignment these recommendations.

Element 1
There are considerable opportunities to make improvements in the areas of social and emotional
development in alignment with Safe Schools and Healthy Students.
Improve Systems. Many states have made considerable progress in moving early social emotional
development to the forefront. Research suggests that investments in the early years have a strong
return, saving later costs of more expensive interventions and treatments. As a TACSEI grantee, there
are opportunities to deepen expertise, strengthen demonstration sites, and expand understanding and
use of the pyramid model. It can also serve as a platform to assist the rural/frontier counties in
launching a more fully developed social and emotional learning and development effort. These efforts
should also include a component to ensure sustainability beyond the grant term.
Expand Opportunities to Inform, Educate and Assist Families and Caregivers. The majority of children
can be well‐served through promotion activities that help families and caregivers to understand and
support child development. Parent education is critical because parents serve as primary teachers and
role models for young children, particularly because in two of three counties, families live in
rural/frontier communities, isolated from resources. Examples of strategies to achieve this may include
evidence‐based messaging campaigns, expanding formal and informal support systems for families, and
ensuring access to preventative health care, developmental screenings, appropriate assessments and
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referrals, when warranted. It will be important to emphasize outreach and education to families early
on in the implementation of SS/HS initiative while statewide efforts target policy and funding formulas.
Enhance Access to High Quality ECE. High quality early care and education is understood to improve life
outcomes for young children. Yet, access to high quality care is limited and many are unable to access it.
Child care subsidies, QRIS, support for family, friends, and neighbor care are examples of strategies to
improve both quality and access. Recognizing that most of Nevada’s children do not currently access
preschool, supports should extend to home environments, and barriers to out‐of‐home, high‐quality
care should be reduced. Our capacity to prepare and assess children’s readiness for kindergarten—for
learning—cannot be adequately achieved without serious consideration of pressing toward universal
Pre‐K funding and programming, using a combination of local, regional, state and federal dollars.
Focus on Development and Training. Recruitment and retention along with capacity‐building of early
child care providers is essential. Nevada’s ECE Career Ladder and Professional Development Plan are
resources that can be tapped, along with providing direct training opportunities. As well, better
coordination and communication of the training and preparation resources for early childhood
professionals is essential to go to scale, as well as provide consistent coverage across the three target
counties.
Expand Access to Prevention, Targeted, and Early Intervention Services. Several programs focus on
prevention for young children and families with risk factors. Collaboration with existing programs offer a
way to leverage investments and strengthen results from existing investments and ensure access to
those in need. Services such as home visiting, medical (or health) homes, and more targeted
interventions is needed to support the continuum of social and emotional learning and development.
SS/HS stakeholders may want to focus on enrollment in health insurance, coordination with health care
providers and early care and education sites on appropriate screenings. It is important to note that
screenings are not the end point; many children and families require further assessment and follow‐up
services. Appropriate and accessible services must be available to support children. Screenings will help
to indicate the specific areas where more programs and services are required.
Ensure Families have Access to Qualified Professionals and Programs. Child health indicators and their
relationship to other health factors—mental, emotional and behavioral health in later years may require
SS/HS stakeholders to engage early on with primary care and other health professionals to address the
full needs of students. In addition, many families of very young children seek help for mental health
issues, but are unable to access them. Understanding the gaps and providing opportunities to change
this outcome is critical to ensuring children are ready to enter school ready for success.

Element 2
Develop the Workforce. Workforce development should remain a primary focus for the SS/HS initiative
to meet the need for mental health professionals. It is recommended that the SS/HS initiative supports
creation of a tiered system of mental health professionals, beginning with bachelor‐level or community‐
based experienced volunteers who are trained to coordinate care and serve as the central contact for
Health (or medical) Homes. This would move the needle forward in terms of both implementation and
evaluation as it will support the capacity to coordinate and maintain Health Homes (i.e., tracking
referrals and follow‐up). It is also imperative, that mental health professionals receive training in
trauma‐based care and include specific trauma‐based care strategies in their SS/HS approach. It is
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critical that the SS/HS initiative generates the interest and will among policy‐makers to bring resources
to bear on rural/frontier infrastructure needs as well as increasing and incentivizing opportunities for a
trained workforce across all counties.
Support Collaboration between Providers and Schools. Build collaboration with mental health
providers to open lines of communication, as needed, so follow‐up may be conducted without divulging
private information and violating the Health Insurance Portability and Accountability Act (HIPAA).
Improved communication between community providers and school staff can alleviate burden on
school, but still ensure family receives needed services. Review HIPAA and FERPA with an effort to clarify
what is “possible” vs. “not possible” when professionals act in the best interest of students’ well‐being.
Currently, there is not consensus or agreement at the direct service level in how these policies are put
into practice. Achieve legal and disciplinary guidance through a statewide team of cross‐disciplinary
professionals so that barriers to sharing information can be removed. Often the conservative
interpretation can result in harmful consequences which counter the very intent of HIPAA.
Implement School‐Based Supports. Implement resource staff (i.e. social workers, case managers,
community health advocates, and outreach coordinators) who can help families navigate community
resources and can conduct follow‐up as needed. Promote collaborations with existing community
providers or through multi‐disciplinary teams (MDTs), where oftentimes, these youth with
mental/behavioral health needs are already connected to resource staff. Identify a core set of
competencies and responsibilities that can be addressed through multiple channels (personnel) and be
context‐responsive. Collaborate with existing providers to increase outreach and services within school
settings, so that students and families can access assistance on‐site.
Increase Education and Awareness. Increase education and awareness of mental and behavioral health
issues through school personnel, students, parents, and the broader community. Increased education
to recognize the signs, and prevent suicide. Counties should be given flexibility in how they conduct
outreach that addresses contextual influences and barriers while maintaining fidelity in the
implementation effort.
Reduce Stigma. The stigma related to mental health problems impacts child and family access to
important resources. For example, suicide remains a barrier for obtaining consents from parents for
students to participate in such evidence‐based practices as Signs of Suicide. Conduct social media or
other campaigns that counter requests to rename or eliminate references to “suicide” in school‐home
communications. Renaming or minimizing the seriousness of the issue in order to make people more
comfortable with the topic can be counter‐productive to reaching greater numbers of students in need
and their parents. Reducing stigma will also help ensure that education and awareness can take hold
throughout the community.

Element 3
There are some opportunities to make improvements in connecting families, schools and the community
in alignment with Safe Schools and Healthy Students:
Cultural Competency. Training in the culture of poverty is suggested so that staff in any setting,
including in schools, understand the dynamics and are able to interact in a respectful, and non‐
judgmental manner with the diversity of families they serve.
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Implement Student Engagement Strategies. Draw upon existing resources and frameworks such as
service‐learning and Search Institute’s Developmental Assets Framework that have a demonstrated
track record of increasing student engagement, youth voice, and increasing positive healthy behaviors
while reducing risky behavior.
Improve Access to Technology. Research and other successful parent involvement programs recognize
the fact that technology is a key piece to connecting schools, families and the community. It is an easy
medium to initiate parent‐teacher conversations, for parents to check student achievement status and
to foster parent skillsets so that they are able to guide and prepare their children for a technology‐based
society (19).
Continue Fostering Relationships and Partnerships. Ultimately, connecting families, schools and
communities is dependent on the relationships between the three parties. Nevada schools have already
begun the heavy lifting by implementing parent involvement policies, but it is crucial to continue
fostering relationships with families and the community. Community Coalitions have well‐established
relationships with non‐formal systems and groups. The next step is to enhance the conversation and
diverse voices between the coalition and the LEAs to create youth and family‐driven structures and
opportunities within and beyond any single system for addressing the barriers and building the assets
needed for youth to succeed in school and life. In addition, schools should work in collaboration with
community partners to co‐sponsor programs and events where families may show up as part of
relationship‐building, to build upon existing, trusting relationships in very direct and concrete ways.

Element 4
Focus on Relationships for Sustainable Impact. When looking at advancing work for preventing
behavioral and mental health issues, including substance abuse, it is important to take into account long
term sustainability. This work encompasses taking a strategy or innovation to scale once it proves to be
successful, and that it is replicated with fidelity. Conclusions from research indicate that developmental
relationships are essential to sustainability. These relationships can provide metrics to evaluate quality
and forecast the impact of interventions for at‐risk children and youth (34). Consider using a shared
framework, such as the Developmental Assets or a Strengths‐Based model, which can guide selection
and implementation of evidence‐based practices (EBP).
Focus on Vulnerable Populations. Families of school‐age youth may be able to be identified as
vulnerable based on risk factors, for example, adults ages 25 and older with no high school diploma;
unemployed; severely work disabled; persons with major depression; and, persons that are recent drug
users (35). There is a need to further address specific sub‐populations, and to focus on those youth and
families that are: English Language Learners (ELL), living in poverty, homeless or at‐risk of homelessness,
affected by adverse childhood experiences/trauma, minorities, living with addicted parents, addicted
themselves, incarcerated or involved in the juvenile justice system, have parents who are incarcerated,
and those with disabilities or an Individualized Education Program (IEP). Co‐develop plans and MDTs
that include school and community personnel that support students staying in school and in their
community.
Utilize Data to Improve Decision Making. It will still be important to enhance data collection to insure
that gaps can be appropriately identified, needs met, and initiatives, such as this, evaluated for its
impact. SS/HS partners should agree upon a single data repository or system used to capture and report
on data across systems. There are client case management/tracking systems available and in use by
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community partners that can be leveraged. Linking the state and university data systems to the local
SS/HS teams’ information could also strengthen planning/program selection and implementation.
Furthermore, districts, schools, and educators should use data‐driven processes to identify and support
individual students who need targeted behavioral interventions, and to guide decisions about how best
to allocate limited staff and resources (36). It will also be useful for the state and other national data
sources to begin disaggregating data for rural/frontier counties as there is tremendous variation within
this group and this initiative will demand the capacity to measure impact at the school and county level.
In the same regard, it is important to disaggregate data by school and county to insure the CMTs have
the capacity to measure impacts where they are targeting subpopulations within their districts. It is also
recommended that the state support capacity to increase participation of the three county schools in
the YRBS, and include middle schools in the middle school sample that will be selected in the next round
of YRBS.
Focus Upstream and Holistically. There are occasions to identify youth at risk of behavioral health issues
before they are part of a formal system of care through assessment and access opportunities. This
includes identifying youth who are at risk earlier, when signals are given that would require lower levels
of intervention and may be effectively managed through prevention methods. Universal services in the
early primary years may be effective ways to reach children who are flying under the radar, whether
they are acting out or not. Using holistic assessments, those that see the whole child and adolescent
that comes to school, rather than one aspect of the child. The SS/HS initiative is poised to identify and
use alternative assessments for social, emotional, cognitive and behavioral well‐being, such as the
California Healthy Kids Survey, the Teaching Strategies Gold (TSG) that is being piloted as a tool for
kindergarten readiness, and others that go beyond risks or academic achievement. Another opportunity
is systematizing SBIRT (screening, brief intervention, referral and treatment) to reach out to support kids
before they are in distress.
Focus on Effective Communications and Coordination. Engage school and community mental and
behavioral health professionals in conversations where they examine and discuss the system, as well as
the individual children & families. Throughout the nation, millions of children in have experienced
trauma (such as the loss of a parent) and/or exposure to violence at home or in the community, either
as victims or witnesses. In addition, one in ten children has a mental illness severe enough to impair how
he or she functions in school. Schools must be sensitive to the needs of these youth and recognize that
some students with unmet behavioral health needs and youth with disabilities, particularly those with
emotional disturbances, are more likely to experience high suspension rates and lower academic
achievement (36). Effective coordination includes implementing multi‐disciplinary teams and
interagency teams (MDTs/IATs) with consistency. Groups need to look at ensuring consistent
representation, regular meeting, and bridging between school and community mental and behavioral
health professionals.
It may be useful to identify a point of contact that can coordinate the various prevention and
intervention strategies. There also needs to be people at a school site or at other community locations
that can see the child or youth needs and connect them to services or supports. For instance, a Social
Worker, Community Health Advocate, or Coordinator, with the eyes and ears to build relationships and
know the resources inside and outside of the schools.
Build a Public Health Approach to Prevention. This approach to reducing substance use and Mental,
Emotional, and Behavioral (MEB) disorders and related consequences focuses on preventing health
problems and promoting healthy living for whole populations of people (i.e., people who share a
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common characteristic, such as residence in a common geographic region [e.g., county], age [e.g.,
children, young adults] or experience [e.g., pregnant women]). Traditionally, substance abuse and
related MEB disorders prevention has been more individual‐ or person‐centered, reflecting its close
association with substance abuse and mental illness treatment. Prevention research, however, has
demonstrated that prevention approaches that broadly target population‐level change are effective in
producing measurable improvements in harmful consumption patterns and negative consequences and
MEB disorders in groups as a whole (37).

