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The second session in the Nevada Crisis Response System Virtual Summit webinar series once again 
drew over 100 attendees representing all of Nevada’s 17 counties. The following panelists participated 
in the Webinar: Paul Galdys, Deputy Chief of Executive Officer of RI International; Megan Lee, Manager, 
Crisis Services Adult Treatment and Recovery, Colorado Office of Behavioral Health; Mary Hoefler, 
Manager, Crisis Services, Colorado Office of Behavioral Health; DuAne Young, Deputy Administrator, 
Nevada Medicaid; Sarah Dearborn, Behavioral Health Program Manager, Nevada Medicaid; Joseph 
Turner, Rates Staff, Nevada Medicaid; Theresa Carsten, Chief of Managed Care Compliance, Nevada 
Medicaid; and Robin Reedy, Executive Director , National Alliance on Mental Illness (NAMI) Nevada 
Chapter. 

Kelly Marschall with Social Entrepreneurs, Inc. (SEI), welcomed participants to the second session in the 
webinar series and shared the objectives for the webinar, which included a review of Colorado and 
Maricopa County’s investments in Crisis Care, and to highlight their funding strategies and models to 
support a Crisis Care system. The final objective was to have a discussion of the use of Medicaid and 
State funding to support the reimbursement of providers in Nevada. 

Paul Galdys provided insight into how Arizona, and particularly Maricopa County, funds their crisis 
system. He described how crisis care is centered around the triple aim of better outcomes, better care 
experience and lowering the cost of care. There are additional impacts as well, including justice system 
diversion, improved population health, better clinician experience, and real-time access to care. 

Mr. Galdys explained that a crisis system is analogous to a hospital emergency department or 9-1-1 in 
the sense that they respond, accept and “say yes,” to everyone. He described how the crisis model 
bends the cost curve and creates savings. Referencing data from the National Action Alliance for Suicide 
Prevention, he showed that the majority of individuals in a mental crisis or substance crisis, (68%), have 
a LOCUS score of five or six and would typically go to an emergency department, and potentially require 
transportation, both of which are much more expensive than delivering services in a crisis response 
system.  

These savings have been demonstrated in Maricopa County: In 2016, law enforcement in the Phoenix 
metro area engaged 22,000 individuals and transferred them directly to crisis facilities and mobile crisis 
without visiting a hospital emergency department. This resulted in hundreds of millions of dollars in 
savings, including $260 million in reduced potential state inpatient spending and $37 million in avoided 
costs and losses for hospital emergency departments. These facilities also saved the equivalent of 37 full 
time police officers, and there are other justice system savings as well. 
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Mr. Galdys described Arizona Medicaid’s crisis funding strategy, which defines crisis services in a manner 
that aligns with the SAMHSA National Guidelines for Behavioral Health Crisis Care., which limits the use 
of designated crisis codes to support rate setting. This is important for getting reimbursement right. He 
explained that in order to create a “no wrong door” funding path, you have to adequately fund 
providers, and by not having to spend so much on emergency departments and hospital beds, there are 
meaningful cost savings that can be reinvested from those systems. Arizona braids block grant, county, 
state and Medicaid funds together which gives them the capacity to serve the entire community. He also 
described how Arizona has revised statutory language to enforce parity which reduces the burden on 
local governments to pay for these services.  

Mr. Galdys reviewed Arizona’s total crisis funding statewide, which is $165 million. He acknowledged 
that this looks like a lot of money, especially for a state budget in a COVID-19 world, but he explained 
that it’s much more than what the state already spends on care without the crisis system.  

He emphasized that 50% of individuals in Arizona’s Medicaid population are in the 19-64 age group, and 
a large part of that age group consists of the newly eligible population due to Medicaid expansion. This 
is important due to the Federal Medical Assistance Percentages (FMAP) – the portion of Medicaid costs 
that the federal government pays. Roughly two-thirds of the cost of the Medicaid population is paid for 
by the federal government. However, the federal match for the newly eligible population is 90%. Those 
who fall into the age group of the enhanced FMAP are also the people who are using crisis services the 
most. This is a way to leverage FMAP and federal Medicaid resources to help fund crisis services.  

Mr. Galdys described Arizona’s crisis system funding sources and the geographic service areas in the 
state. He reviewed Arizona’s regional behavioral health authority structure and crisis service coding. He 
explained that Arizona is the only state that provides Medicaid reimbursement for crisis call centers, and 
noted that telehealth and phone interventions are being embraced now more than ever. He suggested 
that this is a good way to leverage federal funding and get Medicaid match funds for a valuable resource 
through an already established code (H0030) for the Behavioral Health Hotline Service. He 
acknowledged that the mobile crisis response (H2011) rate is often too low in many states. He explained 
that oftentimes mobile crisis teams are restricted to responding to individuals in an emergency 
department, so they are doing more of a psychiatric consult.  

