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Nebraska Department of Health and Human Services 

Division of Behavioral Health 

Nebraska System of Care (NeSOC) Leadership Board 

March 22, 2018   1:00 pm – 4:00 pm   Nebraska State Office Building, Lincoln, NE  

Meeting Minutes 

DRAFT 

I. Call to Order/Welcome/Roll Call  

Tamara Gavin called the meeting to order. The Open Meetings Law was posted in the meeting 

room and all presentation handouts were available for public review. The public comment sign- up 

sheet was identified and made available to the public in attendance. Each person has three minutes 

to make comments and needs to sign in if they wish to speak. Those wishing to make non-public 

comments may send them in to DHHS care of Linda Henningsen.  

Roll call was conducted and a quorum was determined to exist. Voting members in attendance: 

Beth Baxter, Karla Bennetts, Michele Borg for Matthew Blomstedt, Julie Scott for Ellen Brokofsky, 

Kari Rumbaugh for Corey Steel, Greg Donovan, Joseph Evans, Mary Jo Pankoke, Mary Thunker 

and Kristin Williams.  Non-voting members in attendance: Courtney Phillips, Tamara Gavin, 

Bernie Hascall and Nathan Busch. Members absent or sending substitutes:  Desiree Acosta, Donita 

Baxter, Matthew Blomstedt. Ellen Brokofsky, Corey Steel and Amy Weaver. Guests present:  

Jennifer Gutierrez and Mark DeKraai.  

Mission Moments:  Karla Bennetts, co-chair, began the agenda item, reminding those in 

attendance that the Mission Moments is a good reminder of the importance of the System of Care. 

Bennetts, Nathan Busch and Beth Baxter shared letters and testimonials from consumers describing 

positive experiences with different aspects of the System of Care.   

 II. Motion to Approve Minutes  
Beth Baxter, co-chair, opened the discussion to approve the minutes from the October 12, 2017 

meeting. There being no questions, Mary Jo Pankoke moved the minutes be approved.  The motion 

was seconded by Mary Thunker and there being no discussion the motion carried by roll call vote.  

III. NeSOC CLAS 

Bernie Hascall introduced Jennifer Gutierrez of JAG Consulting Inc. who has been contracted to 

serve as the CLAS Lead for NeSOC. Cultural and Linguistic Appropriate Services (CLAS) is one 

of the foundational principles of NeSOC.  Hascall reminded the group of the Survey Monkey 

questionnaire on CLAS sent out to Board members.  The questionnaire will help “level-set” within 

the system across the state and to determine areas of CLAS to focus on.  Jennifer Gutierrez 

provided a brief overview of her responsibilities.  Her objective is to talk with the Regional 

Administrators and key stakeholders to determine status of CLAS within NeSOC and to establish a 

two-way communication mechanism. Several CLAS products have been developed over the last 

several months including a recruitment and retention plan for the Family Advisory Council 

established in collaboration with the Family Lead Contact Sharon Dalrymple.  Gutierrez reiterated 
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that the survey mentioned by Hascall is to provide a high-level baseline and assessment of where 

individuals on the Leadership Board and Implementation Committee believes NeSOC is specific to 

CLAS.  The assessment will allow for tailoring and customizing of CLAS activities going forward.   

Gutierrez noted that in discussion with stakeholders, cultural proficiency has been identified as a 

key component of what needs to happen to make the system of care successfully move forward.  

Gutierrez’s charge is to help enhance CLAS efforts in this regard through resources and technical 

support.  
 

 

 

 

Gutierrez reported that five of the six regions have identified language interpretation as a need.   

Other issues identified include access, availability and logistics to language interpretation, training 

and proficiency and payment for services.  Gutierrez asked Board members to consider possibly 

appointing a subcommittee of 6-8 people from the system of care to address these issues.  It was 

suggested that a half-day ideation session of this proposed subcommittee be convened.  The session 

would identify one key issue to address, develop and implement a plan within a one-year time 

frame to include piloting the plan.  Secondly, Gutierrez asked the Board to consider having an 

agenda item at every quarterly meeting and to encourage the work teams and Implementation 

Committee to have a CLAS agenda item at each of their meetings to continually and consistently 

have CLAS as part of the conversation.  Lastly Gutierrez made a final request that members 

complete the CLAS survey.  The raw data from the survey will inform statewide and regional 

efforts.  Gutierrez will provide an outcome brief with key take-aways from the survey and start 

addressing the identified issues at the Leadership level.  Regions wishing to use the survey results 

to take a deeper dive into CLAS may do so with NeSOC providing technical support as appropriate. 

It was clarified that discussions were held with the regional behavioral health systems and not the 

regional/local SOC teams.   

Greg Donovan noted other similar CLAS efforts currently underway.  He offered to connect the 

NeSOC CLAS lead with the State Health Improvement Plan (DHHS) and the Regional Health 

Equity Council.  Nathan Busch noted that private funding is being used for interpretation services 

for first and second generation consumers from multiple cultures.  Julie Scott noted that 

interpretation services are covered in some instances within the probation system and that there is a 

Supreme Court committee looking at the use of interpretation services.  Tamara Gavin offered to 

follow up with Medicaid specific to interpretation benefits available under the Medicaid program. 

Beth Baxter opened discussion of the strategic recommendation specific to the creation of a CLAS 

subcommittee with membership pulled from the Implementation Committee as well as 

representatives from other systems.  It was clarified that this subcommittee would be charged with 

facilitating/promoting/advocating the overall CLAS standards and initially focus on language 

interpretation issues.  Following a brief discussion, Greg Donovan moved that a CLAS work team 

be formed under the Implementation Committee.  Mary Thunker seconded the motion and it carried 

by roll call vote.           

IV. Old Business 

 Region/Committee/Team Written Report:  Bernie Hascall noted the report found in the 

member packets.  Hascall asked for any questions or concerns with the report and noted that 

there were no requests for Board action identified by the Regions, Committee or teams. No 

questions or concerns were offered.      

 Standing Agenda Item:  NeSOC Work Plan:  Beth Baxter noted the status of item C on 

the work plan should be changed to on track/progressing.  Baxter also asked Board members 

if they wanted more specific information in these reports.   Bernie suggested taking the 
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report document back to the CQI team to see if any data or detail etc. should be added to the 

report.  Board members offered no additional questions or concerns with the information.  

 Sheri Dawson questioned the makeup/composition of the local SOC teams.  Tamara Gavin 

noted that there is broad/consistent representation of Probation, Education, CFS, family 

orgs, providers and to some extent law enforcement across all teams.  Michele Borg stated 

that increased education representation has occurred across the local teams.  Beth Baxter 

noted that there is representation from the Community Collaborative on regional teams. It 

was offered to update the document and distribute to NeSOC committees to ensure 

appropriate system representation across all local SOC teams. 

 

   

V. New Business  

 Agreements of Strategic Intent:  Tamara Gavin reviewed the rationale for the Agreement 

of Strategic Intent.  These are documents that were developed by the Implementation 

Committee with the intention of helping the partners to operate under the same guiding 

principles.  The agreements are specific to the topics of training, collaborative relationships, 

youth/family involvement and SOC principles and practices.  Signatures were obtained from 

appropriate agencies and/or partners, including all six regions, DHHS divisions, Nebraska 

Children and Family Foundation, Behavioral Health Education Center and Administrative 

Office of the Courts.  Gavin requested any entities represented on the Leadership Board to 

indicate their desire to sign the agreements and copies for signatures would be made 

available.  

 Financial Hierarchy:  Bernie Hascall noted the Financial Hierarchy document found in the 

participant packet.  The hierarchy is a product coming from a recommendation of the 

Financial Blue Print.  The objective is to identify the chain of progression among entities for 

payment of behavioral health services.  The four bullet points on the first page denote 

expectation for payment, followed by individual entity flow chars.  The ask of the 

Leadership Board is to approve the financial hierarchy order of priority as presented.  

Tamara Gavin clarified that the document assumes that any of the services being paid are 

covered or funded under one or more of the entities identified in the flow chart. This 

eliminates the assumption that an entity pay for a service that it doesn’t offer/cover.  

Michele Borg noted that if a child is identified with a disability as defined by the education 

system, then schools are required to cover the service if it is identified in the IEP.  Borg 

suggested that language referencing school responsibilities in the payment of services to this 

effect be incorporated into the document but that there are variables to consider.  Karla 

Bennetts suggested that the additional language fits towards the top of the payment “chain” 

or order or priority (items 1-4 on front page).  Following a brief discussion on placement of 

additional language and how to proceed, Kari Rumbaugh made a motion to; a) add 

additional language specific to education to the payment hierarchy, b) clarify responsibilities 

of Regions, Probation and CFS in the payment “chain” (priorities 3 and 4) c) remove flow 

charts, and d) bring back to the Leadership Board for final vote on implementation of the 

Financial Hierarchy as policy.  The motion was seconded by Mary Jo Pankoke and carried 

by roll call vote.         

 

  
Fee Crosswalk:  Bernie Hascall noted the document in the participant packet entitled  
NeSOC Variance in Average Reimbursement Amount.  The document comes out of a 

recommendation in the Financial Blue Print and has gone through the Financial Investment 

work team and the Implementation Committee.  In referencing the document Hascall asked 

if we need a policy of using this document when establishing new services to determine if a 
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similar service already exists and if so are we paying similar dollars as the similar service.  