Element 5
Youth violence and bullying are issues on the forefront for schools, families and other providers. Yet, the
solutions are not always simple – with many factors contributing to the problems faced by children and
youth at schools. Those at the forefront of making change in these areas have noted practices and
approaches to consider that influence success.
The Importance of Relationships, Culture and Climate. Leaders and early implementers have noted that
relationships, not policies or programs, are central to meaningful changes around bullying and youth
violence. Positive school climate strategies shift the focus from reactive approaches to misconduct to
prevention. For example, a restorative justice model such as restorative circles may be helpful to
addressing and preventing problems of bullying and violence at school. The Developmental Assets
Framework to generate out‐of‐school time activities that support healthy development can complement
schools’ efforts and provide programming for youth in life and coping skills that are associated with
positive behavior, conflict resolution and interpersonal communication and relationship‐building.
The Need for Evidence‐Based Strategies. There are numerous curricula and programs to teach children
about school violence. Efforts at schools often focus on practical solutions such as metal detectors.
(However, not all of these programs are effective and it is important to consider that some interventions
may have unintended negative consequences.) Approaches to prevention should have demonstrated
impacts (or, be in the process of evaluation for pilot and innovative programming). Prevention of
violence before it starts, utilizing a public health model, has been shown to reduce school and youth
violence. Within the three counties there are current evidence‐based practices in use, and available
trainers, as with Say It Straight and TACSEI.
Focus on Community Safety. It is critical that community safety and violence prevention be addressed
along with school safety and violence prevention, especially for children who live a distance from
schools and who live in isolated and/or unsafe neighborhoods that lack cohesion.
Specialized Supports. Improvements to school culture and climate are understood to have universal
impact. However, when it comes to targeted assistance and intervention programs, specialized
approaches maybe helpful. For example, reducing gang violence may require different strategies than
intervening for relationship‐violence created through cyber‐bullying, and culturally competent programs
may not be one‐size‐fits all. Providing relevant and focused services is important, and partnering with
organizations and agencies that are familiar with cultural dynamics may also be important strategies for
prevention. Finally, for youth that have behavioral needs, specialized, high quality programming should
be in place. This includes access to high quality alternative education for children and youth that have
been removed from campus for disciplinary reasons.
Strengthen Implementation of PBIS and Eliminate Zero Tolerance Policies. Non‐punitive approaches to
negative behavior, such as targeted behavioral supports for at‐risk students, have been shown to reduce
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violent behavioral in school. Other alternatives to zero tolerance that take a largely preventative
approach to violence and misbehavior, such as character education or social‐emotional learning
programs, have also been shown through evaluations to have significant, positive impacts on student
behaviors as well as academic achievement (26).
Understanding and Assisting Victims, Bullies and Bystanders. In‐depth research of violence has showed
that the victims, bullies and bystanders require assistance. Often, the focus falls to punishment of
bullies, which can overlook more complex dynamics among children and youth, and, favor short‐term
fixes at the expense of longer‐term, more holistic solutions.
Improving Systems (family, school, community). Risk factors for youth violence come from numerous
sources including home, peers, school and community. Indirectly, programs that help build safe
communities, provide pro‐social activities for children and youth can make a critical difference in
preventing violence. Engagement of families, youth, and community partners is providing leadership is
an important step to ensure that programs are relevant to those they serve.
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Conclusions
The details in the Needs Assessment, Environmental Scan and Gaps Analysis (NAES) report point to the
differences and similarities among the three SS/HS pilot sites in Nevada. In terms of structure, Lyon and
Nye Counties have Community Coalitions with strong ties to the school and community partners.
Washoe County also has strong collaborative ties, but a significantly larger school district and student
population is seeks to impact. Technology (data sharing and systems) remains a gap for the most part, as
partners use a variety of systems for tracking and reporting data. Tools for measuring results vary, but
there is movement towards streamlining and blending approaches so that one tool or process can be
used across the three regions (as well as other areas of the state).
A strong indicator that the three regions are positioned to have positive impact in addressing multiple
needs identified in this report is the energy and commitment shown by each region’s Core Management
Team and their partners and stakeholders. Even before the SS/HS grant award, efforts to address the
issues were underway. Partners have been working to merge and streamline systems and processes to
the degree possible with existing resources. Legislators have taken steps to change, add and clarify
statutes and codes which affect the SS/HS goals and objectives. At both the state and regional levels, a
focus on improved information sharing and capacity building for people, organizations, and systems
continues.
Now as the State of Nevada and the three pilot regions move forward to plan and implement strategies
to address the needs outlined in this report, they also have additional resources and technical
assistance. Nevada joins other communities across the nation as it works to achieve its goals to: increase
in the number of children and youth who have access to behavioral health services; decrease the
number of students who abuse substances; increase in supports for early childhood development;
improve school climates; and reduce the number of students who are exposed to violence.

135 | P a g e
Social Entrepreneurs Inc.

This page is intentionally left blank.

136 | P a g e
Social Entrepreneurs Inc.

VII.

ACRONYMS

The following acronyms were used in the report.
ACA
ACCEPT
ACF
ADD/ADHD
ASD
ASQ
ASQ SE
ATTC
BHPAC
CABHI
CAHK
CASEL
CBT
CBT
CCDF
CDC
CIT
CLAS
CMHS
CMT
COW
CPS
CSAP
DCFS
DEC
DHCFP
DOE
DPBH
DUI
EBP
ECAC
ECE
ECHO
EHS
ELL
EPSDT
FFS
FQHC
FY
GPA
GPRA

Affordable Care Act
Access for Community & Cultural Education Programs & Trainings
Administration for Children and Families
Attention Deficit Disorder/Attention Deficit Hyperactivity Disorder
Autism Spectrum Disorder
Ages and Stages Questionnaire
Ages and Stages Questionnaire Social‐Emotional
Addiction Technology Transfer Center
Behavioral Health Planning and Advisory Council
Cooperative Agreements to Benefit Homeless Individuals
California Health Kids
Collaborative for Academic, Social, and Emotional Learning
Cognitive‐behavioral therapy
Cognitive‐Behavioral Therapy
Child Care and Development Fund
Center for Disease Control
Crisis Intervention Team
Culturally and Linguistically Appropriate Services
Center for Mental Health Services
Core Management Team
Classroom on Wheels
Child Protective Services
Center for Substance Abuse Prevention
Division of Child and Family Services
Drug Endangered Child
Division of Health Care Financing and Policy
Department of Education
Division of Public and Behavioral Health
Driving Under the Influence
Evidence‐Based Practices
Early Childhood Advisory Councils
Early Care and Education
Extension for Community Healthcare Outcomes
Early Head Start
English Language Learners
Early Periodic Screening, Diagnosis, and Treatment Program
Medicaid Fee For Service
Federally Qualified Health Center
Fiscal Year
Grade Point Average
Government Performance and Results Act
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HAWC
HCC
HMO
HPN
HRSA
HSGI
IAT
IDEA
IEP
JDAI
LCSD
LEA
LGBT
MARP
MCO
MDT
MEB
MH/BH
MHDS
MHPAC
MORE
MOST
MOU
MPAC
NAES
NAEYC
NAMI
NCLB
NCSD
NFAR
NIAA
NNCAS
NOW
NSCH
NSHD
NyECC
OCD
ODD
OJJDP
OSP
PARTNER
PBIS
PBS
PEP

Health Access Washoe County
Healthy Communities Coalition
Health Maintenance Organization
Health Plan of Nevada
Health Resources and Services Administration
High School Graduation Initiative
Interagency Teams
Individuals with Disabilities Education Act
Individualized Education Plans
Juvenile Detention Alternatives Initiative
Lyon County School District
Local Education Agency
Lesbian, Gay, Bisexual, and Transgender
Mobile Assessment Response Program
Managed Care Organizations
Multidisciplinary Teams
Mental, Emotional and Behavioral disorders
Mental Health and Behavioral Health
Mental Health and Developmental Services
Mental Health Planning Advisory Council
Medical Outreach Response Event
Mobile Outreach SafetyTeam
Memorandums of Understanding
Multidisciplinary Prevention Advisory Committee
Community Needs Assessment, Environmental Scan and Gaps Analysis
National Association for the Education of Young Children
National Association on Mental Illness
No Child Left Behind
Nye County School District
National Frontier and Rural
Nevada Interscholastic Activities Association
Northern Nevada Child and Adolescent Services
Network of Opportunities
National Survey of Children’s Health
Nevada State Health Division
Nye Communities Coalition
Obsessive Compulsive Disorder
Oppositional Defiance Disorder
Office of Juvenile Justice and Delinquency Prevention
Office if Suicide Prevention
Program to Analyze, Record, and Track Networks to Enhance Relationships
Positive Behavioral Interventions and Supports
Positive Behavioral Supports
Parents Encouraging Parents, Parents Educating Professionals, and Professional
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PIC
PIF
PIRC
PSA
PTA
PTSA
PTSD
QRIS
RAEYC
RCSS
RTI
SAMHSA
SAPTA
SBHC
SBIRT
SED
SEI
SHARE
SMT
SNA
SNCAS
SOS
SPF
SS/HS
SSA
STEP
TACSEI

Empowering Parents
Parent Involvement Committee
Parent Involvement Facilitators
Parent Involvement Resource Center
Public Service Announcement
Parent Teacher Association
Parent, Teacher, Student Association
Post‐Traumatic Stress Disorder
Quality Rating and Improvement System
Reno Association for the Education of Young Children
Rural Counseling and Supportive Services
Response to Intervention
Substance Abuse and Mental Health Services Administration
Substance Abuse Prevention and Treatment Agency
School Based Health Center
Screening, Brief Intervention, Referral and Treatment
Severe Emotional Disturbance
Social Entrepreneurs, Inc.
Sexuality, Health, and Responsibility Education
State Management Team
Social Network Analysis
Southern Nevada Child and Adolescent Services
Signs of Suicide
Strategic Prevention Framework
Safe Schools/Healthy Students
Social Security Administration
Summer Training Education Program
Technical Assistance Center on Social Emotional Intervention for Young Children

TSG
UNR
WATCH D.O.G.S
WCCMHC
WCJS
WCSD
WCSS
WIN
YRBS

Teaching Strategies GOLD
University of Nevada, Reno
WATCH D.O.G.S. is the safe schools initiative of the National Center for Fathering.
Washoe County Children’s Mental Health Consortium
Washoe County Juvenile Services
Washoe County School District
Washoe County Social Services
Wraparound in Nevada
Youth Risk Behavior Survey
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IX.

APPENDICES

The following appendices contain information that supports or was used in the main body of the
document.
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Appendix A: Population Data
Tables based on the United States Census Bureau (2012d)
and Nevada State Demographer's Office

Table 29: Total Population of Nye, Lyon and Washoe County, 2000 to 2032
2000

2010

2013

2025

2032

Nye County

32,978

43,963

44,340

46,876

48,553

Lyon County

35,685

52,274

52,466

57,603

60,680

Balance of the State

119,022

159,187

163,248

181,410

192,914

Washoe County

341,936

417,336

431,035

502,559

547,775

Table 30: Population per square mile in Lyon, Nye, and Washoe County, 2013
Area

Population per
sq.mi.

