
 

Page 1 of 5 

Nebraska Division of Behavioral Health 
Joint Committee Meeting 

State Advisory Committee on Mental Health Services (SACMHS) 
State Advisory Committee on Substance Abuse Services (SACSAS) 

February 13, 2014 / 9:00 am – 4:00 pm 
Lincoln, NE – Country Inn & Suites 

Meeting Minutes 

I. Call to Order and Roll Call Sue Adams 

Sue Adams, Division of Behavioral Health Advisory Committee Facilitator, called the meeting to order 
and welcomed committee members and others present to the meeting. Roll call was conducted and a 
quorum was determined for the State Advisory Committee on Mental Health Services and the State 
Advisory Committee on Substance Abuse Services. 
State Advisory Committee on Mental Health Services Attending: Adria Bace; Cynthia Brammeier; Sheri 
Dawson; Bev Ferguson; Kathleen Hanson; Brad Hoefs; Lara Huskey; Patti Jurjevich; Linda Krutz; Phyllis 
McCaul; Kasey Moyer; Ashley Pankonin; Rachel Pinkerton; Joel Schneider; Mark Schultz; Mary Thunker; 
Diana Waggoner; Cameron White. 
State Advisory Committee on Mental Health Services Absent: Angela Bowen; Karla Bennetts; Jette 
Hogenmiller; Jerry McCallum; Jill Schreck.  
State Advisory Committee on Substance Abuse Services Attending: Sheri Dawson; Ann Ebsen; Ingrid 
Gansebom; Paige Hruza; Jay Jackson; Janet Johnson; Dusty Lord; Kimberley Mundil; Michael Phillips; 
Randy See. 
State Advisory Committee on Substance Abuse Services Absent: Delinda Mercer; Jorge Rodriguez-
Sierra. 

II. Housekeeping and Summary of Agenda Sue Adams 

Sue Adams provided housekeeping/logistics reminders and confirmed the order of the agenda. 

III. Approval of Minutes Sue Adams 

Sue Adams asked for comments on, or approval of, the November 14, 2013 minutes of the Joint State 
Advisory Committee on Mental Health Services and the State Advisory Committee on Substance Abuse 
Services. No comments/edits were offered and the minutes were approved by general consent. 

IV. Public Comment  

No public comment was offered. 

V. Legislative Updates Scot Adams 

Scot Adams, Division of Behavioral Health Director, provided updates on several Legislative Bills and 
other topics of interest within the Division of Behavioral Health (DBH). A list of the Legislative Bills that 
impact Behavioral Health issues was sent via email to Committee members prior to the meeting. 
Additional information and bill updates can be found at the following website link: 
http://nebraskalegislature.gov/bills/. Scot explained that DBH represents the Executive Branch of State 
Government, therefore DBH staff does not take a position on Legislative Bills. Individual Committee 
members are welcome to provide input on bills of interest through public testimony and/or by 
contacting the State Senator that represents their Legislative District. 
Scot thanked the Committee members for their work. 
*The Rules and Regulations for the DBH are currently at the Attorney General’s office for review. 

http://nebraskalegislature.gov/bills/
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*LB752 would change provisions relating to assault on an officer or health care professional and assault 
with a bodily fluid against a public safety officer. This bill would primarily affect DBH Regional Center 
staff. 
*LB778 would require certain entities to comply with provisions on open meetings, public records, and 
conflicts of interest. 
*LB931 would adopt the Nebraska Mental Health First Aid Training Act. 
*LB974 would provide duties for certain divisions of the Department of Health and Human Services 
relating to budgeting and strategic planning. 
*LB1027 would change provisions relating to restoration of seized firearms. 
*LB1072 would adopt the Prescription Monitoring and Health Information Exchange Act, change 
provisions relating to grounds for disciplinary action, and eliminate provisions relating to prescription 
drug monitoring. 
*LB260 would change requirements for a data and information system under the Nebraska Behavioral 
Health Services Act. 
** Response to Committee questions/comments included: 

 The fear, opposition, and support of LB1027 expressed by different groups highlights the 
complexity of the issue; some individuals may be discouraged from seeking treatment; some 
law enforcement officers have expressed concern about returning weapons to individuals who 
just attempted/threatened suicide; this is a highly emotional topic whether one supports or 
opposes it. 

 LB931 would not impact BETA and CTI for Law Enforcement Officers, but would address the 
broader population by raising awareness of mental health matters. 