Hascall clarified that the percentages noted references the variance from highest to lowest 

across system partners.  Greg Donovan questioned the criteria used in determining the 

percentages and Julie Scott noted that the percentages in the document did not take into 

account calculation “variables” noting that when the percentages were computed, some 

percentages represented do not accurately reflect the gaps in payment amounts across 

partners. Scott also noted there are payment “gaps” noted in the document worth exploring. 

Tamara Gavin noted the information used to complete the document was taken at face value 

as a starting point.  Gavin added that additional work needs to be done in looking at unit rate 

vs. case rate and other methodologies.  Gavin asked the Board if this project is worth 

continuing to pursue as applicable to existing service rates or should existing rates be 

grandfathered into existing reimbursement structures and then apply or develop new policies 

for any system developing new services/rates in the future?  A discussion followed among 

Board members with applicable clarifying points offered.  Gavin noted that potentially an 

expectation going forward might be that policies be developed to work through all decision 

points.  Beth Baxter questioned if the Board wants to move forward with further 

development of the document and if so, how.  The group agreed by consensus to move 

forward and suggested sending the project back to the Financial Investment work team to 

work on.  It was suggested the work team select one service, address the issues, make 

recommendations and then bring back to the Board for policy development.  Gavin asked a 

clarifying question specific to whether the work team is to look at existing rates and define 

or develop a policy that would get us into a more comparable rate structure or is it the 

direction of the Board that the work team develop a policy that would be implemented for 

future developed services.  The consensus was that the work team should focus on 

investigating how the rate percentages were/are calculated for two or three services in the 

current document to provide a more in depth understanding of each.  The final consensus 

was that the work team would research the percentage variables of selected services in the 

current document and bring back to the Board their findings and recommendations around 

possible policy language.  
 

 

 NeSOC Executive Summary:  Bernie Hascall reviewed the Executive Summary document 

included in the participant packet.  Hascall noted the information pertains to the System of 

Care grant and the numbers/data presented is as of December 31, 2017.  There were 445 

children/youth served.  The counts come from several different sources and the variance in 

numbers found within the Demographic information reflects these differences, (i.e. whether 

or not regions loaded their data into the Centralized Data System (CDS)).  Reporting 

through the CDS continues to improve month by month.  Hascall clarified that the summary 

information reflects only those services that the system of care covers with grant dollars.  

Hascall also noted that Region 3 continues to have the highest number of referrals through 

crisis response and statewide youth remaining in the home has consistently been 75% -80%. 

Greg Donovan asked if the “median” age is consistent with the average age presented for the 

gender demographic. Hascall noted that median age data is available and will be included in 

future Executive Summaries.      

 Year 2 Outcomes 

o Findings on the 10% of high utilizers:  Dr. Mark DeKraai with UNL Public Policy 

Center presented Differences Between Youth Using the Top 10% of Resources and All 

Youth Served which provided information/analysis of youth using the top 10% of 
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resources. He noted that Nathan Busch and Bernie Hascall completed some initial 

analysis and stated that this presentation is an extension of that work.  Dr. DeKraai 

detailed information specific to; 1) similar efforts in other states, 2) key findings from 

the Nebraska analysis and 3) implications.  He described how the Casey Foundation 

worked with the states of Tennessee and Florida in conducting an analysis on the same 

topic and noted that Nebraska is on the right track. The difference with Nebraska’s 

analysis is that we only have aggregate data while Tennessee and Florida use individual 

data.  Key findings of Dr. DeKraai’s analysis include:    

 A small group of children/youth with complex needs use a disproportionate 

amount of resources 

 Differences in service costs are most striking for PRTF and Inpatient for 

Medicaid children/youth 

 There may be systemic differences based on the state’s geographic area 

Additional analysis was completed on costs by gender, age, race/ethnicity and 

diagnosis.  Dr. DeKraai stated that Nebraska could conduct an analysis similar to the 

Casey Foundation project with a third party collecting and analyzing individual data.    

 

 

o Outcome Measures – updated data analysis:  Tamara Gavin presented results of the 

updated data analysis for NeSOC’s seven outcome measures, noting for those attending 

that there was very limited meeting time to present and/or discuss the outcomes and 

data.  A more in depth discussion will be planned for the next Leadership Board 

meeting.  Collection and analysis protocol and methodology was described with the 

following points being made or highlighted:  

 Reminder that FY15 was the initial year of data collection and analysis and there 

were many lessons learned and approaches refined when doing FY16 and FY17. 

Caution should be taken when looking at trends from FY15 baselines. To 

account for any changes to methodology, best to look at trends from FY16 to 

FY17 as methodologies were consistent across these two years. 

 Additional information available for CFS from FY15 is specifically noted and 

helpful in comparing trends between FY15, FY16 and FY17 

 A subset of data was received by the Administrative Office of Probation in FY16 

and FY17 compared to FY15 data. 

Specific to the outcome measures identified, comparing FY16 to FY17 the following 

notations were made: 

 Age of first system contact has remained fairly flat. 

 School attendance rate has not significantly changed. 

 Average cost of youth served has remained fairly flat. 

 Total youth served in the system has increased slightly. 

 Ratio of OP to IP/Residential has remained fairly flat. 

 Have met the target related to a reduction in use of residential and inpatient care. 

 Have met target of increasing other means of funding compared to state general 

funds from FY15 to FY17.  

Gavin posed several questions to Board members, asking if the outcomes being 

measured adequately reflect system goals, whether other information and/or data would 
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be helpful and if the outcome metrics identified to date continue to be reflective of the 

work we want to accomplish in SOC efforts.  Gavin noted that recommendations to 

outcomes can be considered. 

 Of note when looking at unique youth across the multiple data sets, 85% are only 

found in one system and less than 1% of youth were served by all systems 

included (CFS, MLTC, DBH and Probation) in the years analyzed. 

 

 

 

 .  
 

 
 

 

Gavin also noted that the Board needs to look at developing “targets”.  Following a 

brief discussion, Board members agreed that more analysis on the 10% “super utilizers” 

is needed.  The possibility of securing a third party to collect and analyze data was 

discussed.  Mary Jo Pankoke made a motion to explore whether or not DHHS and/or 

Probation can use a third part to collect and analyze individual-level information to do a 

more in depth 10% analysis,  Kristin Williams seconded the motion and it carried by 

roll call vote.   

VI.  Public Comment 

Beth Baxter opened the floor for public comment. There were no members of the general public in 

attendance wishing to make comments.  

VII. Next Meeting 

a. Set next meeting date:  The April Board meeting was rescheduled from April 12, 2018 to May 

24, 2018.  The meeting will be convened in the State Office Building, Lower Level – Room B.    

b. Next meeting agenda items:  

VIII. Adjourn 

Kristin Williams motioned and Joseph Evans seconded to adjourn the meeting.  Motion carried by 

voice vote and the meeting was adjourned.   



Cultural and Linguistic Competence 

Cultural and Linguistic Competence (CLC) is essential to building and sustaining a system of care.  CLC 

and Culturally and Linguistically Appropriate Services (CLAS) standards are interwoven into the NeSOC 

Guiding Principles in both explicit and implied expectations. 

As a recipient of the System of Care Expansion and Sustainability Grant, we were charged with 

identifying an individual who has the authority and responsibility to assist leadership, management, 

staff, families, youth, contractors and all other system partners in ensuring culturally and linguistically 

competent practices in all aspects of the SOC.    

In October 2017, DBH entered into a contract with Jennifer Gutierrez from JAG Consulting, Inc. to meet 

this requirement. There are several specific deliverables she is charged with facilitating.  A few are listed 

below: 

 Linking with CLC coordinators across systems and communicate relevant information and 

strategies to the NeSOC Leadership Board. 

 Development of a resource map to identify key stakeholder groups for representation on work 

groups/committees based on the NeSOC Health Disparity statement. 

 Coordination with the Family Lead, Youth Council and Family Councils, and develop a written 

Recruitment and Retention Plan of youth and family councils members that more closely mirrors 

the racial, ethnic and social economic makeup in Nebraska.  

 Develop connections and propose formal/informal agreements with racial, ethnic, cultural and 

other diverse groups across Nebraska.  

 Identify core competency components to be included in training provided regarding CLAS/CLC. 

 Identify and develop a training curriculum based on the core competency components. 

 Develop a CLC and CLAS component to the Communications Plan to emphasize understanding of 

the cultural issues related to services, including the linguistic ability to communicate as 

evidenced by: 

o A review of current practice with recommendations regarding the use of culturally and 

linguistically relevant outreach materials, services and supports. 

o A review of messaging campaigns and provision of feedback to ensure the messages 

consider the cultural communities’ preferred language, medium, messenger and style. 

 Identify a CLAS/CLC proficiency evaluation and deliver the proficiency evaluation and provide a 

written report of the results of the proficiency evaluation to the NeSOC Leadership Board as well 

as recommendations.  
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Nebraska 10% Analysis
• 158 youth out of 28,329 (.56%) served in the three systems 

from July – December 2016 used 10% of the resources

• Youth may be duplicated across the systems

• Not all costs are captured for these youth. For example, the 
cost of case management in CFS and Probation are not 
included.

• Costs are for a 6-month period and can be doubled for 
annualized costs for purposes of planning

• Statistical significance not assessed because we only have 
aggregate data



Quick Overview of the data

• Included is data from the Administrative Office of Probation, Child 
and Family Services and Medicaid-Long Term Care.

• Prior to July 1, 2017, DBH did not have a mechanism to track dollars 
paid per episode of care or by person and was unable to specifically 
identify how much was paid in these situations. Therefore, there was 
no mechanism to identify the top 10% of youth by expenditure. 
Beginning in FY18, DBH implemented a new billing system which is 
believed to have established this capability for future reporting 
periods.