County

2013 Demographic
Profile Data1

Lyon

52,466

2,016

26.0

Nye

44,340

18,159

2.4

Washoe

432,324

6,302

68.6

NEVADA

2,775,216

109,781

25.3

(sq. mi.)
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Appendix B: Gender Distribution
Table 31: Gender Distribution of Total Population, 2013
Lyon
County

Gender

Nye
County

Washoe
County

Rest
State

of Nevada
Total

Males

26,155

21,944

217,683

1,136,381

1,402,163

Females

26,311

22,396

213,352

1,110,994

1,373,053

Totals

52,466

44,340

431,035

2,247,375

2,775,216

Source: Nevada County Age, Sex, Race, and Hispanic Origin Estimates from 2000 to 2012
and Projections from 2013 to 2032, the Nevada State Demographer's Office (1)

Table 32: Nevada Child Population By Gender, 2012
Gender

Nevada Total

%

Males

339,368

51%

Females

324,215

49%

Totals under 18

663,583

100%
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Appendix C: Ethnic Distribution
Table 33: Ethnic Distribution of Total Population, 2013
Lyon
County

Nye
County

Washoe
County

Rest of
State

Nevada
Total

#

43,084

37,462

284,028

1,253,008

1,617,582

%

82.12%

84.49%

65.89%

55.75%

58.29%

#

455

554

9,748

188,608

199,365

%

0.87%

1.25%

2.26%

8.39%

7.18%

#

1,314

1,017

8,318

25,849

36,498

%

2.50%

2.29%

1.93%

1.15%

1.32%

#

589

745

27,222

158,228

186,784

%

1.12%

1.68%

6.32%

7.04%

6.73%

Hispanic Origin of Any Race #

7,024

4,561

101,719

621,683

734,987

13.39%

10.29%

23.60%

27.66%

26.48%

52,466

44,339

431,035

2,247,376

2,775,216

Race and Ethnicity
White*

Black*

American Indian**

Asian or Pacific Islander*

%
Totals

* Not of Hispanic Origin
** Definition includes Aleut and Eskimo
Source: Nevada County Age, Sex, Race, and Hispanic Origin Estimates from 2000 to 2012 and
Projections from 2013 to 2032, The Nevada State Demographer's Office.

154 | P a g e
Social Entrepreneurs Inc.

Table 34: Child Population by Race and Ethnicity, 2013

Race

Nevada
Total

%

White*

250,751

38%

Black*

56,985

9%

American Indian and Alaskan Native*

5,555

1%

Asian*

39,510

6%

Native Hawaiian and other Pacific
Islander*

4,235

1%

Two or more race group*

38,517

6%

Hispanic Origin of Any Race

266,052

40%

Totals under 18

661,605

100%

* Not of Hispanic Origin
Source: National KIDS COUNT (8)
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Table 35: 2012‐13 Demographic Profile of School Enrollment
Lyon County

Nye
County

Washoe
County

Nevada
Total

#

5,226.26

3,555

29,464

163,722

%

64.85%

66.31%

47.2%

36.76%

#

63.67

205

1,536

43,336

%

0.79%

3.82%

2.46%

9.73%

American Indian and Alaskan
Native*
#

283.68

105

1,042

4,944

%

3.52%

1.96%

1.67%

1.11%

#

83.01

69

2,815

25,253

%

1.03%

1.29%

4.51%

5.67%

Native Hawaiian and other
Pacific Islander*
#

37.07

78

574

5,745

%

0.46%

1.45%

0.92%

1.29%

#

411.81

66

3,190

24,273

%

5.11%

1.23%

5.11%

5.45%

Hispanic Origin of Any Race #

1,952.70

1,283

23,796

178,063

%

24.23%

23.93%

38.12%

39.98%

8,059

5,361

62,424

445,381

Race
White*

Black*

Asian*

Two or more race group*

Totals

Source: 2012‐2013 Nevada Report Card
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Appendix D: Distribution by Income
Table 36: Persons Living in Poverty by County and Age Group, 2012
Total
Number in
Poverty

% of Total
Population

Under Age
18 in
Poverty

% of
Population
under Age 18
in Poverty

Lyon County

7,737

15.2%

2,601

22%

Nye County

7,048

16.6%

2,333

29%

Washoe County

74,476

17.6%

24,040

24.8%

County

Total Nevada
441,373
16.2%
152,664
23.4%
*26.6% of Nevada’s population under age 5 is in poverty. Data is not available at county level.
Source: U.S. Census Bureau, Small Area Income and Poverty Estimates. 2012, Nevada
Table 37: Nevada Income in the Past 12 Months (In 2012 Inflation‐Adjusted Dollars).
2012 American Community Survey 1‐Year Estimates (147)
Income Range
Total

Households

Families

Married‐couple
Families

Nonfamily
Households

1,006,605

650,833

445,312

355,772

Less than $10,000

6.7%

4.6%

1.6%

12.1%

$10,000 to $14,999

5.1%

3.6%

1.8%

8.4%

$15,000 to $24,999

11.4%

9.5%

6.8%

15.9%

$25,000 to $34,999

11.5%

10.2%

8.6%

14.2%

$35,000 to $49,999

15.5%

15.5%

14.2%

16.1%

$50,000 to $74,999

19.9%

20.6%

21.7%

17.5%

$75,000 to $99,999

12.1%

14.2%

17.2%

7.1%

$100,000 to $149,999

11.2%

13.5%

17.1%

5.9%

$150,000 to $199,999

3.5%

4.4%

5.8%

1.7%

$200,000 or more

3.1%

3.9%

5.2%

1.2%

Median income (dollars)

$49,760

$56,954

$68,830

$34,519

Mean income (dollars)

$66,044

$74,437

$86,778

$46,905
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Table 38: Washoe Income in the Past 12 Months (In 2012 Inflation‐Adjusted Dollars).
2012 American Community Survey 1‐Year Estimates (147)
Income Range

Households

Total

Families

Married‐couple
Families

Nonfamily
Households

163,902

102,263

73,059

61,639

Less than $10,000

8.3%

5.7%

2.4%

14.3%

$10,000 to $14,999

6.3%

4.1%

2.2%

10.2%

$15,000 to $24,999

12.3%

9.1%

5.7%

17.6%

$25,000 to $34,999

10.2%

8.8%

8.2%

12.4%

$35,000 to $49,999

13.9%

13.6%

13.0%

14.7%

$50,000 to $74,999

18.7%

20.3%

20.7%

15.6%

$75,000 to $99,999

11.0%

13.8%

16.5%

5.7%

$100,000 to $149,999

12.3%

15.1%

18.9%

6.7%

$150,000 to $199,999

3.6%

4.5%

5.9%

1.8%

$200,000 or more

3.4%

4.9%

6.5%

1.0%

Median income (dollars)

$49,026

$60,168

$72,504

$30,847

Mean income (dollars)

$66,569

$78,403

$91,527

$44,612

Table 39: Unemployment Rates (May 2014)
Lyon County

10.5%

Nye County

9.0%

Washoe County

7.3%

Source: United States Department of
Labor, Local Area Unemployment
Statistics Map. 2014, Nevada
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Appendix E: Nevada’s Health Ranking
Table 40: 2010 Nevada’s Health Ranking
Measure

Rank

Value

Binge Drinking
(% of population)

43rd

18.3

Cancer Deaths
(Deaths per 100, population)

25th

194

Children in Poverty
(% under age 18)

19th

17.9

Dental Visit, Annual
(% of adult population)

44th

63.7

Diet, Fruit & Vegetables
(% of population)

23rd

23.7

Early Prenatal Care
(% of pregnant women)

32nd

73.3

50th

52.0

49th

83.8

19th

6.4

35th

16.7

47th

19.8

25th

8.2

17th

15.9

High School Graduation
(% of incoming ninth graders)
Immunization Coverage
(% of children ages 19 to 35 months)
Infant Mortality
(Deaths per 1,000 live births)
Infectious Disease
(Cases per 100,000 population)
Lack of Health Insurance
(% of population)
Low Birthweight
(% of births under 2,500 grams weight)
Low Health Status
(% report fair or poor health)
Median Household Income
(Dollars per house hold)

19th $53,932

Obesity
(% of population)

21st

26.4

Poor Mental Health Days
(Days in the previous 30 days)

45th

4.0

Poor Physical Health Days
(Days in the previous 30 days)

30th

3.6

Premature Death
(Years lost per 100,000 population)

39th

8,354

Preterm Birth

44th

14.2
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Measure
(% of births under 37 weeks gestation)

Rank

Value

Primary Care Physicians
(Number per 100,000 population)

46th

86.2

Public Health Funding
(Dollars per person)

50th

$39

Smoking
(% of adult population)

41st

22

Teen Birth Rate
(Births per 1,000 women aged 15 to 19 years)

42nd

55.3

Underemployment Rate
(%)

46th

19.2

Violent Crime
(Offenses per 100,000 population)

50th

702

2010 Nevada’s overall ranking

42nd

Source: United Health Foundation. 2010. America’s Health Rankings (13)
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Appendix F: National Chartbook Profile for Nevada vs. Nationwide
Table 41: National Survey of Children’s Health. 2011/2012 NSCH National Chartbook Profile for
Nevada vs. Nationwide
Indicator

Explanation

Nevada %

Nationwide %

HEALTH STATUS
Child Health Status

% of children in excellent or very good
health

79.0%

84.2%

Oral Health Status

% of children with excellent or very
good oral health

61.4%

71.3%

Premature Birth

% of children who were born
premature, that is three or more weeks
early

12.8%

11.6%

Breastfeeding

% of children age 0‐5 who were ever
breastfed

83.4%

79.2%

Risk of
Developmental or
Behavioral
Problems

% of children age 4 months to 5 years
determined to be at moderate or high
risk based on parents' specific concerns

26.6%

26.2%

Child Weight Status

% of children age 10‐17 years who are
overweight or obese (BMI‐for‐age at or
above 85th percentile)

33.2%

31.3%

Missed School Days

% of children age 6‐17 who missed 11
or more days of school in the past year

5.8%

6.2%

Current Health
Insurance

% of children currently insured

86.7

94.5%

Insurance Coverage
Consistency

% of children lacking consistent
insurance coverage in the past year

21.8

11.3%

Preventive Health
Care

% of children with a preventive medical
visit in the past year

74.8

84.4%

Preventive Dental
Care

% of children with a preventive dental
visit in the past year

67.4

77.2%

HEALTH CARE
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Indicator

Explanation

Nevada %

Nationwide %

Developmental
Screening

% of children age 10 months to 5 years
who received a standardized screening
for developmental or behavioral
problems

21.9

30.8%

Mental Health Care

% of children age 2‐17 with problems
requiring counseling who received
mental health care

49.3

61.0%

Medical Home

% of children who receive care within a
medical home

44.6

54.4%

81.3

80.4%

8.2

9.1%

SCHOOL AND ACTIVITIES
School Engagement

% of children age 6‐17 who are
consistently engaged in school

Repeating a Grade

% of children age 6‐17 who have
repeated at least one grade

Activities Outside
of School

% of children age 6‐17 who participate
in activities outside of school

77.5

80.8%

Reading to Young
Children

% of children age 0‐5 whose families
read to them everyday

40.2

47.9%

Singing and Telling
Stories to Young
Children

% of children age 0‐5 whose families
sing or tell stories to them everyday

49.3

56.8%

Family Meals

% of children whose families eat meals
together 4 or more days per week

78.9%

78.4%

Mother’s Health

of children who live with their mothers,
the percentage whose mothers are in
excellent or very good physical and
emotional health

50.5%

56.7%

Father’s Health

of children who live with their fathers,
the percentage whose fathers are in
excellent or very good physical and
emotional health

57.3%

62.0%

Smoking in the

% of children who live in households

25.9%

24.1%

CHILD’S FAMILY
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Indicator

Explanation

Household

where someone smokes

Adverse Childhood
Experiences

% of children who have had two or
more adverse childhood experiences

Nevada %

Nationwide %

25.8%

22.6%

CHILD AND FAMILY’S NEIGHBORHOOD
Neighborhood
Amenities

% of children who live in
neighborhoods with a park, sidewalks,
a library, and a community center