The Crisis Now Crisis System Calculator Projections for Arizona was reviewed. Mr. Galdys explained that 
the crisis calculator increases the rate for crisis beds by 25 percent, because you have to have the 
capacity to “say yes,” so you can’t run at 100 percent capacity. This means the crisis beds rate should be 
paid higher than an inpatient rate. He noted that when it comes to rate setting and negotiation, it’s 
important to talk about how this is significantly saving the community money. He ended his 
presentation encouraging participants to review the SAMSHA national guidelines, which is a valuable 
resource and goes into more detail on what he presented about. 

Ms. Marschall read a question from attendee Sheila Leslie, which asked, “The cost savings of a system 
like this are significant and easy to understand. But in Nevada’s underfunded system, even pre-COVID, 
how do we find the investment needed for this type of infrastructure while still trying to keep up with 
the demands of the old system?” Ms. Marschall noted that the prioritization part of Session #7 in the 
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webinar series will seek to answer this question. Mr. Galdys answered that when starting a new 
program, he typically asks for funding upfront. He explained that you should get the reimbursement 
structure out there quickly, and show there is a path for providers to get paid.  

The next panelists in the session were Megan Lee and Mary Hoefler, who discussed Colorado’s Financing 
Model. Ms. Hoefler began her remarks by noting that the important thing to remember is the system in 
Colorado is very young, they are just entering their sixth year of statewide services. She explained that 
legislation was launched after the Aurora and Sandy Hook shootings to address what the state could do 
to respond to people in crisis. The legislation provided $23.5 million from the general fund, which wasn’t 
a lot of money. Funding is currently at about $35 million, with some block grant dollars. With COVID 
there is a big shortfall and they are now absorbing some cuts. There were dollars earmarked for a 
statewide call center which provides 24/7 hotlines, a support or warmline that is peer managed, and a 
24/7 tech site. The idea of the legislation was to introduce new services and expand on services to 
community-based response, which was a struggle. Ms. Hoefler noted that there has been an uptick in 
demand for services with COVID.  

Ms. Hoefler explained that in Colorado, crisis dollars are used as the “payer of last resort,” and Medicaid 
or other insurers are billed first. They stay away from using terms like “no cost,” and “free.” They are 
trying to tackle billing questions since they tell people they will be served regardless of their ability to 
pay, and stressed that they never say “free” and ask that individuals are billed. She estimates that 60-70 
percent of individuals utilizing crisis services in Colorado have Medicaid.  

Ms. Lee expanded on Ms. Hoefler’s presentation, explaining that in the first contract period there were 
four regions and as of last July it got broken up into seven regions that are managed by four contractors 
and are largely based on population in that region. The large majority of the providers are with 
community mental health centers, but in this contract period she has seen a shift towards exploring 
different types of providers such as private practitioners, fire departments and even sheriff offices. They 
are thinking of creative ways to serve rural and frontier communities by implementing telehealth. The 
state pays the new contractors with a one-twelfth drawdown of their budget each month. The 
contractors pay their providers in various ways; a lot is through capacity-based funding. Some of them 
can contract with providers who are not in their region but who have guaranteed beds which are paid 
on a Fee-for-Service or per diem rate. New mobile providers also get paid in “outside the box” ways.  

She explained that when billing the individual, there is a lot of variety. Some providers never bill the 
individual, or if anything is remaining on top of the bill, the provider or regional contractor absorbs the 
cost. This billing variability in the state is a focus for this contract period. They would like to better 
understand how payment is linked to data reporting. Some rural areas struggle with accurate data 
reporting and invoicing to their contractors, which can be a little messy and they are trying to help them 
streamline in the next contract period.  

Ms. Hoefler added that they are in the unhappy position of reverting funding and it is a fine line they 
have had to navigate and negotiate. She referenced Paul Galdys’s discussion of data in his presentation 
and explained that Colorado doesn’t have an organized way to get data from hospitals. Legislators will 
often ask if the system is really saving money and if it is preventing people from dying by suicide (even 
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though the services are for a self-defined behavioral health crisis). Colorado’s suicide death rate has 
continued to go up despite a huge influx of federal and state dollars. The whole data collection piece of 
understanding the budget and impact and expense has been a challenge. She noted that Colorado 
doesn’t have any centralized data system and recommended that Nevada invest in this.  

Meeting attendees used the chat box to note their agreement with the need for a centralized data 
system and asked what it would look like. Ms. Hoefler explained that in the first five years in Colorado, 
everything was anecdotal which leads to guess work. She would like to see a system that would track 
details related to when someone calls into the statewide hotline, including information showing how 
often they called, if they have a provider, etc. She explained that “nothing talks to each other,” so it 
feels like things are disconnected. There is a need for a mobile dispatch as well. Ms. Lee added that a 
central depository where all of the data from all of the systems could be entered into would be helpful. 
More specifically, she explained that robust data collection around outcomes, follow up and care 
coordination and tracking risk assessment and safety planning measures would be ideal. It is possible to 
begin tracking data at the start of the crisis system and track trends over time. 