Key Findings

•Needs of the 10% Group

•Service Use by the 10% Group

•Geographic Differences for the 10% group



Average 6 Month Cost/Youth by System and by 
10%/100% Group

Medicaid CFS Probation Average

100% $1,448.22 $7,736.40 $11,640.61 $6,941.74

10% $50,430.58 $41,955.12 $83,128.11 $43,878.48
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Average Number of Diagnoses by System and Population –
Youth in the 10% groups had more diagnoses than youth 
in the 100% groups indicating more complexity of needs
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Average Number of Medications by Population -
Probation
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Differences in costs by service for 10% and 100%

• The 10% Medicaid group used much more PTRF resources 
per youth

• The second slide shows the 10% Medicaid group (.29% of 
total youth receiving Medicaid services – 67 of 23,240 youth) 
using 73.88% of total resources for PTRF

• The per youth costs for inpatient were much higher for the 
10% Medicaid group, perhaps indicating longer lengths of 
stay or more frequent inpatient admissions



Medicaid Service Average Cost Across 

Population

Total Cost by Service

100% 10% 100% 10%

PRTF $133 $34,043 $3,087,456 $2,280,906 

Inpatient $126 $9,964 $2,935,649 $667,562 

Day Treatment $21 $2,080 $486,262 $139,337 

Intensive Outpatient $43 $981 $988,041 $65,700 

Outpatient Treatment $$430 $951 $9,995,451 $63,693 

Pharmacy $596 $847 $13,840,152 $56,781 

Partial Hospitalization $11 $764 $249,820 $51,213 

Number of Youth (Numerator) 23,240 67

Average cost across population = total cost by service/total population in each group(100% and 10%)



Total cost by service for 100% and 10%

Medicaid Youth 100% 10%

Percent of 

Total Budget 

Used by 10%

PTRF $          3,087,456 $          2,280,906 73.88%

Inpatient $          2,935,649 $              667,562 22.74%

Day Treatment $              486,262 $              139,337 28.65%

Intensive Outpatient $              988,041 $                65,700 6.65%

Outpatient Treatment $          9,995,451 $                63,693 0.64%

Pharmacy $        13,840,152 $                56,781 0.41%

Partial Hospitalization $              249,820 $                51,213 20.50%



Medicaid Service Number (percent) of Users by 

Group

Average Cost per User of 

Service

100% 10% 100% 10%

PRTF 141 (.61%)           58 (86.57%) $21,896.85 $39,325.96 

Inpatient 870 (3.74%) 28 (41.79%) $3,374.31 $23,841.49 

Day Treatment 66 (.28%) 4 (5.97%) $7,367.61 $34,834.20 

Intensive Outpatient 553 (2.38%) 7 (10.45%) $1,786.69 $9,385.72 

Outpatient Treatment 19,473 (83.79%) 56 (83.58%) $513.25 $1,137.38 

Pharmacy 13,476 (57.99%) 56 (83.58%) $1,027.02 1,013.95 

Partial Hospitalization 108 (.46%) 5 (7.46%) $2,313.15             $10,242.50

Total Number in Group 23,240 67

Average cost per user = total cost by service/number of users for service in each group(100% and 10%)



Probation

•Although probation did not report costs by 
service use, all nine of the 10% high cost youth 
used PRTF

• In addition to PRTF, one youth used JSH 
Therapeutic Group Home and one youth used 
MH Therapeutic Group Home



Differences by County

• Douglas, Adams and Cass were over represented in the 10% Medicaid 
group

• In urban areas, Lancaster County was over-represented in the CFS 
10% group

• For the CFS 10% group, Sarpy, Hall, Buffalo, Madison and Cass 
Counties were under-represented

• For the CFS 10% group from rural areas, Platte, Adams, Washington, 
Seward, Franklin and Butler Counties were over-represented in 
relation to both the general population and the service population



Percent of Medicaid Youth for 12 Largest 
Counties by Population
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Percent of CFS Youth for 3 Largest Counties by 
Population
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Percent of CFS Youth for Next Largest Counties by 
Population
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Percent of CFS Youth for Select Counties by 
Population
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Key Findings

•A small group of children/youth with complex 
needs use a disproportionate amount of 
resources

•Differences in service costs are most striking for 
PRTF and Inpatient for Medicaid children/youth

•There may be systemic differences based on area



Implications – Lessons learned from SOC to develop 
alternatives to high cost out-of-home placements

•Multi-agency planning at the local level with 
individual data

•Community evidence-based practices/workforce

•Care coordination using wraparound principles

•Embracing SOC principles across systems

•Decision support systems with frequent data 
collection 
•Financing structures and reinvestment of savings



More Specific Nebraska Strategies

1. Society of Care Sustainability by expansion of 
Community Response

2. Care Coordination by partnering with Managed Care 
Organizations, Professional Partners and Peer Support

3. Cluster Based Planned Treatment
4. Family Centered Therapy
5. Intentional Selection of Evidence Based Practices 

matched/adapted to populations



More Specific Nebraska Strategies

6.   Increase access to behavioral health services and 
supports in school and after school

7. Increased partnership and coordination with judicial 
system

8. Reinvestment of funds to create a more viable 
community-based service delivery system

9. Research and evaluate specific interventions targeted 
toward intellectual disparities



Additional Analyses



Percent of Males by System 
and Population

Males = 51.13% of Nebraska 
Population Ages 0-18 

0.00%
10.00%
20.00%
30.00%
40.00%
50.00%
60.00%
70.00%
80.00%

Medicaid CFS Probation
100% 56.91% 51.70% 70.25%

10% 53.73% 54.88% 55.56%

• Males were only slightly 
more prevalent in Medicaid 
and CFS, both for the 100% 
and the 10%.

• Males were more prevalent 
in Probation general 
service population, but not 
in the 10%. This may be 
due to small numbers (5 
males and 4 females)



Per Youth Expenditures for Males 
by System - % Under/Over 

Average

-15.00%

-10.00%

-5.00%

0.00%

5.00%

10.00%

15.00%

Medicaid CFS Probation

100% 5.46% 4.94% 2.11%

10% -10.09% 14.65% 0.44%

• Per Youth costs were 
higher for males than 
females for all groups 
except the Medicaid 10%

• The average cost for 
Medicaid youth in the 10% 
is $50,431 - $45,345 for 
males and $56,337 for 
females



•For the 100% Medicaid group, costs tended to 
increase with increasing age

•For the 100% CFS population, costs were 
relatively consistent across age groups

•For the 10% group, 0-5 year olds were most 
costly in Medicaid 

•For the 10% group, 13-18 year olds were most 
costly for CFS



Average Cost Per Youth by Age, System, and Population

Age

100% 10%

Medicaid CFS Medicaid CFS

0-5 $829 $7,478 $107,157 $20,572 

6-12 $1,378 $7,510 $51,469 $49,274 

13-18 $1,652 $8,133 $45,746 $61,842  



Percent Hispanic by System and 
Population

0.00%

5.00%

10.00%

15.00%

20.00%

25.00%

Medicaid CFS Probation

100% 17.72% 17.63% 22.42%

10% 20.00% 12.20% 22.22%

Nebraska Hispanic Population 0-19 = 
14.92%

•Hispanic youth 
were over-
represented for all 
systems for all 
systems and 
populations except 
the CFS 10%



Per Youth Expenditures for 
Hispanic Youth - % Under /Over 

Average

-30.00%
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0.00%

10.00%

20.00%

30.00%

Medicaid CFS Probation

100% -14.64% -13.18% -29.37%

10% 24.19% 16.64% 0.29%

•Hispanic youth 
were less costly 
than non-Hispanic 
youth for the 
general service 
populations but 
more costly in the 
10% population for 
each system



Race by Population

0.00%

10.00%

20.00%

30.00%
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60.00%
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80.00%

90.00%

Native
American

Asian Black Pacific
Islander

Two or More White

100% 2.99% 0.63% 10.41% 0.05% 5.47% 62.82%

10% 2.68% 0.67% 3.36% 0.00% 14.77% 72.48%

Nebraska 1.60% 2.01% 6.25% 0.09% 5.08% 84.97%



• Youth who are white or of two races had the highest 
per youth costs for the general CFS service population

• For the 10%, Black youth had the highest costs in 
Medicaid and Native Americans had the highest costs 
for CFS



Average Cost Per Youth by Race, System and Population

Race 100% 10%

Medicaid CFS Medicaid CFS

American Indian $1,524 $6,405.36 $       42,512 $109,961.68

Asian $964 $4,845.43 $                 - $82,957.71

Black $1,482 $4,503.80 $       62,290 $0.00

Pacific Islander $    1,475.96 $4,593.48 $                 - $0.00

Not Available $    1,276.03 $  4,489.97 $ 61,324.53 $167,308.47

Two or More Races $    1,603.16 $9,107.78 $ 47,447.96 $22,669.53

White $    1,488.80 $8,374.03 $ 45,755.07 $43,804.00

Average  $1,448.22 $  7,736.40 $ 50,430.58 $    41,955.12 



Cost by Diagnosis

• Highest total costs for youth in the 10% Medicaid group were for:
• Child physical abuse, confirmed, initial encounter

• Paraphilia, unspecified

• Other persistent mood [affective] disorders

• Major depressive disorder, recurrent severe without psychotic features

• Attention-deficit hyperactivity disorder, combined type

• Highest Per Youth costs in the 10% Medicaid group were:
• Child physical abuse, confirmed, initial encounter ($173,073)

• Paraphilia, unspecified ($58,656)