63.0%

54.1%

Neighborhood
Conditions

% of children who live in
neighborhoods with poorly kept or
rundown housing

16.4%

16.2%

Supportive
Neighborhoods

% of children living in neighborhoods
that are supportive

74.8%

82.1%

Safety of Child in
Neighborhood

% of children living in neighborhoods
that are usually or always safe

82.9%

86.6%

Source: National Survey of Children’s Health, 2011/2012 (14)
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Appendix G: Self‐Reported Substance Abuse
Table 42: Self‐Reported Substance Abuse among Population. Aged 12 and Over in Nevada by Region ‐
2010 (148)

Indicator

Rural &
Washoe
Frontier
County
Counties

Nevada ‐ United
Total
States

Alcohol Use in Past Month among Persons Aged 12
to 20

26.3%

29.4%

24.3%

26.5%

Alcohol Use in Past Month

57.0%

58.1%

54.2%

51.6%

Alcohol Binge Use in Past Month among Persons
Aged 12 to 20

17.6%

21.2%

17.4%

17.5%

Alcohol Binge Use in Past Month

26.2%

27.1%

26.7%

23.4%

Alcohol Dependence in Past Year

3.4%

4.0%

3.7%

3.5%

Alcohol Dependence or Abuse in Past Year

8.5%

8.9%

8.4%

7.3%

24.4%

23.9%

24.8%

23.5%

2.5%

3.1%

2.5%

1.9%

10.2%

10.9%

10.2%

8.9%

Illicit Drug Dependence in Past Year

1.9%

2.1%

2.0%

1.9%

Illicit Drug Dependence or Abuse in Past Year

3.0%

3.5%

3.3%

2.8%

Illicit Drugs Other than Marijuana, Used in the Past
Month

4.2%

5.1%

4.9%

3.6%

Illicit Drug Use in Past Month

9.7%

11.8%

10.3%

8.6%

Marijuana, Average Annual Rate of First Use

1.8%

2.4%

1.8%

1.8%

Marijuana, Used in the Past Month

7.1%

8.9%

7.4%

6.6%

11.7%

13.0%

11.8%

11.1%

5.8%

6.1%

6.3%

4.9%

Cigarette Use in Past Month
Cocaine Use in Past Year
Dependence on or Abuse of Illicit Drugs or Alcohol
in Past Year

Marijuana, Used in the Past Year
Pain Relievers, Non‐medical Use of in Past Year
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Indicator

Rural &
Washoe
Frontier
County
Counties

Nevada ‐ United
Total
States

Perceptions of Great Risk of Binge Drinking

43.9%

44.2%

44.0%

42.1%

Perceptions of Great Risk of Daily Smoking

70.3%

72.5%

71.7%

71.9%

Perceptions of Great Risk of Smoking Marijuana
Once a Month

34.0%

30.6%

33.5

34.7%

Tobacco Product Use in Past Month

28.7%

27.1%

28.4%

27.9%

Treatment, Needing for Alcoholism in Past Year

8.1%

8.5%

8.0%

6.9%

Treatment, Needing for Illicit Drug in Past Year

3.2%

2.7%

2.9%

2.5%

Source: Nevada Rural and Frontier Data Book – 2013 Edition
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Appendix H: Nevada Survey of Kindergartners
Table 43: Kindergartners Health & Wellness Indicators
Indicator

Nevada ‐
Total

Children in preschool in year before
Kindergarten

61.5%

Kindergartner has seen a medical provider
for a routine check‐up in the past 12
months

86.1%

Percentage attempting to access mental
health services for their child

4.5%

Percentage of those attempting to access
mental health services for their child and
having trouble*

32.4%

Watching 3 or more hours of television on
an average school day

20.0%

Source: Nevada Survey of Kindergartners, NICRIP 2012‐13
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Appendix I: Nevada Youth Risk Behavior Survey (YRBS) Report (2013)
Table 44: Percentage of high school students who rode in a car or other vehicle driven by
someone who had been drinking alcohol*

Yes

Nevada
State

Lyon,
Mineral, and
Storey

Nye and
Lincoln

Washoe

N

874

80

36

250

%†

21.40%

22.00%

19.30%

24.60%

(19.6‐23.1)

(17.7‐26.4)

(13.4‐25.2)

(21.9‐27.3)

N

3,033

278

169

756

%

78.60%

78.00%

80.70%

75.40%

(76.9‐80.4)

(73.6‐82.3)

(74.8‐86.6)

(72.7‐78.1)

C.I.§
(95%)

No

C.I. (95%)

* One or more time during the 30 days before the survey
† Weighted row percent.
§ 95% confidence interval.

Table 45: Percentage of high school students who drove a car or other vehicle when
they had been drinking alcohol*
Nevada State

Lyon,
Mineral, and
Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

208
7.00%
(5.6‐8.4)

23
9.80%
(5.9‐13.7)

10
9.10%
(3.4‐14.9)

63
11.70%
(8.9‐14.4)

No

N
%
C.I. (95%)

2,117
93.00%
(91.6‐94.4)

222
90.20%
(86.3‐94.1)

114
90.90%
(85.1‐96.6)

498
88.30%
(85.6‐91.1)

* Among students who drove a car or other vehicle one or more times during the 30 days
before the survey.
† Weighted row percent.
§ 95% confidence interval.
‐ Suppressed. Cell size <5.
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Table 46: Percentage of high school students who felt sad or hopeless*,†

Yes

N
%§
C.I. (95%)

1,256
31.70%
(29.7‐33.7)

Lyon,
Mineral, and
Storey
107
30.10%
(25.2‐35.0)

No

N
%
C.I. (95%)

2,635
68.30%
(66.3‐70.3)

249
69.90%
(65.0‐74.8)

Nevada
State

Nye and
Lincoln

Washoe

61
29.30%
(22.9‐35.7)

344
34.00%
(31.0‐37.0)

143
70.70%
(64.3‐77.1)

653
66.00%
(63.0‐69.0)

* Almost every day for 2 or more weeks in a row so that they stopped doing some usual
activities.
† During the 12 months before the survey.
§ Weighted row percent.
95% confidence interval.

Table 47: Percentage of high school students who seriously considered attempting suicide*
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

771
19.30%
(17.6‐21.0)

69
18.90%
(14.8‐23.0)

36
17.10%
(11.9‐22.4)

206
20.90%
(18.3‐23.5)

No

N
%
C.I. (95%)

3,108
80.70%
(79.0‐82.4)

287
81.10%
(77.0‐85.2)

167
82.90%
(77.6‐88.1)

790
79.10%
(76.5‐81.7)

* During the 12 months before the survey.
† Weighted row percent.
§ 95% confidence interval.

168 | P a g e
Social Entrepreneurs Inc.

Table 48: Percentage of high school students who made a plan about how they would
attempt suicide*

Yes

N
%†
C.I.§ (95%)

662
16.50%
(14.9‐18.1)

Lyon,
Mineral, and
Storey
61
16.90%
(12.9‐20.8)

No

N
%
C.I. (95%)

3,227
83.50%
(81.9‐85.1)

295
83.10%
(79.2‐87.1)

Nevada State

Nye and
Lincoln

Washoe

37
18.20%
(12.7‐23.7)

186
18.80%
(16.3‐21.3)

168
81.80%
(76.3‐87.3)

812
81.20%
(78.7‐83.7)

* During the 12 months before the survey.
† Weighted row percent.
§ 95% confidence interval.

Table 49: Percentage of high school students who attempted suicide*
Nevada State

Lyon,
Mineral, and
Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

468
11.80%
(10.4‐13.2)

50
14.70%
(10.9‐18.6)

18
8.30%
(4.5‐12.1)

128
13.60%
(11.4‐15.9)

No

N
%
C.I. (95%)

3,209
88.20%
(86.8‐89.6)

303
85.30%
(81.4‐89.1)

184
91.70%
(87.9‐95.5)

814
86.40%
(84.1‐88.6)

* One or more times during the 12 months before the survey.
† Weighted row percent.
§ 95% confidence interval.
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Table 50: Percentage of high school students whose suicide attempt resulted in an
injury, poisoning, or overdose that had to be treated by a doctor or nurse*
Nevada State

Lyon,
Mineral, and
Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

153
4.30%
(3.4‐5.2)

13
3.70%
(1.7‐5.6)

‐
‐
‐

50
5.30%
(3.9‐6.8)

No

N
%
C.I. (95%)

3,494
95.70%
(94.8‐96.6)

337
96.30%
(94.4‐98.3)

‐
‐
‐

883
94.70%
(93.2‐96.1)

* During the 12 months before the survey.
† Weighted row percent.
§ 95% confidence interval.
‐ Suppressed. Cell size <5.

Table 51: Percentage of high school students who currently used tobacco*
Nevada State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

715
14.30%
(12.8‐15.8)

80
23.40%
(18.8‐27.9)

44
23.60%
(17.2‐29.9)

167
18.40%
(15.8‐20.9)

No

N
%
C.I. (95%)

3,019
85.70%
(84.2‐87.2)

273
76.60%
(72.1‐81.2)

156
76.40%
(70.1‐82.8)

790
81.60%
(79.1‐84.2)

* Current (past 30 days) cigarette use, current smokeless tobacco use, or current cigar use.
† Weighted row percent.
§ 95% confidence interval.
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Table 52: Percentage of high school students who ever drank alcohol*
Nevada
State

Lyon,
Mineral, and
Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

2,701
67.30%
(65.3‐69.4)

284
78.40%
(73.9‐82.9)

129
65.60%
(58.9‐72.3)

701
70.20%
(67.3‐73.1)

No

N
%
C.I. (95%)

1,120
32.70%
(30.6‐34.7)

72
21.60%
(17.1‐26.1)

73
34.40%
(27.7‐41.1)

285
29.80%
(26.9‐32.7)

* Had at least one drink of alcohol on at least 1 day during their life.
† Weighted row percent.
§ 95% confidence interval.

Table 53: Percentage of high school students who drank alcohol for the first time
before age 13 years*
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

890
21.20%
(19.5‐23.0)

98
28.60%
(23.7‐33.4)

37
18.70%
(13.1‐24.2)

233
23.20%
(20.6‐25.9)

No

N
%
C.I. (95%)

2,973
78.80%
(77.0‐80.5)

256
71.40%
(66.6‐76.3)

166
81.30%
(75.8‐86.9)

761
76.80%
(74.1‐79.4)

* Other than a few sips.
† Weighted row percent.
§ 95% confidence interval.

Table 54: Percentage of high school students who currently drank alcohol*
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

1,317
33.30%
(31.2‐35.4)

142
38.70%
(33.5‐43.9)

54
28.40%
(21.8‐35.0)

345
36.50%
(33.3‐39.6)

No

N
%
C.I. (95%)

2,327
66.70%
(64.6‐68.8)

210
61.30%
(56.1‐66.5)

142
71.60%
(65.0‐78.2)

586
63.50%
(60.4‐66.7)
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* Had at least one drink of alcohol on at least 1 day during the 30 days before the survey.
† Weighted row percent.
§ 95% confidence interval.

Table 55: Percentage of high school students who recently participated in binge
drinking*

Yes

No

N
%†
C.I.§ (95%)

N
%
C.I. (95%)

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

838
17.50%

96
26.20%

(15.9‐19.2)

(21.6‐30.8)

38
19.70%
(13.9‐
25.5)

2,956
82.50%

260
73.80%

(80.8‐84.1)

(69.2‐78.4)

164
80.30%
(74.5‐
86.1)

Washoe
232
23.30%
(20.6‐26.0)
743
76.70%
(74.0‐79.4)

* Had five or more drinks of alcohol in a row within a couple of hours on at least 1
day during the 30 days before the survey.
† Weighted row percent.
§ 95% confidence interval.