Duane Young, DHCFP Deputy Administrator, described how crisis services are currently billed. Mr. Young 
explained that Nevada Medicaid’s focus over the last few years has been on defining enough 
comprehensive codes and services to start to provide a continuum of care for people in crisis, explaining 
that we don’t want the only option for people in crisis to be the emergency room. He noted that AB66 
provided a pathway for greater reimbursement and will help continue the framework of what has been 
started. 

Sarah Dearborn explained that Medicaid does currently reimburse for mobile crisis services. She 
provided a quick overview of the current behavioral health provider types that bill for crisis intervention 
through specific codes. More information on the provider types and the codes offered can be found in 
the billing information section at the Medicaid website.  

Ms. Dearborn noted that the newest behavioral health integrated care model through the certified 
community behavioral health centers also provide quite a bit of crisis response. They use an encounter 
rate and are able to provide a variety of services for crisis care and follow up so they can meet the 
individual where they are at based on what follow up services are needed such as therapy or peer 
support services after crisis intervention. They are also not required to submit prior authorization which 
can be a barrier for follow up services.  

Ms. Dearborn shared that crisis intervention services can be provided by telehealth. This was possible 
even pre-COVID through traditional audio visual and telephonically and is continuing on. She also 
commented on the emergency transportation reimbursement which does not require prior 
authorization. More information on this can be found at this link related to behavioral health 
transportation from a previous presentation by Nevada Medicaid, which was shared in the chat. 

Meeting attendee Amy Roukie asked the following question in the chat: “Does Medicaid reimburse for 
codes brought forth by Paul Galdys? Codes S9484 an dS9485 for Crisis Services?” Ms. Dearborn followed 

https://www.medicaid.nv.gov/
https://youtu.be/YrYRC6ikHXk
https://youtu.be/YrYRC6ikHXk
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up following the webinar and explained that Nevada Medicaid currently does not have those S codes 
open to providers. 

Joseph Turner provided a brief update on AB66. The rates staff has completed a preliminary fiscal 
analysis using Minnesota as a model in order to estimate the rates. They are going to build out a rate 
specific for Nevada and refine the impact analysis once the rate has been formed. They also need to 
complete a state plan amendment (SPA) in order to add the reimbursement methodology into the state 
plan once it is fully developed. Medicaid staff are meeting to discuss creating a new specialty for this 
service under an existing provider type and evaluating internal steps that need to be taken in order to 
meet the targeted implementation date, which is September 1, 2020. This is an ambitious date, and the 
hope is to get there by then, and definitely by October 31st at the very latest.  

Meeting attendee Sheila Leslie posed the following question: “What is the current thinking about 
creating regional behavioral health authorities to contract with for this type of crisis system as other 
states do? Or do you anticipate the state managing the entire system or a completely different sort of 
infrastructure?” Mr. Young answered that Medicaid sets policy and programs for payment. Medicaid is 
aware of their place at the table in helping to shift and guide policy but is careful not to say that 
Medicaid is “the end all, be all.” This has been demonstrated with greater partnerships with the Division 
of Insurance and the Silver State Health Insurance Exchange. The idea originally stated in former 
Assemblyman Nelson Araujo’s bill for the regional behavioral health centers was a grander vision to 
have the coordinators lead and develop their regions. It’s not necessarily Medicaid’s place to dictate 
that but to support the regional behavioral health coordinators as they build out their regions. Dr. 
Stephanie Woodard also replied in the chat that the regional behavioral health coordinators and the 
regional behavioral health policy boards, as well as the children’s behavioral health consortia provide 
some essential components to developing a regional behavioral health authority and is a greater 
concept to consider as it could provide greater transparency and control at the regional level. 

Theresa Carsten spoke on the differences between services available to members who are in managed 
care organizations (MCOs). In the Medicaid state plan the services with the largest distinction is for 
those in the 21-64 age group. The Division is creating a definition of what crisis residential stabilization 
services would be and this will be reflected in the new MCO contract. There is a comment and feedback 
period that is running through the end of June for input as Medicaid completes their new contract with 
the MCOs. Comments can be sent to the following email: MCORFPfeedback2021@dhcfp.nv.gov.  

Robin Reedy provided her perspectives on the peer and family side regarding financial issues in seeking 
care. She explained that at the micro level, individuals are often unsure of their insurance status and 
carrier. It is important to get proactive parity on the part of insurers to show that they are proactively 
treating mental health conditions as they would other conditions. She expressed support for the “no 
wrong door” policy so anyone can get help and not be rejected.  

Ms. Reedy explained that at the macro level, when we have COVID-19 and Nevada is ranked at the 
bottom for mental health care, the government will likely look at health and human services to plug 
budget holes. We have to advocate for not only parity but recognize that when you cut certain expenses 
you also lose other revenues. The pandemic is a health issue but we are primarily looking at cutting 

mailto:MCORFPfeedback2021@dhcfp.nv.gov
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health revenue. She expressed an urgency to protect the quality of life for peers and families – which 
isn’t great now – but acknowledged will end up being worse. She explained that to create political will 
we have to show that we are saving money across the board in health problems, first responders etc.  