• Bipolar disorder, current episode manic without psychotic features, severe ($52,069)

• Dysthymic disorder ($44,820)

• Other stimulant dependence, uncomplicated ($37,978)

• Opioid dependence, uncomplicated  ($36,450)



Diagnoses for Most Expensive (total cost) Medicaid Youth using 10% of Resources

DIAGNOSIS (doesn't include pharamacy records) unique youth total $ spent average $ spent

T74.12XA Child physical abuse, confirmed, initial encounter 2 346,146$           173,073$                  

F65.9 Paraphilia, unspecified 5 293,279$           58,656$                    

F34.8 Other persistent mood [affective] disorders 22 275,254$           12,512$                    

F33.2 Major depressive disorder, recurrent severe without psychotic features 14 234,139$           16,724$                    

F90.2 Attention-deficit hyperactivity disorder, combined type 20 233,634$           11,682$                    

F15.20 Other stimulant dependence, uncomplicated 5 189,889$           37,978$                    

F31.9 Bipolar disorder, unspecified 9 167,001$           18,556$                    

F33.9 Major depressive disorder, recurrent, unspecified 9 157,419$           17,491$                    

F12.20 Cannabis dependence, uncomplicated 9 142,576$           15,842$                    

F91.3 Oppositional defiant disorder 16 121,627$           7,602$                      

F43.12 Post-traumatic stress disorder, chronic 10 112,997$           11,300$                    

F43.10 Post-traumatic stress disorder, unspecified 10 78,753$             7,875$                      

F63.81 Intermittent explosive disorder 4 77,332$             19,333$                    

F94.1 Reactive attachment disorder of childhood 3 77,257$             25,752$                    

F91.9 Conduct disorder, unspecified 7 76,222$             10,889$                    

F32.2 Major depressive disorder, single episode, severe without psychotic features 8 70,906$             8,863$                      

F32.9 Major depressive disorder, single episode, unspecified 18 68,947$             3,830$                      

F90.9 Attention-deficit hyperactivity disorder, unspecified type 5 63,185$             12,637$                    

F33.1 Major depressive disorder, recurrent, moderate 10 56,867$             5,687$                      



Diagnoses for Most Expensive (average cost) 
Medicaid Youth using 10% of Resources

DIAGNOSIS (doesn't include pharamacy records) unique youth total $ spent average $ spent

T74.12XA Child physical abuse, confirmed, initial encounter 2 346,145.62$     173,072.81$            

F65.9 Paraphilia, unspecified 5 293,279.00$     58,655.80$              

F31.13 Bipolar disorder, current episode manic without psychotic features, severe 1 52,069.05$       52,069.05$              

F34.1 Dysthymic disorder 1 44,820.09$       44,820.09$              

F15.20 Other stimulant dependence, uncomplicated 5 189,889.39$     37,977.88$              

F11.20 Opioid dependence, uncomplicated 1 36,450.39$       36,450.39$              

F13.20 Sedative, hypnotic or anxiolytic dependence, uncomplicated 1 28,908.93$       28,908.93$              

F98.4 Stereotyped movement disorders 2 56,847.23$       28,423.62$              

F94.1 Reactive attachment disorder of childhood 3 77,257.48$       25,752.49$              

F63.81 Intermittent explosive disorder 4 77,331.62$       19,332.91$              

F91.2 Conduct disorder, adolescent-onset type 3 56,768.56$       18,922.85$              

F84.0 Autistic disorder 2 37,280.82$       18,640.41$              

F31.9 Bipolar disorder, unspecified 9 167,000.82$     18,555.65$              

F33.9 Major depressive disorder, recurrent, unspecified 9 157,419.40$     17,491.04$              

F33.2 Major depressive disorder, recurrent severe without psychotic features 14 234,139.07$     16,724.22$              

F12.20 Cannabis dependence, uncomplicated 9 142,575.80$     15,841.76$              



Nebraska Behavioral Health System of Care Payment Decision Making 

Guiding Principle #6: Ensure that services are integrated at the system level, with linkages between 
child-serving agencies and programs with mechanisms for administrative and system-level management, 
in planning, developing and coordinating services and funding boundaries through an, integrated care 
management process. 
 
 
 

Accessing Behavioral Health Services—Who Pays? 

Insurance/Medicaid, Behavioral Health Regions, Children and Family 

Services or Probation? 

 

 

 

 

 

 

 

 

 

 

 

Overview: A team of stakeholders came together across systems to provide information about how 

families access behavioral health services. System of Care Guiding Principles were considered 

throughout the process. Consideration was also given to maximizing the states limited resources and 

ability to serve greater numbers of families/children through greater coordination and decision-

making. Finally, the goal was to offer clarity to field workers across systems to avoid time consuming 

discussions regarding source of payment. 

In order of priority: 

1) Families access services using their own means to do so, supported by Private Health Insurance or, 

when eligible, as covered through Medicaid.  

2) Private Insurance and Medicaid use their processes for determining eligibility. See chart #1, 

Medicaid, Longer Term Care (MLTC) decision tree. 

3) If the child/youth does not have Private Insurance or is not eligible for Medicaid, the Division of 

Behavioral Health is the next appropriate potential funder of behavioral health services identified 

within the continuum of services.  The Regional Behavioral Health Authorities use their process for 

determining both clinical and financial eligibility and funding of services.   See chart # 2.  

4) If the child/youth is involved with: 

a. Child Welfare [DHHS Division of Children and Family Services(CFS)], see chart #3 decision tree;  

b. Juvenile Services [Administrative Office of Probation (AOP)], see chart #4 decision tree; or 

c.  Both systems at the same time, termed as “crossover youth” 

In all cases the CFS caseworker or the probation officer shall assist the family in accessing services 

identified in plans or as ordered by the court.   
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Nebraska Behavioral Health System of Care Payment Decision Making 

Guiding Principle #6: Ensure that services are integrated at the system level, with linkages between 
child-serving agencies and programs with mechanisms for administrative and system-level management, 
in planning, developing and coordinating services and funding boundaries through an, integrated care 
management process. 
 
 
 

 

 

 

 

CHART 1 
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Nebraska Behavioral Health System of Care Payment Decision Making 

Guiding Principle #6: Ensure that services are integrated at the system level, with linkages between 
child-serving agencies and programs with mechanisms for administrative and system-level management, 
in planning, developing and coordinating services and funding boundaries through an, integrated care 
management process. 
 
 
 

CHART 2 

Regional Behavioral Health Authorities/DHHS Division of Behavioral Health 
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Nebraska Behavioral Health System of Care Payment Decision Making 

Guiding Principle #6: Ensure that services are integrated at the system level, with linkages between 
child-serving agencies and programs with mechanisms for administrative and system-level management, 
in planning, developing and coordinating services and funding boundaries through an, integrated care 
management process. 
 
 
 

 

 

 

 

 

 

  

 

 

 

CHART 3 
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Nebraska Behavioral Health System of Care Payment Decision Making 

Guiding Principle #6: Ensure that services are integrated at the system level, with linkages between 
child-serving agencies and programs with mechanisms for administrative and system-level management, 
in planning, developing and coordinating services and funding boundaries through an, integrated care 
management process. 
 
 
 

 

 

CHART 4 
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NeSOC Variance in Average Reimbursement Amount 
 

Service  Variance in Average Reimbursement Amount

Professional Resource Family Care (PRFC) 
- Therapy + Room and Board (2 funders) 

0% 

Juveniles who Sexually Harm (JSH)  
Therapeutic Group Home - Room and 
Board Only (2 funders) 

0% 

Case Managed Tutoring (1 funder) 0% 

Educational Tutoring (1 funder) 0% 

Employment Placement Program (1 
funders 

0% 

Expedited Family Group Conferencing 0% 

General Education Class (1 funder) 0% 

Juvenile Victim & Conflict Mediation (1 
funder) 

0% 

Supervised Visitation (1 funder) 0% 

Agency Supported Foster Care 
0% 

 
 

Crisis Stabilization (1 funder) 0% 

Maternity Group Home Parenting (1 
funder) 

0% 

Relative/Kinship Foster Care (2 funders) 0% 

Psychiatric Evaluation  (1 funder) 0% 

Therapeutic Group Home (ThGH)  - Room 
and Board Only (2 funders) 

0.30% 

Functional  Family Therapy (variance 
reflected based on Medicaid provider 
credential) 

1.91% 

Wraparound Program 2% 
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Shelter Care (2 funders) 3% 

Specialty Psychiatric Residential 
Treatment Facility (PRTF) 

7% 

Community Based Psychiatric Residential 
Treatment Facility (PRTF) 

7% 

Therapeutic Group Home (ThGH) - 
Treatment Only 

7% 

Partial Hospitalization Program (PHP) 7.80% 

Community Treatment Aide 8.53% 

Medication Management - APRN/PA 9.19% 

Professional  Resource Family Care 
(PRFC) - Room and Board Only (2 
funders) 

10% 

Family Support (2 funders) 10% 

Group Home B (2 funders) 11% 

Day Treatment 11.15% 

Multi-systemic Therapy 11.55% 

Intensive Out Patient 12% 

Co-Occurring Evaluation 14% 

Psychological Evaluation - Licensed 
Psychologist (2 funders) 

14% 

Psychological Evaluation - Provisionally 
Licensed Psychologist (2 funders) 

14% 

Independent Living (2 funders) 14% 

Acute Inpatient Hospitalization 15% 

Group Home A (2 Funders) 15.14% 

Mental Health Outpatient Counseling 
(Group) 

23.05% 

Mental Health Outpatient Counseling 
(Family) 

26.03% 

Medication Management - Physician   26.44% 
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Psychiatric Evaluation 27% 

Tracker (2 funders) 28% 

Juveniles who Sexually Harm (JSH) 
Therapeutic Group Home - Treatment 
Only 

31% 

Substance Use Outpatient Counseling - 
Family 

36% 

Mental Health Outpatient Individual 36.61% 

Substance Use Outpatient Counseling - 
Individual 

37% 

Substance Use Outpatient Counseling - 
Group 

44% 

Juveniles Who Sexually Harm (Juveniles 
Who Sexually Harm) Evaluation * It is 
unclear if these are comparable services 

50% 

Substance Use Evaluation 64% 

Day Reporting 
Contracts/Vouchers do not lend themselves to 
direct comparisons 

Evening Reporting 
Contracts/Vouchers do not lend themselves to 
direct comparisons 

Family Partner Hourly rate/expense reimbursed 

Youth Peer Support (2 funders) NA- Expense Reimbursed. 
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Agreement of Strategic Intent:  Collaborative Relationship 
January 2018 

Agreement of Strategic Intent:  Collaborative Relationship 
Nebraska Behavioral Health System of Care 

 

 

    

 
 

 
  __________________________________________________ 

 
 

___________________________________________________ __________________ 

This Agreement is issued by  __________________________________________. 