Table 56: Percentage of high school students who ever used marijuana*

Yes

N
%†
C.I.§ (95%)

No

N
%
C.I. (95%)

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

1,676
39.80%

154
43.00%

(37.6‐41.9)

(37.7‐48.3)

70
35.60%
(28.7‐
42.4)

2,152
60.20%

199
57.00%

(58.1‐62.4)

(51.7‐62.3)

134
64.40%
(57.6‐
71.3)

Washoe
498
49.20%
(46.1‐52.4)
487
50.80%
(47.6‐53.9)

* Used marijuana one or more times during their life.
† Weighted row percent.
§ 95% confidence interval.
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Table 57: Percentage of high school students who tried marijuana for the first time
before age 13 years*

Yes

N
%†
C.I.§ (95%)

415
9.60%
(8.4‐10.9)

Lyon,
Mineral, and
Storey
37
10.70%
(7.4‐14.1)

No

N
%
C.I. (95%)

3,432
90.40%
(89.1‐91.6)

317
89.30%
(85.9‐92.6)

Nevada
State

Nye and
Lincoln

Washoe

16
8.60%
(4.6‐12.7)

136
13.70%
(11.6‐15.9)

188
91.40%
(87.3‐95.4)

857
86.30%
(84.1‐88.4)

* Used marijuana one or more times during their life.
† Weighted row percent.
§ 95% confidence interval.
‐ Suppressed. Cell size <5.

Table 58: Percentage of high school students who currently use marijuana*

Yes

No

N
%†
C.I.§ (95%)
N
%
C.I. (95%)

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

837
18.50%
(16.9‐20.2)

71
20.20%
(15.9‐24.5)

26
14.30%
(9.0‐19.5)

282
28.20%
(25.3‐31.0)

2,997
81.50%

284
79.80%

701
71.80%

(79.8‐83.1)

(75.5‐84.1)

177
85.70%
(80.5‐
91.0)

(69.0‐74.7)

* Used marijuana one or more times during the 30 days before the survey.
† Weighted row percent.
§ 95% confidence interval.

Table 59: Percentage of high school students who used drugs
Nevada
State

Lyon,
Mineral,
and Storey

Nye and
Lincoln

Washoe

‐
‐
‐

108
11.30%
(9.3‐13.3)

COCAINE (1)
N
Yes %†
C.I.§ (95%)

328
7.80%
(6.7‐8.9)

31
9.60%
(6.3‐12.9)
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No

N
%
C.I. (95%)

Nevada
State

Lyon,
Mineral,
and Storey

Nye and
Lincoln

Washoe

3,539
92.20%
(91.1‐93.3)

326
90.40%
(87.1‐93.7)

‐
‐
‐

885
88.70%
(86.7‐90.7)

INHALANTS (2)
N
Yes %†
C.I.§ (95%)

No

N
%
C.I. (95%)

440
9.80%
(8.5‐11.0)

41
11.50%
(8.1‐15.0)

28
15.10%
(9.7‐20.5)

112
11.50%
(9.5‐13.6)

3420
90.20%
(89.0‐91.5)

314
88.50%
(85.0‐91.9)

177
84.90%
(79.5‐90.3)

881
88.50%
(86.4‐90.5)

HEROIN (3)
N
Yes %†
C.I.§ (95%)

No

N
%
C.I. (95%)

132
3.20%
(2.4‐3.9)

10
3.60%
(1.4‐5.8)

‐
‐
‐

45
4.60%
(3.2‐5.9)

3711
96.80%
(96.1‐97.6)

343
96.40%
(94.2‐98.6)

‐
‐
‐

945
95.40%
(94.1‐96.8)

METHAMPHETAMINES (4)
N
Yes %†
C.I.§ (95%)

No

N
%
C.I. (95%)

195
4.90%
(4.0‐5.9)

10
3.00%
(1.1‐4.9)

7
5.10%
(1.1‐9.0)

65
6.70%
(5.1‐8.3)

3667
95.10%
(94.1‐96.0)

347
97.00%
(95.1‐98.9)

197
94.90%
(91.0‐98.9)

927
93.30%
(91.7‐94.9)

ECSTASY (5)
N
Yes %†
C.I.§ (95%)

No

N
%
C.I. (95%)

431
10.80%
(9.4‐12.1)

32
9.20%
(6.0‐12.3)

8
5.50%
(1.5‐9.5)

156
16.20%
(13.8‐18.5)

3430
89.20%
(87.9‐90.6)

325
90.80%
(87.7‐94.0)

197
94.50%
(90.5‐98.5)

836
83.80%
(81.5‐86.2)
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(1)
* Used any form of cocaine (e.g., powder, crack, or freebase) one or more
times during their life.
† Weighted row percent.
§ 95% confidence interval.
‐ Suppressed. Cell size <5
(2)
* Sniffed glue, breathed the contents of aerosol spray cans, or inhaled any
paints or sprays to get high one or more times during their life.
† Weighted row percent.
§ 95% confidence interval.
(3)
* Used heroin (also called “smack,” “junk,” or “China White”) one or more
times during their life.
† Weighted row percent.
§ 95% confidence interval.
‐ Suppressed. Cell size <5.
(4)
* Used methamphetamines (also called “speed,” “crystal,” “crank,” or “ice”)
one or more times during their life.
† Weighted row percent.
§ 95% confidence interval.
‐ Suppressed. Cell size <5.
(5)
* Used ecstasy (also called “MDMA”) one or more times during their life.
† Weighted row percent.
§ 95% confidence interval.

Table 60: Percentage of high school students who ever took steroids without a
doctor’s prescription*

Yes

No

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

N
%†
C.I.§ (95%)

166
3.90%
(3.1‐4.7)

20
6.10%
(3.5‐8.8)

5
3.80%
(0.2‐7.4)

47
4.80%
(3.4‐6.2)

N
%
C.I. (95%)

3,688
96.10%
(95.3‐96.9)

335
93.90%
(91.2‐96.5)

199
96.20%
(92.6‐99.8)

944
95.20%
(93.8‐96.6)

* Took steroid pills or shots without a doctor’s prescription one or more times
during their life.
† Weighted row percent.
§ 95% confidence interval.
‐ Suppressed. Cell size <5.
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Table 61: Percentage of high school students who ever took prescription drugs
without a doctor’s prescription*
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

812
18.40%
(16.8‐20.0)

81
23.60%
(19.0‐28.2)

46
23.90%
(17.6‐30.3)

217
21.90%
(19.3‐24.6)

No

N
%
C.I. (95%)

3,057
81.60%
(80.0‐83.2)

276
76.40%
(71.8‐81.0)

158
76.10%
(69.7‐82.4)

777
78.10%
(75.4‐80.7)

* Took prescription drugs (e.g., Oxycontin, Percocet, Vicodin, codeine, Adderall,
Ritalin, or Xanax) without a doctor’s prescription one or more times during their
life.
† Weighted row percent.
§ 95% confidence interval.

Table 62: Percentage of high school students who ever used synthetic marijuana*

Yes

No

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

N
%†
C.I.§ (95%)

789
17.30%
(15.7‐18.9)

90
25.70%
(21.0‐30.3)

36
19.70%
(13.7‐25.7)

214
21.50%
(18.9‐24.2)

N
%
C.I. (95%)

3,079
82.70%
(81.1‐84.3)

267
74.30%
(69.7‐79.0)

167
80.30%
(74.3‐86.3)

782
78.50%
(75.8‐81.1)

* Used synthetic marijuana (also called K2 or spice) one or more times during their life.
† Weighted row percent.
§ 95% confidence interval.

Table 63: Percentage of high school students who ever used a synthetic drug called
“bath salts”*

Yes

N
%†
C.I.§ (95%)

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

158
3.70%
(2.9‐4.5)

10
3.20%
(1.2‐5.3)

‐
‐
‐

55
5.60%
(4.1‐7.0)
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No

N
%
C.I. (95%)

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

3,706
96.30%
(95.5‐97.1)

346
96.80%
(94.7‐98.8)

‐
‐
‐

937
94.40%
(93.0‐95.9)

* Used “bath salts” one or more times during their life.
† Weighted row percent.
§ 95% confidence interval.
‐ Suppressed. Cell size <5.

Table 64: Percentage of high school students who ever injected any illegal drugs*
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

125
3.40%
(2.6‐4.2)

8
2.60%
(0.8‐4.5)

‐
‐
‐

35
3.60%
(2.4‐4.7)

No

N
%
C.I. (95%)

3,736
96.60%
(95.8‐97.4)

349
97.40%
(95.5‐99.2)

‐
‐
‐

954
96.40%
(95.3‐97.6)

* Used a needle to inject any illegal drug into their body one or more times during their life.
† Weighted row percent.
§ 95% confidence interval.
‐ Suppressed. Cell size <5.

Table 65: Percentage of high school students who were offered, sold, or given an
illegal drug by someone on school property*

Yes

No

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

N
%†
C.I.§ (95%)

1,109
31.10%
(29.0‐33.1)

100
29.40%
(24.5‐34.3)

35
17.80%
(12.2‐23.4)

332
33.10%
(30.1‐36.1)

N
%
C.I. (95%)

2,722
68.90%
(66.9‐71.0)

255
70.60%
(65.7‐75.5)

168
82.20%
(76.6‐87.8)

646
66.90%
(63.9‐69.9)

* During the 12 months before the survey.
† Weighted row percent.
§ 95% confidence interval.
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Sexual Behavior
Table 66: Percentage of high school students who ever had sexual intercourse

Yes

No

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

N
%*
C.I.† (95%)

1,796
43.10%
(40.8‐45.3)

215
60.30%
(55.0‐65.6)

93
47.20%
(40.0‐54.4)

445
47.00%
(43.7‐50.2)

N
%
C.I. (95%)

1,866
56.90%
(54.7‐59.2)

134
39.70%
(34.4‐45.0)

108
52.80%
(45.6‐60.0)

491
53.00%
(49.8‐56.3)

* Weighted row percent.
† 95% confidence interval.

Table 67: Percentage of high school students who had sexual intercourse for the
first time before age 13 years
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%*
C.I.† (95%)

213
5.80%
(4.7‐6.9)

23
6.40%
(3.8‐9.1)

7
5.30%
(1.2‐9.4)

60
6.50%
(4.8‐8.1)

No

N
%
C.I. (95%)

3,472
94.20%
(93.1‐95.3)

330
93.60%
(90.9‐96.2)

195
94.70%
(90.6‐98.8)

883
93.50%
(91.9‐95.2)

* Weighted row percent.
† 95% confidence interval.

Table 68: Percentage of high school students who used both a condom and birth
control pills, Depo‐Provera,* Nuva Ring, † Implanon, §, or any IUD before last
sexual intercourse¶**

Yes

N
%††
C.I.§§
(95%)

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

98
8.40%
(6.0‐10.8)

6
4.30%
(0.9‐7.7)

8
12.70%
(4.3‐21.0)

16
6.40%
(3.3‐9.5)
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No

N
%
C.I. (95%)

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

1,048
91.60%
(89.2‐94.0)

136
95.70%
(92.3‐99.1)

53
87.30%
(79.0‐95.7)

242
93.60%
(90.5‐96.7)

* Or any injectable birth control.
† Or any birth control ring.
§ Or any implant.
¶ Among the 28.2% of students who were sexually active in the past 3 months.
**To prevent pregnancy.
†† Weighted row percent.
§§ 95% confidence interval.

Table 69: Percentage of high school students who drank alcohol or used drugs
before last sexual intercourse*
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

262
22.50%
(19.0‐26.0)

32
23.80%
(16.5‐31.1)

11
18.10%
(8.2‐28.0)

68
25.30%
(20.0‐30.6)

No

N
%
C.I. (95%)

906
77.50%
(74.0‐81.0)

111
76.20%
(68.9‐83.5)

52
81.90%
(72.0‐91.8)

196
74.70%
(69.4‐80.0)

* Among the 28.2% of students who were sexually active in the past 3 months.
† Weighted row percent.
§ 95% confidence interval.

Table 70: Percentage of high school students who have gotten pregnant or gotten
someone pregnant*
Nevada

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

199
4.70%
(3.8‐5.7)

14
4.00%
(1.9‐6.2)

12
6.40%
(2.8‐10.0)

57
6.10%
(4.5‐7.6)

No

N
%
C.I. (95%)

3,579
95.30%
(94.3‐96.2)

329
96.00%
(93.8‐98.1)

189
93.60%
(90.0‐97.2)

915
93.90%
(92.4‐95.5)

* During their entire life.
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† Weighted row percent.
§ 95% confidence interval.

Table 71: Percentage of high school students who were ever taught in school about
acquired immunodeficiency syndrome (AIDS) or human immunodeficiency virus
(HIV) infection
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%*
C.I.† (95%)

3,119
81.70%
(79.9‐83.4)

265
76.90%
(72.3‐81.6)

156
78.50%
(72.5‐84.5)

819
84.80%
(82.5‐87.1)

No

N
%
C.I. (95%)

612
18.30%
(16.6‐20.1)

75
23.10%
(18.4‐27.7)

43
21.50%
(15.5‐27.5)

148
15.20%
(12.9‐17.5)

* Weighted row percent.
† 95% confidence interval.

Weight
Table 72: Percentage of high school students who were trying to lose weight*

Yes

N
%*
C.I.† (95%)
N

No

%
C.I. (95%)

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

1,875
50.00%

176
47.80%
(42.5‐53.1)

93
44.20%
(37.2‐51.2)

481
48.10%
(45.0‐51.3)

176

111

505

52.20%
(46.9‐57.5)

55.80%
(48.8‐62.8)

51.90%
(48.7‐55.0)

(47.8‐52.2)
1,956
50.00%
(47.8‐52.2)

* Weighted row percent.
† 95% confidence interval.

Table 73: Percentage of high school students who did not eat for 24 or more hours
to lose weight or keep from gaining weight*

Yes

N
%†
C.I.§ (95%)

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

569
15.10%
(13.5‐16.7)

52
14.70%
(10.9‐18.5)

33
15.40%
(10.4‐20.3)

148
15.10%
(12.8‐17.4)
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No

N
%
C.I. (95%)

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

3,242
84.90%
(83.3‐86.5)

299
85.30%
(81.5‐89.1)

171
84.60%
(79.7‐89.6)

835
84.90%
(82.6‐87.2)

* During the 30 days before the survey.
† Weighted row percent.
§ 95% confidence interval.

Table 74: Percentage of high school students who vomited or took laxatives to lose
weight or to keep from gaining weight*
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

236
6.50%
(5.4‐7.6)

27
7.40%
(4.7‐10.2)

9
5.20%
(1.6‐8.8)

71
7.20%
(5.6‐8.9)

No

N
%
C.I. (95%)

3,556
93.50%
(92.4‐94.6)

323
92.60%
(89.8‐95.3)

193
94.80%
(91.2‐98.4)

905
92.80%
(91.1‐94.4)

* During the 30 days before the survey.
† Weighted row percent.
§ 95% confidence interval.
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Health‐Related Topics
Table 75: Percentage of high school students whose parents or other adults asked
where they were going or who they would be with
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Never/Rarely

N
%*
C.I.† (95%)

507
12.70%
(11.2‐14.1)

33
10.50%
(7.1‐14.0)

26
14.50%
(9.0‐19.9)

142
15.10%
(12.8‐17.5)

Sometimes

N
%
C.I. (95%)

379
9.70%
(8.4‐11.0)

37
11.20%
(7.7‐14.7)

15
7.40%
(3.7‐11.0)

102
10.60%
(8.6‐12.5)

Most of the
time/Always

N
%
C.I. (95%)

2,887
77.60%
(75.8‐79.4)

274
78.30%
(73.7‐82.9)

161
78.20%
(72.0‐84.3)

734
74.30%
(71.5‐77.1)

* Weighted row percent.
† 95% confidence interval.

Table 76: Percentage of high school students who have one or more adults, besides
their parents, they felt comfortable talking to about important life questions
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%*
C.I.† (95%)

3,152
82.20%
(80.5‐83.9)

301
87.80%
(84.3‐91.4)

178
87.30%
(82.5‐92.0)

809
82.60%
(80.2‐85.0)

No

N
%
C.I. (95%)

622
17.80%
(16.1‐19.5)

41
12.20%
(8.6‐15.7)

25
12.70%
(8.0‐17.5)

171
17.40%
(15.0‐19.8)

* Weighted row percent.
† 95% confidence interval
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Juvenile
Table 77: Percentage of high school students who carried a weapon*
Nevada State

Lyon,
Mineral, and
Storey

Nye and
Lincoln

Washoe

Yes

N
%§
C.I. (95%)

779
15.70%
(14.2‐17.3)

82
24.80%
(20.1‐29.5)

51
28.00%
(21.3‐34.7)

196
20.30%
(17.7‐22.9)

No

N
%
C.I. (95%)

3,092
84.30%
(82.7‐85.8)

275
75.20%
(70.5‐79.9)

153
72.00%
(65.3‐78.7)

804
79.70%
(77.1‐82.3)

* For example, a gun, knife, or club.
† On at least 1 day during the 30 days before the survey.
§ Weighted row percent.
¶ 95% confidence interval.

Table 78: Percentage of high school students who carried a gun*
Nevada
Lyon,
Nye and
State
Mineral, and
Lincoln
Storey
Yes

N
%†
C.I.§ (95%)

No

N
%
C.I. (95%)

Washoe

325
5.50%
(4.6‐6.3)

41
12.50%
(8.8‐16.1)

22
11.80%
(7.0‐16.7)

61
6.30%
(4.7‐7.8)

3,556
94.50%
(93.7‐95.4)

317
87.50%
(83.9‐91.2)

182
88.20%
(83.3‐93.0)

941
93.70%
(92.2‐95.3)

* On at least 1 day during the 30 days before the survey.
† Weighted row percent.
§ 95% confidence interval.
‐ Suppressed. Cell size <5.

Table 79: Percentage of high school students who carried a weapon on school property*, †

Yes

N
%§
C.I.¶ (95%)

Nevada
State

Lyon,
Mineral, and
Storey

Nye and
Lincoln

Washoe

239
4.00%
(3.3‐4.8)

24
7.20%
(4.4‐10.0)

8
4.40%
(1.4‐7.4)

67
7.00%
(5.4‐8.7)
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N
%
C.I. (95%)

No

Nevada
State

Lyon,
Mineral, and
Storey

Nye and
Lincoln

Washoe

3,647
96.00%
(95.2‐96.7)

331
92.80%
(90.0‐95.6)

196
95.60%
(92.6‐98.6)

932
93.00%
(91.3‐94.6)

* For example, a gun, knife, or club.
† On at least 1 day during the 30 days before the survey.
§ Weighted row percent.
95% confidence interval.
‐ Suppressed. Cell size <5.

Table 80: Percentage of high school students who were threatened or injured with a
weapon on school property*,†
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%§
C.I.¶ (95%)

279
6.50%
(5.4‐7.5)

24
7.70%
(4.7‐10.7)

8
4.30%
(1.4‐7.3)

88
8.70%
(6.9‐10.5)

No

N
%
C.I. (95%)

3,630
93.50%
(92.5‐94.6)

332
92.30%
(89.3‐95.3)

197
95.70%
(92.7‐98.6)

920
91.30%
(89.5‐93.1)

* One or more times during the 12 months before the survey.
† For example, a gun, knife, or club.
§ Weighted row percent.
¶ 95% confidence interval.

Table 81: Percentage of high school students who were in a physical fight*
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

993
23.50%
(21.7‐25.4)

108
31.30%
(26.3‐36.3)

50
25.70%
(19.3‐32.0)

286
28.80%
(25.9‐31.7)

No

N
%
C.I. (95%)

2,862
76.50%
(74.6‐78.3)

248
68.70%
(63.7‐73.7)

153
74.30%
(68.0‐80.7)

706
71.20%
(68.3‐74.1)

* One or more times during the 12 months before the survey.
† Weighted row percent.
§ 95% confidence interval.
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Table 82: Percentage of high school students who were injured in a physical fight*,†
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%§
C.I.¶ (95%)

156
3.50%
(2.7‐4.2)

18
5.40%
(3.0‐7.9)

5
2.50%
(0.2‐4.7)

51
5.00%
(3.6‐6.3)

No

N
%
C.I. (95%)

3,734
96.50%
(95.8‐97.3)

339
94.60%
(92.1‐97.0)

199
97.50%
(95.3‐99.8)

953
95.00%
(93.7‐96.4)

* One or more times during the 12 months before the survey.
† Injuries had to be treated by a doctor or nurse.
§ Weighted row percent.
95% confidence interval.
‐ Suppressed. Cell size <5.

Table 83: Percentage of high school students who were in a physical fight on school
property*

Yes

N
%†
C.I.§ (95%)

No

N
%
C.I. (95%)

Nevada
State

Lyon,
Mineral, and
Storey

Nye and
Lincoln

Washoe

322
6.90%
(5.9‐8.0)

37
11.20%
(7.7‐14.6)

15
7.60%
(3.8‐11.4)

100
9.80%
(8.0‐11.7)

3,561
93.10%
(92.0‐94.1)

321
88.80%
(85.4‐92.3)

189
92.40%
(88.6‐96.2)

901
90.20%
(88.3‐92.0)

* One or more times during the 12 months before the survey.
† Weighted row percent.
§ 95% confidence interval.
‐ Suppressed. Cell size <5.

Table 84: Percentage of high school students who were bullied on school property*

Yes

N
%†
C.I.§ (95%)

Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

846
19.60%
(17.9‐21.3)

85
24.20%
(19.6‐28.7)

52
24.90%
(18.8‐31.0)

Washoe
209
21.60%
(19.0‐24.3)
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N
%
C.I. (95%)

No

3,022
80.40%
(78.7‐82.1)

269
75.80%
(71.3‐80.4)

153
75.10%
(69.0‐81.2)

776
78.40%
(75.7‐81.0)

* During the 12 months before the survey.
† Weighted row percent.
§ 95% confidence interval.

Table 85: Percentage of high school students who were electronically bullied*†
Nevada
State

Lyon,
Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%§
C.I. (95%)

629
15.00%
(13.5‐16.5)

57
15.50%
(11.7‐19.3)

34
16.10%
(11.0‐21.2)

167
16.90%
(14.5‐19.3)

No

N
%
C.I. (95%)

3,266
85.00%
(83.5‐86.5)

299
84.50%
(80.7‐88.3)

170
83.90%
(78.8‐89.0)

835
83.10%
(80.7‐85.5)

* During the 12 months before the survey.
† Including being bullied through e‐mail, chat rooms, instant messaging, Web sites, or texting.
§ Weighted row percent.
95% confidence interval.

Table 86: Percentage of high school students who did not go to school because they felt
unsafe at school or on their way to or from school*
Nevada State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

393
11.00%
(9.7‐12.4)

23
6.70%
(4.0‐9.3)

8
3.80%
(1.2‐6.4)

150
14.80%
(12.6‐17.1)

No

N
%
C.I. (95%)

3,517
89.00%
(87.6‐90.3)

333
93.30%
(90.7‐96.0)

197
96.20%
(93.6‐98.8)

858
85.20%
(82.9‐87.4)

* On at least 1 day during the 30 days before the survey.
† Weighted row percent.
§ 95% confidence interval.
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Table 87: Percentage of high school students who experienced dating violence*
Nevada
State

Lyon, Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

310
10.30%
(8.8‐11.9)

34
12.40%
(8.4‐16.4)

18
13.70%
(7.5‐19.9)

91
12.80%
(10.3‐15.3)

No

N
%
C.I. (95%)

2,437
89.70%
(88.1‐91.2)

242
87.60%
(83.6‐91.6)

124
86.30%
(80.1‐92.5)

610
87.20%
(84.7‐89.7)

* Hit, slapped, or physically hurt on purpose by their boyfriend or girlfriend during the 12
months before the survey.
† Weighted row percent.
§ 95% confidence interval.