PURPOSE: This Agreement establishes and defines a collaborative working relationship 
between the Nebraska Behavioral Health System of Care Implementation Committee (NeSOC-
IC) and _________________________________. 

RESPONSIBILITIES AND EXPECTATIONS:  
Recognizing the mutual firm foundational value of wanting to serve and support Nebraska’s 
children and families with behavioral health needs, and;  
Recognizing efficiency, effectiveness and experience for children and families can be maximized 
if we all work together as a system, and; 
Recognizing that ________________ has unique and specific mandates, responsibilities and 
roles, _________________ agrees to maintain open communication between _____________ 
and NeSOC-IC.   
___________________ shall consult and inform the NeSOC-IC whenever a challenge, barrier, or 
change is required that may have any kind on impact on the children and families needing 
behavioral health services and supports.   The NeSOC-IC agrees to be available for consultation, 
active problem solving and support.  The NeSOC-IC agrees that sole decision making authority 
rests with ________________.   

Signatures 

 Organization / Agency 

 Representative Signature      Date 
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Agreement of Strategic Intent:  Principles and Practices 
Nebraska Behavioral Health System of Care 

 

 

    

 

This Agreement is issued by ________________________________________. 

PURPOSE: This Agreement establishes and defines a collaborative working relationship 
between the Nebraska Behavioral Health System of Care Implementation Committee (NeSOC-
IC) and _________________________________. 

RESPONSIBILITIES AND EXPECTATIONS: _____________________________agrees to conduct 
their work with families or individuals with behavioral health needs in accordance with the 
following Principles and Practices as adopted by the Leadership Board of the Nebraska 
Behavioral Health System of Care.  

1. Ensure that families, other caregivers, young adults and youth are full partners in all 
aspects of the planning and delivery of their own services and in the policies and 
procedures that govern care for all children and youth in their community, state, 
territory, tribe, and nation. 

2. Ensure availability and access to a broad, flexible array of effective, community-based 
services and supports for children and their families that address their emotional, social, 
educational, and physical needs, including traditional and nontraditional services that 
build on the family’s natural and informal supports system.  

3. Provide individualized services in accordance with the unique potentials and needs of 
each child and family, guided by a strengths-based, individualized service planning 
process developed in true partnership with the child, family and/or young adult. 

4. Ensure availability of services and supports that are evidence-informed and promising 
practices, as well as interventions supported by practice based evidence, and monitor 
the utilization and effectiveness of these services to improve outcomes for children and 
their families. 

5. Ensure the delivery services and supports are available, utilized and accessible within 
the least restrictive, most normative environments that are clinically appropriate. 

6. Ensure that services are integrated at the system level, with linkages between child-
serving agencies and programs with mechanisms for administrative and system-level 
management, in planning, developing and coordinating services and funding boundaries 
through an, integrated care management process. 
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7. Provide care management, wraparound service planning or similar mechanisms at the 

practice level to ensure that multiple services are delivered in a coordinated and 
therapeutic manner and that children, young adults and their families can move through 
the system of services in accordance with their changing needs. 

8. Provide developmentally appropriate behavioral health services and supports that 
promote protective factors, resiliency, trauma-informed care, and optimal social-
emotional outcomes for young children and their families in their homes and 
community settings. 

9. Provide developmentally, socially appropriate and trauma-informed services and 
supports to facilitate the transition of youth to adulthood and to the adult service 
system as needed. 

10. Incorporate or link with behavioral health promotion, prevention, and early 
identification and intervention programs and initiatives to improve long-term outcomes, 
and to identify needs at an earlier stage and ensure behavioral health promotion and 
prevention activities are directed at all children and adolescents. 

11. Incorporate continuous accountability and quality improvement mechanisms to track, 
monitor, and manage the achievement of system of care goals; fidelity to the system of 
care philosophy; and quality, effectiveness, and outcomes at the system level, practice 
level, and child and family level. 

12. Protect the rights of children and families and promote and support effective advocacy 
efforts. 

13. Provide services and supports without regard to race, religion, national origin, gender, 
gender expression, sexual orientation, disability, socio-economic status, geography, 
language, immigration status, or other characteristics, and ensure that services are 
sensitive and responsive to these differences. 

 
 

 
  __________________________________________________ 

 
 

___________________________________________________ __________________ 

Signatures 

 Organization / Agency 

 Representative Signature      Date 
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Agreement of Strategic Intent:  Training 
Nebraska Behavioral Health System of Care 

 

 

    

 

 

This Agreement is issued by  __________________________________________. 

PURPOSE: This Agreement establishes and defines a collaborative working relationship between the 
Nebraska Behavioral Health System of Care Implementation Committee (NeSOC-IC) and 
_________________________________. 

RESPONSIBILITIES AND EXPECTATIONS: ________________________________ agrees to: 
1. Review the curriculum for the five NeSOC-IC Training topics listed below. 
2. Identify NeSOC-IC training concepts contained within the curriculum for the five topics within 

the organizations existing educational opportunities. 
3. Identify NeSOC-IC training concepts contained within the curriculum for the five topics absent 

from the organizations existing training opportunities. 
4. Incorporate the appropriate missing NeSOC-IC training concepts into the organizations 

appropriate training opportunities. 

The curriculum for each training is attached to this Statement.  

A. System of Care 101; 
B. System of Care 2.0;  
C. Cultural and Linguistically Appropriate Services; 
D. Person/Family Centered Practice; 
E. Data Driven Decision Making  

 

 

 

 
  __________________________________________________ 

 
 

___________________________________________________ __________________ 

 

The NeSOC-IC agrees the organization will have sole authority to decide which concepts to include in 
existing education opportunities and the method for inclusion.  

Signatures 

 Organization / Agency 

 Representative Signature      Date 



 

Agreement of Strategic Intent:  Youth/Family Involvement 
January 2018  1 
 

 

 

 

    

 

Agreement of Strategic Intent:  Youth/Family Involvement 
Nebraska Behavioral Health System of Care 

This Agreement is issued by _________________________________________. 

PURPOSE: This Statement Agreement establishes and defines a collaborative working 
relationship between the Nebraska Behavioral Health System of Care Implementation 
Committee (NeSOC-IC), and _________________________________. 

RESPONSIBILITIES AND EXPECTATIONS: _______________________________ agrees the 
personal experiences and voices of youth and families are significant to the development, 
implementation and delivery of services and supports.  Therefore, ________________________ 
agrees to incorporate the following Standards and Strategies, developed by youth and families, 
in their development, implementation and delivery of services and supports.   

STANDARDS IN WORKING WITH YOUTH AND FAMILIES: 
1. Inclusiveness and Representation 

 Have a diverse/multiple representation of family voice 

 Have a diverse/multiple representation of youth voice 

 Create a welcoming, friendly, inviting environment for family and youth 

 Engage and encourage family voice 

 Engage and encourage youth voice 

 Create a physical and emotional safe environment that is comfortable to ask 
questions and to encourage full participation 

 Ensure family representation and voice is part of every decision 

 Ensure youth representation and voice is part of every decision 

 Provide ongoing opportunities for family and youth to be involved 
2. Cooperation and Partnership 

 Build relationships that are based on mutual learning, understanding and desire to 
identify solutions/outcomes that benefit all  

 Provide an opportunity for family and youth leadership roles 
3. Clear and Transparent Communication 

 Use language that family and youth understand- - free of jargon and acronyms 

 Provide family and youth a special orientation so they have a clear understanding of 
purpose and expectations 

 Have a clear information and feedback process 

 Include family and youth in any communication between meetings 
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4. Accountability and Follow Up 

 Provide family and youth a contact person who they can contact between meetings 
with any questions or concerns 

 Assess on an ongoing basis how family and youth view their involvement experience 

 Give family and youth roles 

 Share all relevant data, information, and feedback—including purpose of and how 
information will be used 

5. Integrity 

 Honor agreements and commitments 

 Create an environment where mutual respect is fostered and it is communicated 
(verbally and nonverbally) that every voice is valued 

6. Mutual Learning 

 Create an environment where everyone can cooperatively share, respect, and learn 
from each other’s experiences, expertise and information 

 Provide family and youth access to the tools and trainings needed to be successful 