Table 88: Percentage of high school students who were ever physically forced to have
sexual intercourse*
Nevada
State

Lyon,
Mineral,
and Storey

Nye and
Lincoln

Washoe

Yes

N
%†
C.I.§ (95%)

441
11.30%
(9.9‐12.7)

39
11.20%
(7.8‐14.5)

18
9.10%
(4.8‐13.4)

106
10.80%
(8.8‐12.8)

No

N
%
C.I. (95%)

3,444
88.70%
(87.3‐90.1)

314
88.80%
(85.5‐92.2)

186
90.90%
(86.6‐95.2)

893
89.20%
(87.2‐91.2)

* When they did not want to.
† Weighted row percent.
§ 95% confidence interval.
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Appendix J: Nevada Revised Statutes Related to School Violence and Bullying



Nevada Revised Statutes Annotated §236.073. Week of Respect
Nevada Revised Statutes Annotated §385.347. Program of accountability for school districts and
charter schools; preparation of annual report of accountability by school districts and sponsors
of charter schools; public dissemination of report; notice of availability on Internet



Nevada Revised Statutes Annotated §385.3483. District accountability report: Discipline of
pupils
Nevada Revised Statutes Annotated §388.121. Definitions
Nevada Revised Statutes Annotated §388.122. “Bullying” defined
Nevada Revised Statutes Annotated §388.123. “Cyberbullying” defined
Nevada Revised Statutes Annotated §388.124. “Electronic communication” defined
Nevada Revised Statutes Annotated §388.132. Legislative declaration concerning safe and
respectful learning environment
Nevada Revised Statutes Annotated §388.1325. Bullying Prevention Fund: Creation; acceptance
of gifts and grants; credit of interest and income; authorized uses by school district that receives
grant
Nevada Revised Statutes Annotated §388.1327. Regulations
Nevada Revised Statutes Annotated §388.133. Policy by Department concerning safe and
respectful learning environment
Nevada Revised Statute Annotated §388.134. Adoption of policy by school districts for provision
of safe and respectful learning environment; training to school personnel, and annual report of
violations
Nevada Revised Statute Annotated §388.1341. Development of informational pamphlet by
Department; annual review and update; posting on Internet website; development of tutorial
Nevada Revised Statutes Annotated §388.1342. Establishment of program of training by
Department; completion of program by members of State Board of Education; authorized
participation by boards of trustees; annual review and update
Nevada Revised Statutes Annotated §388.1343. Establishment by principal of each school;
duties of principal
Nevada Revised Statutes Annotated §388.1344. Membership; chair; duties
Nevada Revised Statutes Annotated §388.135. Bullying and cyberbullying prohibited
Nevada Revised Statutes Annotated §388.1351. Staff member required to report violation to
principal; time period for initiation and completion of investigation; authorization for parent to
appeal disciplinary decision
Nevada Revised Statutes Annotated §388.1352. Establishment of policy by school districts for
employees to report violations to law enforcement
Nevada Revised Statutes Annotated §388.1353. Principal required to submit report of violations
for each semester to school district; review and compilation of reports by school district;
submission of compilation to Department
Nevada Revised Statutes Annotated §388.1355. Compilation of reports by Superintendent of
Public Instruction; submission of written compilation to Attorney General
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Nevada Revised Statutes Annotated §388.136. School officials prohibited from interfering with
disclosure of violations
Nevada Revised Statutes Annotated §388.137. Immunity for reporting of violations; exceptions
Nevada Revised Statutes Annotated §388.139. Text of certain provisions required to be included
in rules of behavior
Nevada Revised Statutes Annotated §388.145. Requirements for delivery of information during
annual “Week of Respect”
Nevada Revised Statutes Annotated §389.520. Policy for the ethical, safe and secure use of
computers and other electronic devices
Nevada Revised Statutes Annotated §392.915. Cyberbullying
Nevada Revised Statutes Annotated §200.725. Preparing, advertising or distributing materials
depicting pornography involving minor unlawful; penalty
Nevada Revised Statutes Annotated §62E.030. Court to provide certain information to school
district concerning certain offenses
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Appendix K: Data to Support SS/HS Disparities Impact Statement
The Safe Schools Healthy Students (SS/HS) comprehensive planning process requires a disparities
statement to be completed. This appendix has been developed to assist the CMTs and SMT with a
disparities statement, summarizing information on special populations as available.

Important notes and considerations:





In order to complete the Needs Assessment/Environmental Scan and Gaps analysis within the
project timeframe, uniform information (e.g. Nevada report card information) was used. It may
also be helpful to include your preferred sources in final documents to demonstrate that data
used in needs assessment is aligned with data used in planning.
There are areas where data is not available – if counties have this information it should be sent
to SEI to be included in this Appendix.
Finally, SEI worked to compile this information (much of it new as a result of seeing the template
for the disparities statement and the CMTs’ work to develop logic models). If you notice errors
or omissions please contact SEI.
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Target Populations

School Enrollment 2012‐13 by Race & Ethnicity
Lyon
Nye
Washoe
#
%
#
%
#
%
Total
8,059
100
5,361
100
62,424
100
Source: Nevada Report Card
Early Childhood Population based on 2010 Census
Lyon
Nye
Washoe
#
%
#
%
#
%
Under 5 years 3,404
6.5
1,883
5.8
23,084
7.2

Nevada
#
445,381

%
100

Nevada
#
144,537

%
7.2

Source: 2010 Census – May differ slightly from Nevada State Demographer
Elementary, Middle & High School Population 2012‐13
Lyon
Nye
Washoe
schools students schools students schools students
Total
*
*
**
Elementary

8

5

1,835***

Middle

3

14

High School

4

13

Nevada
schools
students
*

63

*Data by school is available Accountability Summary Reports. Some schools in Lyon and Nye support students

across a wide grade

range.
*Source: Nevada Report Card (http://www.nevadareportcard.com/di/) Source
**http://www.washoeschools.net/cms/lib08/NV01912265/Centricity/Domain/166/Annual%20Accountability%20Reports/WCSD_Distric
t_Acct_Rpt_12‐13.pdf
**Source: Nye County NA/ES prepared for SS/HS
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Subpopulations
Race and ethnicity

Total

School Enrollment 2012‐13 by Race & Ethnicity
Lyon
Nye
Washoe
#
%
#
%
#
%
8,059
100
5,361
100
62,424
100
5,226
64.9
3,555 66.3
29,464
47.2
64
0.8
205
3.8
1,536
2.5
284
3.5
105
2.0
1,042
1.7
83
1.0
69
1.3
2,815
4.5
37
0.5
78
1.5
574
0.9
412
5.1
66
1.2
3,190
5.1
1,953
24.2
1,283 23.9
23,796
38.1

White
Black
American Indian
Asian
Pacific Islander
Two or more races
Hispanic Origin of
Any Race
Source: Nevada Report Card

Nevada
#
445,381
163,722
43,336
4,944
25,253
5,745
24,273
178,063

%
100
36.8
9.7
1.1
5.7
1.3
5.5
40.0

From YRBS:


Nevada’s youth that are Hispanic or Latino were more at risk for a number of behavioral and mental health problems (21). For example,
35% of high school students reported feeling sad or hopeless (depression). This group had the highest proportion that reported missed
school because they felt unsafe at school or on their way to school (13.9%). More than one in five (22%) recently participated in binge
drinking and nearly one in five (19.4%) used prescription drugs (unauthorized). The rate among this group for current alcohol use was 40
percent, higher than any other race and ethnic group surveyed.



Nevada’s youth that are American Indian were among those most at risk to experience violence, behavioral and mental health problems.
Nearly one in four reported binge drinking (24%), more than one third reporting unauthorized prescription drug use (36%), more than
one in ten experienced dating violence (15%), nearly one in four were raped (23%), nearly one half reported signs of depression (41%),
more than one third reported suicidal thoughts (39%) and more than one in four being were bullied at school and online (26% and 26%)
(21). (Generational trauma contributes to higher rates of substance abuse and depression (149). School programs offer an opportunity
to support youth; however, it is important that services are culturally relevant and reflective of the needs and assets within the family
and community. According to interviews, a barrier to service use is trust; services in Nevada have in the past been offered with a “catch”
from outsiders. Utilizing people from within communities to deliver high quality services is an important opportunity to overcome fear
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and distrust and to truly participate with communities toward shared goals for children and youth. Data at the state level shows that
youth that are American Indian are disproportionality suspended or expelled, suggesting unfair expectations and consequences for these
students compared to the population as a whole (142)).


Nevada’s youth that are Black/African American were also at risk for a number of behavioral and mental health problems and violence.
Youth that are Black or African American were more likely to be in a fight (14%) at school, to be injured in a physical fight (7.4%), or be
threatened or injured by a weapon at school (9%) than other race or ethnic groups. More than one in 10 (12%) had been raped. Data at
the state level shows that youth that are Black are disproportionality suspended or expelled, suggesting unfair expectations and
consequences for Black youth compared to other students (142).



Youth that are Asian (including Pacific Islander) are also at higher risk for a number for signs of depression and also bullying. For
example, one‐third (33%) reported feeling sad or hopeless, 18.5% of Asian students surveyed had made a plan about how they would
commit suicide. More than one in five (22%) reported being bullied on school property.



Youth that identify as multi‐race or other were also at higher risk than other groups for a number mental and behavioral issues.

Children and youth that are lesbian, gay, bisexual, transgender and questioning (LGBTQ)

#





LGBT (lesbian, gay, bisexual, transgender)
Lyon
Nye
%
#
%

Washoe
#
%

Nevada
#

%

“LGB youth are at increased risk for suicidal ideation and attempts as well as depression. Small studies suggest the same may be true for
transgender youth.
Rates of smoking, alcohol consumption, and substance use may be higher among LGB than heterosexual youth. Almost no research has
examined substance use among transgender youth.
The homeless youth population comprises a disproportionate number of LGB youth. Some research suggests that young transgender
women are also at significant risk for homelessness.
LGBT youth report experiencing elevated levels of violence, victimization, and harassment compared with heterosexual and non‐gender‐
variant youth.” http://www.ncbi.nlm.nih.gov/books/NBK64795/

Counts are not available; rates vary depend on what questions are asked, and how. Children and youth may also be targeted based on actual
or perceived sexual orientation. http://news.health.com/2013/05/16/anti‐gay‐bullying‐tied‐to‐teen‐depression‐suicide/
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Information on children and youth that are in poverty or low income
Poverty
Lyon
#
Under age 18 living in poverty 2,601
Under age 5 living in poverty
Source: SAIPE (Census) 2012

Nye
%
22%

#
2,333

Washoe
%
29%

#
24,040

Nevada
%
24.8%

#
152,664
47,866

%
23.4%
26.6%

Homeless & Transition

Children that were counted as homeless ‐ living in motels, shelters, or on the street (PIT
Street Count)

Lyon
#
%
2

Nye
#
2

%

Washoe
#
%
44

Nevada
#
%
114

Children in Transition (as defined by McKinney Vento) 422 5.2% 330 6.3% 3,977 6.2% 14,855
Source: RNCOC Point in Time Count, 2014 (Nye and Lyon data; as well as rural amounts for statewide count)
Source: SSHS Report DRAFT in Progress 8‐15‐14 (Washoe County data)
Source: 2014 Southern Nevada Homeless Census and Survey (Clark County data to include in statewide count)
Free and Reduced Lunch (FRL)
Lyon
Nye Washoe Nevada
Lyon
Nye
Washoe
Students receiving Free Reduced Lunch (school aged children)* 3,506 43.5%
3,229
60.23% 29,527 47.3% 222,324 49.92%
Source: Nevada Report Card (http://www.nevadareportcard.com/di/)
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Medically underserved, those lacking insurance

Number of uninsured children, 0‐19, 2011 (medically
underserved)

Uninsured Children (All)
Lyon
Nye
#
%
#
%
2,543
19.2%
1,637
17.3%

Washoe
#
19,269

Nevada

%
18.6%

#
122,778

%
17.8%

Uninsured Kindergarteners
14.2%
14.2%
11.3%
Source: Nevada state office of rural health, Nevada rural and frontier health data book, 2013/Nevada KHS 2013‐14

Early Childhood (0‐5 years)
Rural Counties
Washoe
#
%
#
%
No well‐child visit in year before entering school
17.1%
14.7%
Developmental screening prior to K
31.4%
30.9%
Not able to access MH services when needed
33.7%
36.7%
Nevada Kindergarten Health Survey 2013‐14. 8/22/2014. Lyon and Nye within the ‘Rural’ data.