 Encourage full participation and sharing 
7. Flexibility and Adaptability 

 Meetings should be held at a time and place that is convenient for family and youth 
so they can fully participate without causing a hardship (missing work/school) 

 Utilize different modes of participation (phone, skype, in person) 

 Utilize different levels of participation (direct/indirect) 
Direct – family and youth will participate in meetings 
Indirect – family and youth review documents 

8. Respect and Relationship Centered 

 Practice inclusive collaborative relationship building 

 Everyone’s contributions are valued and respected 

STRATEGIES TO ENSURE INVOLVEMENT OF YOUTH AND FAMILY VOICES: 

1. Include language in contracts and policies that requires family and youth voice and 
involvements in all levels of decision making, policy and program development, 
evaluations, and all other areas 

2. Increase pool of diverse family and youth representation 
a. Support family and youth support groups within family organizations 
b. Encourage each agency and family organization to identify one family/youth they 

serve to participate 
c. Support Family Leadership 
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d. Have agencies share family involvement questionnaire with the families and youth 
they serve 

3. Have different levels for family and youth involvement 
a. Direct − participate in meetings, work groups, decision making, trainings, etc. 
b. Indirect − review of documents, trainings, policies, etc. and give input 

4. Hold meetings at a time that is convenient for family and youth that does not cause 
hardship (missing work/school) 

5. Have resources available to family and youth for their travel, childcare, etc. 
6. Offer family and youth the tools and trainings they need to be successful 
7. Once a family and youth is involved 

a. Give them an orientation to explain purpose, expectations, time commitment 
b. Before meetings call them and help them identify key messages they want to share 
c. Make them feel welcomed, valued and respected 
d. Encourage and engage them (welcome them, place a follow up call to see how the 

experience was, at the meetings ask them if they have any input, etc.) 
e. Give them a specific contact person who they can call if they have questions or 

concerns 
f. Give them leadership roles and responsibilities 
g. Assess on an ongoing basis how the family and youth feel about their involvement 

experience − use the information to make changes if needed. 
 
 

 
  __________________________________________________ 

 
 

___________________________________________________ __________________ 

Signatures 

 Organization / Agency 

 Representative Signature      Date 
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NeSOC Report/Summary for 
Leadership Board 
March 22, 2018 

WORK PLAN STATUS INDICATOR:  On Track/Progressing                                Delay Halted 

Work Plan Activities Identified for Quarter To Be 
Completed 

By: 
  

  

 
 

 
 

Status Rationale

A. Cross-system single service plan explored and work plan developed if 
adopted.    

12/31/17 
 Exploration initiated 

– March 2018 

B. Cross-system standards for service access identified and developed. 12/31/17  Multiple guidance 
documents 
developed.  

C. 

Framework for cross-system shared screening, assessment and 
evaluation identified and developed.  
Potential partnering with local school-based and school-linked 
services including behavioral health screening, assessments, 
evaluation, and referral protocols explored.  

04/30/18  Initial meeting held 
12/12/2017.  On 
track to provide 
recommendations. 

04/30/18  Initial meeting held 
12/12/2017.  On 
track to provide 
recommendations. 

D.

Characteristics of community-based, cross-system crisis continuum, 
including requirements, identified and developed. 

12/31/17  Initial draft complete.  
To be shared with 
Cross System Support 
team January 2018.  

E. 
Parent, caregiver and childcare Provider training on SOC services and 
supports initiated and ongoing.  

02/28/18  10+ identified 
throughout the state 
in 2018. 

F. 
Regional Leadership teams implement SOC statewide. (Completed 
and operational)

02/28/18  Ongoing 
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Regional Reports 

  

 

Region Focus of work Previous Quarter

Issues Needing 
Board 

Approval/Direction, 
If Any

Region 
1. 

Updated 
3/19/18 

Description Of Any Changes: MOU with CrossRoads Resources LLC to provide Youth Mobile Crisis Response in Dawes, Sheridan and 
Northern Sioux counties. MOU between ESU #13 and Region 1 BHA for Youth IOP fully executed. New CQI Coordinator is an asset to 
the Region 1 SOC team. Collaboration with the Panhandle Partnership is strong.   
LB801 Panhandle Beginnings Act (day treatment) was introduced.  Development of this service will take intensive collaboration and 
braided funding.  Bill was assigned to Education Committee and several ESU #13 and Scottsbluff Public Schools testified in support.  
There is significant support from the community to move this initiative forward. DLA 20 (including youth) was trained and 
implemented across all DBH funded services in Region 1.  Crisis Response referral process under revision with feedback and 
collaboration of crisis responders and administration.   
Training Provided:  
Quarter 1 
DLA 20 for MH 
DLA 20 for SA 
DLA 20 for Youth 
DLA Train the Trainer 
7 QPR Trainings 
Youth Mental Health First Aid 
Advancing Mental Health in Schools National Conference - 4 Panhandle attendees 
Neuro-sequential Model of Therapeutics Training - 1 participant 
Various online Relias Trainings, including suicide, bipolar and related disorders in children and adolescents, developmental stages 
Dream Big Autism Conference - 3 PPP staff 
Quarter 2 
4 QPR Trainings in Quarter 2 
Attended two Cluster Based Planning webinar trainings 
Various online Relias Trainings 
Motivational Interviewing I & III 
Oppositional, Defiant and Disruptive Children and Adolescents 
Anxiety Training 
Key Program Accomplishments:  IOP contract is signed. Local Implementation Team is a strong, stable and committed decision 
making body. Children's Mental Health Awareness Month Planning Committee has formed out of the LIT and has a robust, early plan 
for activities, events, education, training and promotion. 
NeSOC Service Utilization: 30 youth were served in Crisis Response in the first quarter.  17 youth were served in Crisis Response in 
January & February 2018. 
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Barriers Encountered: Work Team participation continues to be a barrier.  We are grateful to be able to attend via Zoom and are still 
working out ways to make that as successful as it can be.  
Actions To Overcome Barriers:  We are hosting Zoom meetings at the Region so as to replicate an in-person feel for meetings.   We 
hope this will increase attendance and participation.  

Region 
2. 

Updated 
3/12/18 

Description Of Any Changes: NA 
Training Provided:  No training has been provided 
Key Program Accomplishments:  1) Youth Mobile Crisis Response is being used by System Partners 2) Ability to serve more youth 
with the Professional Partner Program expansion and served by Youth Care Coordination staff.  3) Regional team is actively involved.  
4) Collaboration with Family Organization, Families CARE 5) Rural schools in Region II are able to meet the mental health needs of 
youth in the school setting.  This allows for better access to MH services in our Region. 
NeSOC Service Utilization:  See above 
Barriers Encountered:  Schools are running into barriers in regard to gathering the required data tool for youth served through 
NESOC dollars.   
Actions To Overcome Barriers: We have met with schools involved and brainstormed.   They have designated staff to assist with 
completing the required data tools.  If families are admitted to the Professional Partner Program, data is gathered for the Partner.  

 

Region 
3. 

 
Updated 
3/16.18

Description Of Any Changes: Region 3 stakeholders originally identified the need to Professional Consultation, Coaching and Training 
to provide skill development and environmental modifications to assist schools, childcare centers, Probation, Children and Family 
Services, and other entities serving children and adolescents who experience a SED and focuses on increasing the behavioral health 
related skills and expertise of the adults (teachers, case worker (child welfare/juvenile justice) parents, residential staff, etc.) who 
work with children and adolescents.  Clarification was received that all grant Federal SOC funds must be tied to a specific youth who 
experiences a serious emotional disturbance.  This change has been discussed with the R3 SOC Leadership Council in October and the 
decision to conduct a survey of school districts as to their needs.  Results have been received from 9 school districts and the districts 
have identified 82 specific youth they need specialized assistance with. 
Training Provided:  

 10-3, 5, 17, 19 $ 24 - 5 Mindfulness Classes, Northeast Elementary, Kearney, 117 students  

• 10-2-17  Mindfulness & Yoga, ESU 11 Fall Conference, Holdrege, 28 Educators 
• 10-2-17  Compassion Fatigue, ESU 11 Fall Conference, Holdrege, 28 Educators 
• 10-20-17 Compassion Fatigue, School Social Workers, Grand Island, 14 
• 10-25-17 Trauma 101 & Recovery, NE Aging & Disability Resource Centers Staff, Kearney, 17 trained                      
• 11-2, 9, 14, 21, 28, & 30 - 5 Mindfulness Classes, Northeast Elementary, Kearney, 117 students     
• 11-10-17 Calmer Classrooms:  Working with Traumatized Students, ESU 10, Kearney, 44 Early Childhood Staff 
• 11-15-17 Trauma 101 & Recovery, UNK Social Work Class, Kearney, 22 students 
• 11-16-17 Compassion Fatigue, 2 sessions at NE Head Start Association Conference, Grand Island, 94 trained 
• 11-27-17 Compassion Fatigue, UNK Social Work Class, Kearney, 6 students trained 
• 12-5-17  5 Mindfulness Classes, Northeast Elementary, Kearney, 117 students trained 
• 12-8-17  Compassion Fatigue, Central NE LOSS Group, Kearney, 4 trained 
Key Program Accomplishments: Finalization of the Hall County Community Collaboration's NeSOC for Behavioral Health Promotion 
and Prevention Plan and submitted to the Nebraska Children and Families Foundation for approval and allocation of funding.  The 
plan has been approved and implementation has begun.  Families CARE started the Healthy Me Youth Groups in Grand Island and 
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Kearney.  The Grand Island group has met 7 times and the Kearney group had their first meeting 1/4/18.  The Youth Groups are 
meeting on an ongoing basis. 
NeSOC Service Utilization:  Youth Crisis Response:  From the implementation of Youth Crisis Response in Region 3, a total of 235 
youth have been served April 1, 2017 through February 28, 2018.  123 were served during this reporting period of October 1, 2017 - 
February 28, 2018. 
Family Peer Support Crisis Response:  11 families have been served through February 28, 2018.     
Youth Peer Support:  11 have been served through February 28, 2018.  During the past 5 months there were a total of 7 youth group 
meetings in Grand Island.   Attendance at these groups ranges from 5-8 youth, and 2-3 staff members. 
Barriers Encountered:  None this quarter 
Actions To Overcome Barriers:  NA 

Region 
4.  

Updated 
3/16/18 

Description Of Any Changes:  N/A 
Training Provided:  N/A.  Region 4 has seen a need for training on DD/MI in the local areas 
Key Program Accomplishments:  Region 4 continues to meet with local collaborative in Norfolk, Columbus and South Sioux City with 
goal to strengthen these partnerships in FY18.  Youth Crisis Response continues in all areas of Region 4.  Region 4 continues to reach 
out to stakeholders regarding System of Care.  This past quarter Region 4 has been able to meet with ESU 1 and ESU 8 regarding 
needs 
In their areas.  
NeSOC Service Utilization:  Crisis Response Teams 
Barriers Encountered:  Region 4 stakeholders have indicated that payment for interpreters for youth services that perhaps are not 
being funded through SOC however no funding is available is a barrier to service.  Example – Probation can pay for MST but not 
interpreters for MST if needed.   
Actions To Overcome Barriers:  Region 4 SOC utilize flex funds to pay for interpreters for youth and families so they can get the 
services they need, when they need them.   
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Region 
5. 

Updated 
3/15/18 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Description Of Any Changes:  None 

 
 

 

 

 

 

Training Provided:  Center Pointe: Trained/Presented on Crisis Response, TASC, BETA-Behavioral Health Threat Assessment, Region 

V Sponsored - Set Me Free Project, Adult Mental Health First Aid, Basic Cluster-Based Planning, Youth Mental Health 
First Aid, Intermediate Cluster-Based Planning.
Key Program Accomplishments:

 Revised CR Model.

 Worked with R6 to provide a combined Regional SOC 101 training (March 2017)

 Expansion of Telehealth for the purpose of Crisis Response in RVS geographic area.

 Developed Training Academy to include Parent and Youth Leadership.

 Further developed Marketing/Education CRT media and advertising. 

 Local System of Care Work Team identified, reviewed, and prioritized service array needs and gaps (information 
obtained from Youth Summit (held Jan 2017) and ongoing community meetings, inclusive of family voice. The team 
determined to explore the concept of a 'walk-in" center. Cedars, Inc. will be the cornerstone agency to provide walk-
in/reception center, if funding is raised. Applied for funding through Woods Charitable, NCFF, and has inquired 
about SOC funds through RVS. Funding needs beyond potential Foundation support is $240,000. 

 Continue with plans to develop Regional CR Coalition (inclusive of rural county representation). 
 
NeSOC Service Utilization: 
 

Number of Consumers Utilizing Crisis Response Services Per Provider since April 2017 
   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

  CenterPointe TASC 
Heartland 

(Otoe) 

Families 
Inspiring 
Families 

Total 

April 1 2 1 3 7 

 

 

 

 

 

 

 

 

 

May 2 8 0 6 16

June 2 2 1 5 10

July 2 3 2 3 10

August 0 5 0 4 9

September 3 7 0 8 18

October 1 11 0 5 17

November 2 10 0 7 19

December** 2 6 1 5 14

Total 15 54 5 44 121*
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Region 
5. 

Updated 
3/15/18 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Type of Contact Consumers Had with Providers (4/1/17 – 12/30/17) 
 

 
 
 
 

 

 

 

Disposition Youth Had Post-Services with Providers (4/1/17 – 12/30/17) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Provider Face-to-Face Telephone Telehealth Total 

CenterPointe 15 0 0 15 

 

 

TASC 34 13 7 54

FIF 30 20 0 50

Total 79 33 7 119 

Provider 
Youth 
Remained in 
Home 

Youth Placed 
Informally 
with 
Relatives or 
Friends 

Youth 
Formally 
Placed 
out of the 
Home 
(i.e., 
foster 
care, 
detention, 
shelter) 

Youth Admitted to 
Hospital/Psychiatric 
Unit 

Total 

CenterPointe 13 0 1 1 15 

 

 

TASC 45 0 1 8 54

Total 58 0 2 9 69
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Region 
5. 

Updated 
3/15/18 

 

The Number of Consumers Enrolled in Professional Partners Program from Youth Crisis Response 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Barriers Encountered:  Continued to work to ensure that YCR design that calls for a notification to the family org 
for follow-up with the families who have experienced a crisis resulting in law enforcement /CR Team contact 
does not inadvertently break confidentiality or release PHI. Obtaining consent from the family to share their 
information with the family org (FIF) at the time of the crisis has been a barrier. RVS/CR Partnership worked 
with the RVS legal entity for guidance.  A BAA/QSO product was produced and introduced to the Team.  After 
further discussion amongst TASC, Center Pointe, FIF, and Region V Systems representatives, an agreement was 
reached to modify the CR process in a manner that does not release information but only provides general 
details with minimal demographics regarding the call was received.  Determined the BAA/DSO not needed at 
this time. 
Actions To Overcome Barriers:  None identified at this time. 

Region V Systems Professional Partners 

Month N Number 
Discharged 

April 1 0 

 

 

 

 

 

 

 

 

 

May 0 0

June 4 0

July 1 1

August 0 2

September 3 1

October 2 1

November 3 1

December 1 2

Total 15 8

Region 
6. 

Updated 
3/12/18 

 

Description Of Any Changes:  Work plan rewritten at the beginning of the year with new goals.  The Leadership Council created a 
Strategic Plan, so those goals are now being considered as well.  Worked with each Committee Chair to identify steps to achieve the 
outcomes.  These steps will be taken to each committee for their input and revision. 
Training Provided:  Wraparound training was provided to the Professional Partners.  Region 6 has discussed with Dan Embree doing 
training on Creating a Systems of Care Governance Structure and another in Empowering Youth and Family Voice at all Levels of the 
System of Care.  This is something that we have discussed with Region 5 and would be willing for any of the Regions to send their 
staff.  On February 2 did a training on SBIRT & Brief Motivational Interventions that was attended by 179 trainees. 
Key Program Accomplishments:  The Leadership Council has been holding committee meetings to create action plans around the 
specified outcomes from the Strategic Plan.  All County Teams have meet and we did an orientation training in coordination with 
BHECN for the Douglas County Team.  We are still working on structure and membership with all the County Teams. 
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NeSOC Service Utilization:  We have served 39 children and 37 families through the PACT program and 19 of those families have 
been discharged.  We have received positive responses from the families about the program and the supports that they have 
received.  Nebraska Family Helpline has also received positive feedback from the families about the program.  The Peer Support 
Specialist has left KVC and they are currently looking for a replacement.  No individuals has been served in this program.   
Barriers Encountered:  Being able to get a Peer Support Specialist certified, due to the vacancy of that position at the State. 
Actions To Overcome Barriers: The State is currently working to fill that position and that should allow KVC to get a Peer Support 
Specialist certified.    

Implementation Committee/Team  Reports 

Committee 
Focus of work Previous Month 

Issues Needing 
Board 

Approval/Direction,  

 

Committee convened 3/6/18.  Presentation by UNL-PPC on top 10% clinical profile analysis.  Discussed working through integrity of 
utilization data. Provided preliminary review of outcomes data with final product to be presented to Board on 3/22.  Reviewed 
Work Team reports.  Discussed Crisis Response assessment tool with recommendation to send back to Cross Systems team for 
further clarification.  Discussion/suggestions for use of the Youth Council’s document on psychotropic medications.     

 

Work Team  
Focus of work Previous Month 

Issues Needing 
Board 

Approval/Direction, 

CQI 

1 page overview to be provided to IC and LB.  CQI targets to be set by a sub group of CQI and then 
shared/agreement made by the larger CQI work group on 03/21/2018 at CQI meeting - then shared with LB 
03/22/2018.  Data Dictionary with specific descriptions of the grant specific CQI measures to be sent out/shared on 
BaseCamp.  

 

Training 

2 day follow up to 1 Leadership training set for Feb 2018 in Region 3.   Additional trainings set up in Lincoln.  UNL-
PPC to assist with training evaluation.  Initial SOC plans received by the Regions.  Spread sheeted out to identify 
common needs/opportunities for efficiencies.  Training column to be added to the NeSOC Newsletter.  Susan to 
coordinate with Nathan.  SOC training page added to the BHECN site.  2 Nebraska specific webinars added.  2 more 
in March/April.  Need to add video clip recording of intro to SOC. There are also audio files what could be added 
from system partners to give agency overviews.  Concern about the quality of the recordings as well as the length of 
them.  Revisit options next month. Send out training website link via newsletter.  Coordinate with social marketing 
to promote. 