12.8%

Nevada
#

%
14.5
24.1%
35.5%

Children that are experiencing mental health issues
Lyon
%

Nye
#

%

Washoe
#

%

Nevada
#

%

#

Children experiencing mental health issues
Children that have experienced abuse and neglect and/or children exposed to trauma
Adverse experience, maltreatment, foster care and trauma
Lyon
Nye
Washoe
#
%
#
%
#
%
2 or more Adverse Childhood Experiences (ACEs)

Nevada
#

%
13.3
(Age 0‐5)
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28.7
(Age 6‐11)
35.8
(Age 12‐17)
7.3 per 1000

Maltreatment (abuse and neglect)*
Children in foster care

700 combined total for all rural
1,175
7,753
communities
*Specific county level data has been requested from DCFS on child maltreatment. Our hope is to have this within the next week or two.
Source: Nevada Kids Count (2012 data for Children in foster care)
Children that are Hispanic/Latino, especially those that have recently immigrated
English Language Learners
(School aged children)
Lyon
Nye
#
%
#
%
Hispanic Origin of Any Race 1,953
24.2
1,283
23.9
Migrant
10
0.12%
37
0.69%
Children who do not speak English as their first language.
537
6.7%
379
7.1%
ELL/LEP
Source: Nevada Report Card, 2012‐13, 8/22/2014

Children from Families that have Recently Immigrated
Lyon
Nye
#
%
#
%
Children from immigrant families
Children from families that are undocumented; Hispanic
(impacts service access)
Source: Pew Research http://www.pewhispanic.org/states/state/nv/

Washoe
#
%
23,796
38.1
10
0.02%
10,259 16.4%

Nevada
#
%
178,063
40.0
96
0.02%
66,396
14.9%

Washoe
#

Nevada
%

#

%

302,580

7.2%
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Youth involved with juvenile justice system and problems at school

%

Juvenile Justice
Lyon
#
%

Nye

Washoe
#

Youth involved with juvenile justice system

%
4,691

#
7.5%

Nevada
%

#

(Data: # of referrals to juvenile justice)

Source: Washoe County Department of Juvenile Justice, 2012 Annual Report

School Incidents (Suspensions or Expulsions)
Lyon
Nye
#
%
#
%
Violence to Students (Incidents)
171
148
Violence to Staff(Incidents)
11
11
Weapons (Incidents)
20
20
Dist. Controlled Substances (Incidents)
6
6
Possession/Use Controlled (Incidents)
37
39
Possession/Use Alcohol (Incidents)
23
8
Bullying/Intimidation (Incidents)
54
135
Students with Habitual Disciplinary Problems
20
20
Students Reported as Habitual Truants
61
503
Source: 2012‐13 Nevada Report Card

Washoe
#
%
1,302
25
78
19
392
134
188
56
257

Nevada
#
%
6,632
273
481
158
1,616
364
2,410
181
2,713

Children living with parents that are addicted
Living with Addicted Parents/In Homes With Substance Abuse
Lyon
Nye
Washoe
%
#
%
#
%
#
Children living with parents who are addicted

Nevada
%

#

Children being raised by grandparents
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Children Living Outside of Family of Origin
Lyon
Nye
Washoe
Grandparents raising grandchildren
507
43.0%
814
61.4%
3,631
40.7%
*US Census, American FactFinder – Origins and Language – Selected Social Characteristics. 8/22/2014

Nevada
26,101
38.2%

Isolated communities
Isolated
Nye

Lyon*
Washoe
Nevada*
#
%
#
%
#
%
#
%
3.8 rural
Tonopah 3,163
Geographically
Stagecoach
counties
Smokey Valley 1,841
isolated
1,874
6.4 frontier
Amargosa Valley 1,348
Silver Springs
counties
Beatty 1,049
5,296
Gabbs 363
Smith Valley
Northeast Nye 363
1,603
Reese River Valley 111
Yerington
3,048
*As of 2010 Census **Nye Data provided in Nye NAES, Planning Department 2014*Nevada Rural and Frontier Health Data book;

Children that do not have social and emotional readiness at kindergarten
Kindergartners needing additional SE skills
Lyon*
Nye
Washoe
#
%
#
%
#
%

Nevada*
#

%

Pilot data Silver State KIDS Assessment
*New data may be available at start of school year in participating counties.

Other kindergarten readiness factors
198 | P a g e
Social Entrepreneurs Inc.

Early Childhood (0‐5 years)
#
Developmental screening prior to K
Receive childcare while parents’ work
Lower income children attend preschool (Earning $0 ‐ $14,999)
Not able to access MH services when needed

Rural Counties
%
#
%
31.4%
15.9%
33.7%

#

Washoe
%
30.9%

Nevada
#

%
24.1%

223,769

50+
17.6%
35.5%

17.8%
36.7%

Pregnant women and women with infants up to 3 months old
Pregnant and 3 months postnatal
Lyon
Nye
#
%
#
%

Washoe
#

Nevada
%

#

%

Pregnant women and women with infants up to 3
months (Lyon only)
Children participating in public program (State Pre‐K, Title I, Head Start, EHS, or CCDF)

Nevada State (children)
Nevada State Pre‐K (family members)
Title I ELD programs
Head Start and Early Head Start
CCDF (Subsidy)

Participating in public program for ECE or childcare
Lyon
Nye
%
#
%
#
‐
‐
49
47

Washoe
%
#
395
388

Nevada
%
#
1,393
1,364
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Parents of children with behavioral health disorders
Parents and caregivers of children with behavioral health disorders
Lyon
Nye
Washoe
%
#
%
#
%
#
Parents and caregivers of children with behavioral
health disorders

Nevada
%

#

Students at risk of not graduating
At risk or not graduating
Lyon
Nye
%
#
%
#

%

#

%

#

‐Credit Deficient Grade 9

‐

NA

‐

166

.5%

‐Credit Deficient Grade 10

50

8%

71

15.9%

782

16.8%

7,148

21.4%

‐Credit Deficient Grade 11

70

16.2%

70

16.2%

966

20.9%

7,053

21.7%

‐Credit Deficient Grade 12

30

5.3%

58

13.6%

1,043

22.8%

7,186

22.5%

Washoe

Nevada

Lower than 2.0 GPA
0

Source: Nevada Report Card 2012‐13

Average Daily Attendance by Race Ethnicity and County
Lyon
Nye
#
%
#
%
All Students
94.7
93.7
American Indian/Alaskan Native
93.8
91.8
Asian
97.5
95.5
Hispanic
95.3
94

Washoe
#

Nevada
%
94.5
92.8
96.7
94.4

%

#
94.4
92.8
96.6
94.4
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Average Daily Attendance by Race Ethnicity and County
Lyon
Nye
Black/African American
93.9
94
Average Daily Attendance ‐ White
94.6
93.6
Pacific Islander
92.3
94.3
Two Or More Races
94.2
92.6
IEP
94.1
92.8
ELL
96
94.3
FRL
94.4
93.3
Source: Nevada Report Card 2012‐13

Washoe

Nevada
93.3
94.5
93.8
94.4
93.2
95.2
93.9

93
94.4
94.1
94.6
93.1
95.1
94

Children with special needs
Children in IDEA
Lyon
#
%
Children with disability served by IDEA (IEP, school aged children)* 994 12.3%
Child has autism, developmental delay, depression, anxiety, etc.
* Source: Nevada Report Card 2012‐13

Nye
#
847

%
15.8%

Washoe
#
%
10,259 16.4%

Nevada
#
%
49,102 11.0%
13

Children and youth experiencing health, mental health, or behavioral and ATOD issues
Health, Mental Health, Behavioral Health and ATOD Issues
Lyon
Nye
#
%
#
%
HS students felt sad or hopeless every
107
30.1
61
29.3
day for 2 weeks +
HS students that seriously considered suicide
69
18.9
36
17.1
HS students trying to lose weight
176
47.8
93
44.2
HS students not eating for 24 + hours
52
14.7
33
15.4
HS students who rode in a vehicle with intoxicated
80
22.0
36
19.3
driver
HS students used synthetic marijuana
90
25.7
36
19.7

Washoe

Nevada

#
344

%
34.0

#
1,256

%
31.7

206
481
148
250

20.9
48.1
15.1
24.6

771
1,875
569
874

19.3
50.0
15.1
21.4

214

21.5

789

17.3
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Health, Mental Health, Behavioral Health and ATOD Issues
Lyon
Nye
Washoe
Nevada
HS students using marijuana 1 + times during life
154
43.0
70
35.6
498
49.2
1,676
39.8
st
HS students tried marijuana for 1 time before age 13
37
10.7
16
8.6
136
13.7
415
9.6
HS students using marijuana 1 + times previous month
71
20.2
26
14.3
282
28.2
837
18.5
HS students taking prescription drugs w/o Dr’s
81
23.6
46
23.9
217
21.9
812
18.4
prescription 1+ time during life
HS students used steroid pills or shots
20
6.1
5
3.8
47
4.8
166
3.9
HS students used synthetic “bath salts”
10
3.2
‐‐
‐‐
55
5.6
158
3.7
HS students using methamphetamines
10
3.0
7
5.1
65
6.7
195
4.9
HS students used needle to inject any illegal drug 1+
8
2.6
‐‐
‐‐
35
3.6
125
3.4
times in life
HS students using cocaine
31
9.6
‐‐
‐‐
108
11.3
328
7.8
HS students using heroin
10
3.6
‐‐
‐‐
45
4.6
132
3.2
HS students using inhalants
41
11.5
28
15.1
112
11.5
440
9.8
HS students used ecstasy
32
9.2
8
5.5
156
16.2
431
10.8
*Please note that for each indicator there are disparities by age, race, ethnicity, and gender. See YRBS for detailed information that can be used
to plan.
http://health.nv.gov/PUBLICATIONS/2013_Nevada_YRBS_Report_e_1.0_2014‐02‐13.pdf
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Children and youth experiencing violence
Disparities Related to Violence
Lyon
Nye
Washoe
Nevada
#
%
#
%
#
%
#
%
Carried a weapon 82
24.8
51
28.0
196
20.3
779
15.7
Carried a gun 41
12.5
22
11.8
61
6.3
325
5.5
Carried a weapon on school property 24
7.2
8
4.4
67
7.0
239
4.0
Injured or threatened on school property 24
7.7
8
4.3
88
8.7
279
6.5
In a physical fight at school 108
31.3
50
25.7
286
28.8
993
23.5
Bullied on school property 85
24.2
52
24.9
209
21.6
846
19.6
Electronically bullied 57
15.5
34
16.1
167
16.9
629
15.0
Did not go to school because they felt 23
6.7
8
3.8
150
14.8
393
11.0
unsafe at or on way to and from school
Physically forced to have sexual 39
11.2
18
9.1
106
10.8
441
11.3
intercourse
*Source: YRBS 2013‐14. Please note that for each indicator there are disparities by age, race, ethnicity, and gender. See YRBS for detailed
information that can be used to plan. http://health.nv.gov/PUBLICATIONS/2013_Nevada_YRBS_Report_e_1.0_2014‐02‐13.pdf

Disparities of educational attainment
Disparities Related to Educational Attainment
Lyon
Nye
Washoe
#
%
#
%
#
%
HS Graduation (NV lowest rate in US)* 968 77.98
72
56.32
5,858
69.62
6
Hispanic HS graduation* 112 75.68% 49 51.58% 56.52%
888
Native American HS graduation* 15 65.22%
‐
‐
43
54.43%
Black HS graduation*
‐
‐
‐
‐
63
40.91%
ELL graduation
‐
‐
‐
‐
57
16.96%
Low Income students graduation

Nevada
#
%
40,64
63.08
5
6,816 54.86%
213
53.92%
1,858 48.28%
724
22.65%
58
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Appendix L: Needs Assessment/Environmental Scan Matrices
This appendix will be added once the NAES Matrices have been revised to reflect Beth Freeman’s suggestions and comments. Matrices can also include additional data compiled since July 31st.
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