 

Services 

Single Case Plan: Sub Group is scheduled to relook at issue based on feedback from IC.     Cross System 
Assessments/Screens - Sub Group is scheduled to relook at issue based on feedback from IC.  Will need 
representation from AOP, CFS and DBH.  Mtg. to be scheduled for mid-March.  Cluster based Planning:  Follow up 
to webinar (webinar posted on training website).  Combined meeting with Financial Investment Team and CSST 
March 14.  Mobile Crisis Response:  Concern that ASMR and CAMS are in the service definition.  The group would 
like to identify competencies for training vs specific assessment tools. Region 3 and 6 to take the lead on drafting 
language. Concern that the clinicians need more training on means restriction and safety planning. Reach out to the 
Helpline.  UNL-PPC also has resources to share. Bring to next meeting.  
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Finance 

Sustainability Plan:  Initial Draft Complete.  Small group to review and suggest changes 03/15/2018.  Top 10%:  Data 
run complete, analysis also complete.  Results to be incorporated into to the Financial Investment Team and Cross 
systems Team joint meeting in March.  Cluster Based Planning:  Follow up to the Webinar in February.  Service 
Needs Assessment:  Feedback collected by UNL-PPC from families and stakeholders.  Incorporate into service 
development as well as communication plan regarding serves which are available/accessible. 

 

Marketing 

Stigma:  Subgroup to meet.  Develop positive messages aimed at youth who experience behavioral health 
challenges.  Work to counter balance current messages link behavioral health challenges and violence.  Crisis 
Response: Subgroup to meet regarding getting information regarding Crisis Response out to youth/families and 
system partners especially education.   Coordinate with the Regions to map out what is already underway, 
Approach Helpline - possible add marketing to youth as well as family.  Children's Mental health Month:  
Coordinate with family orgs.  Offer assistance with written fliers/invites other promotional materials.  Julie to work 
on press releases for the events.  Bernie and Nathan to coordinate with youth groups/organizations on a media 
message competition for youth to participate in to develop materials/messages for next year's event.  Year 1 Recap:  
Bernie and Julie to work on written content.  Once final Brenda to work on formatting.  Intent is a 2-3 page overview 
of accomplishments and next steps to provide to policy makers and other stakeholder.  Develop a one page 
document targets to families and youth.  Sharon to assist/review for feedback.  Updated 1-pager:  Pare down 
existing year 1 recap to a one page fact sheet for SOC.   Resources for stakeholders (education and families):  
Bernie and Julie to review existing resources.  Put together a resource sheet which can be shared with schools and 
parents regarding behavioral health response to trauma. 

 

Youth/Family Councils - Reports 

Council  

Focus of work Previous Month 

Issues Needing 
Board 

Approval/Direction, 
If Any 

Youth 

NeSOC youth learned about legislative process and made presentations about bills to senators and the governor.  
Discussed how the Advisory Council could help set up local chapters to get more youth voice.  Discussion about 
what services could be added or fixed to better meet the needs of youth.  Joint summer meeting with Family 
Council - Youth in favor of combined meeting.  Psychotropic Medication work – developed draft information sheet.   

 

Family 

Volunteer commitment for Family Advisory Council:  A volunteer commitment is for a commitment of being 
involved in 8 of 12 scheduled meetings either directly or indirectly.  Ongoing conversations – 1) What would the 
System of Care look like at the end of the grant?  2) What is wanted with Crisis Response/Respite Center and what 
are the Gaps in services…..what do we need?  3) What parents would like to see in a parent manual (something they 
could keep ongoing information for their child/youth strengths, needs, medications, providers, etc.)    

 

SUMMARY:  Identified Report Items for Board Meeting Action/Discussion 

1. None 

2.  

 



1

NeSOC

Executive Summary

October 1, 2016 – December 31, 2017

NeSOC Leadership 

Board

March 22, 2018



2

RECAP:  Dollars Spent To Date:  All Services, Development & Delivery

GRANT 

Financials
October 1, 2016-

December 31, 2017

YR 1 YR 2

Totals YR 1 & YR 2Oct. 1, 2016-

Sept. 30, 

2017

Oct. 1, 

2017 –

Dec. 31, 

2018

Region 1 $7,127.84 $8,641.02 $15,768.86

Region 2 $25,290.09 $8,475.31 $33,765.40

Region 3 $66,199.10 $30,417.37 $96,616.47

Region 4 $61,190.15 $21,304.30 $82,494.45

Region V $9,475.00 $6,875.00 $16,350.00

Region 6 $0.00 $0.00 $0.00

Total $169,282.18 $75,713.00 $244,995.18

YR 1 YR 2 YR 1 & YR 2

Region 1 $7,127.84 $8,641.02 $15,768.86 

Region 2 $182,881.47 $42,998.05 $225,869.52 

Region 3 $92,443.58 $44,126.24 $136,569.82 

Region 4 $61,190.15 $21,304.30 $82,494.45 

Region V $97,607.82 $34,916.92 $132,524.74 

Region 6 $226,133.71 $88,003.10 $314,136.81 

Total $667,384.57 $145,182.78 $907,364.20 

Dollars Spent To Date:  CR Only

Partner

Match 

Pledged

Y2

Reported

To Date
Report Period

Probation $6,681.00 $1,627.89
October-December 

2017

Education $14,142.00 $4,195.02
October-December 

2017

NCFF $174,684.00 $64,802.00
October- December

2017

CFS $3,850.00 $610.39
October– December 

2017

DBH $81,068.00* $16,261.65
October– December 

2017

PH $2,846.00 $264.18
October– December 

2017

Partner Match

*Excludes Benefits and Indirect
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FINANCIALS

GRANT EXPENDITURES:  BY SERVICE (October 1, 2016 – December 31, 2017)

Regions

Consumer, Family 
Involvement

Crisis Response
Family/Youth Peer 

Support
PPP, Care 

Management
PACT In-Home 

Services
PACT Infrastructure LMHP Schools Mentoring Telehealth

Therapeutic/Prof
essional Consult

Region 1 - YR 1 $7,127.84

Region 1 - YR 2 $8,641.02

Region 2 - YR 1 $189.39 $25,290.09 $116,901.68 $36,655.03 $3,845.28

Region 2 - YR 2 $1,991.22 $8,475.31 $32,521.52

Region 3 - YR 1 $960.00 $66,199.10 $22,209.48 $3,075.00

Region 3 - YR 2 $4,933.46 $30,417.37 $5,252.60 $3,522.81

Region 4 - YR 1 $61,190.15

Region 4 - YR 2 $21,304.30

Region V - YR 1 $258.00 $9,475.00 $4,980.00 $78,796.29 $4,098.53

Region V - YR 2 $6,875.00 $1,950.00 $26,091.92

Region 6 - YR 1 $4,190.79 $474.00 $221,468.95

Region 6 - YR 2 $5,664.84 $42,203.40 $40,134.86

$8,332.07 $244,995.18 $44,247.71 $254,311.41 $42,677.40 $261,603.81 $36,655.03 $3,845.28 $4,098.53 $6,597.81
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FINANCIALS YTD:  GRANT EXPENDITURES:   BY REGION and CONTRACTOR YR 2
October 1, 2017-December 31, 2017

Contractor

Contractual 

Budget 

Allocation 

Year 2

Total Expended
For Expenditures 

As Reported 

Through (Date)

% of Budgeted 

Service Dollars 

Expended

Contractual 

Match

Reported (%) vs. 

Pledged

Region 1 $315,000.00 $30,315.10 12/31/17 4.08% 4.74%

Region 2 $315,000.00 $104,968.73 12/31/17 15.92% 15.09%

Region 3 $222,970.00 $44,126.24 12/31/17 20.5% 19.5%

Region 4 $315,000.00 $22,576.87 12/31/17 8.7% 15.16%

Region 5 $365,000.00 $34,916.92 12/31/17 11.34% 1.19%

Region 6 $580,000.00 $88,003.10 12/31/17 10% 9.3%

Contractor
Contract 

Value

Contract 

Term

Total Paid to

date  YR 2

(as of 3/15/18)

Family Lead $65,000.00

December 18, 

2017 –

November 

30, 2018

$15,095.50

Training Lead $175,000.00

September 

30, 2017 -

September 

29, 2018

$33,015.06

CLAS Lead $20,280.00

September 1, 

2017 –

September 30, 

2018

$12,285.00

Evaluator $266,374.00

September 

30, 2017 –

September 

29, 2018

$42,894.31
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Grant Expenditures for Services Vs. Numbers Served     
YR 1 & 2:  October 1, 2016-December 31, 2017

Crisis Response PACT PPP Family/Youth Peer Support LMHP Schools All Others**

TBD

$244,995

Numbers Served
328

$304,281

$261,604
Infrastructure

$42,677
In-Home Svcs.

19

$254.311

44

$44,248

32

$36,655

22

$22,874

**             All Others: Consumer/Family Involvement, Mentoring, Telehealth, Therapeutic/Professional Consultation

Total Served
445

Total of SOC grant dollars 
invested in service 

development and delivery
$907,364

Services
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Demographics
October 2016 – December 2017Gender:  (n=277)*

151 126
Average Age of Youth Served:  

(n=257)*

15.54 
years

White Non Hispanic
71%

White 
Hispanic

17%

Native 
American

8%

Black African 
American

4%

Race/Ethnicity:  (n=236)**Value represents available data 

from the Centralized Data System 
and/or supplemental data as 
reported by Regions.
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Mobile Crisis Response
October 2016-December 2017

20%
of youth served 
were admitted 
to a psychiatric 
unit. unit 

N=317*
77% of youth served remained 

in home or with a trusted 
family friend 

Region 3
52%Region 5

21%

Region 4
10%

Region 1
13%

Region 2
4% MCR Referrals By 

Region:  October 2016-
December 2017

N=328*

**Region 6 Mobile Crisis 
Response is not funded 
through the NeSOC

*Value represents available data 

from the Centralized Data System 

and/or supplemental data as 

reported by Regions.   
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