**Committee Action: 
Motion made by Rachel Pinkerton and seconded by Phyllis McCaul: The Joint Advisory Committees 
appreciate the effort to modify LB464 (would change the jurisdiction of courts over juveniles and the 
indictment procedure for juveniles) to make a more useable tool for families, schools, and County 
Attorneys. Motion passed by unanimous vote. 

VI. Traumatic Brain Injury and Veterans Peggy Reisher/Bonnie Bessler/Lori Wardlow 

(Attachment A through I) 
*Peggy Reisher, Executive Director of the Brain Injury Association of Nebraska, introduced the speakers 
and followed the presentations with the opportunity for questions and answers. Peggy provided 
information on the following conferences: 

 No Wrong Door – March 6, 2014 

 8th Annual Nebraska Brain Injury Conference – March 20 and 21, 2014 

 Women of Warriors Weekend – October 2014 
For more information and/or to register for conferences please visit the website at: www.biane.org.  
*Bonnie Bessler, Nebraska Transition Assistance Advisor, presented on Military Reintegration. 
*Lori Wardlow, Operation Enduring Freedom/Operation Iraqi Freedom/Operation New Dawn 
(OEF/OIF/OND) Program Manager with the Lincoln Veterans’ Administration Community Based 
Outpatient Clinic presented on Brain Injury: Invisible Wounds of War. 
** Response to Committee questions/comments included: 

 Committee Member shared combat experiences as a soldier, and experiences working as a 
Veterans’ Administration Peer Specialist. 

 Committee Member shared personal experience with a family member returning from war and 
asked how to obtain services. The member was referred to some options on the Resource List 
(Attachment G). 

 Consider adding Alcoholics Anonymous to the Resource List. 
 

http://www.biane.org/
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VII. System of Care Readiness Denise Bulling/Mark DeKraai 

(Attachment J and Attachment K) 
Denise Bulling, Ph.D. and Mark DeKraai, J.D., Ph.D., with the University of Nebraska-Public Policy Center, 
provided an overview of the Needs Assessment and the Readiness Assessment for the System of Care 
grant. 
** Response to Committee questions/comments included: 

 The overall results are not surprising, but some of the results were “eye opening.” 

 This work is different than previous similar projects in that there are different variables that 
may lend to success; there is greater collaboration between a larger number of stakeholders; 
Behavioral Health Reform and Peer Support has allowed for more experience within the 
System; there are continued efforts to “raise the bar.” 

 The first year of the System of Care Implementation Grant requires a financial plan. 

 Suggest reviewing the current marketing strategy of the Family Helpline advertisements with 
the babies who grow up to be “fill in the blank”; approach may be stigmatizing. 

 Another concern with the Helpline is that if the family/child issue doesn’t fall into a specific 
category, the responders are unable to provide help. 

 Need to remove silos; agencies may be combined, but the funding streams are still the same. 

VIII. Working Lunch – Peer Support Report Mark DeKraai 

(Attachment L and Attachment M and Attachment N) 
Mark DeKraai, J.D., Ph.D., with the University of Nebraska-Public Policy Center, reported on the Peer 
Support and Wellness studies as part of the Transformation Transfer Initiative. 
** Response to Committee questions/comments included: 

 The Code of Ethics for Peer Support is posted on the Office of Consumer Affairs (OCA) page on 
the DHHS-DBH website: http://dhhs.ne.gov/behavioral_health/Documents/FinalDraft-
CodeofEthics.pdf.  

 Some consumers have not signed the Code of Ethics due to language that requires 
acknowledgement of being a consumer at all public meetings attended. 

 Some misunderstanding still exists of the use of Peer Support and the training required; 
statewide public promotion and social marketing is needed. 

 If Nebraska develops a formal, regulated process, we could choose to follow the national 
training model, or we could choose to develop our own certification and training process. 

 The DBH acknowledges the issues regarding Peer Support funding and continues on-going 
discussions on the matter; the OCA is working with Magellan and Medicaid staff to develop a 
service category for Peer Support; providers are also able to purchase Peer Support through 
their Regional Behavioral Health Authority as a service enhancement or direct service. 

 The DBH Rules and Regulations have included space for two chapters on Peer Support—one on 
Peer Support in general and one on Peer Support certification; the Rules and Regulations are 
reviewed on a two-year cycle and this information can be included in the next review. 

 Individuals who have completed Peer Support training and are employed are paid by their 
employer. 

 Formalize the Peer Support training and certification process and increase its publicity and 
availability; consider scheduling the training sessions and the exam together rather than 
scheduling the exam at a later date. 

 Formalize the Continuing Education for Peer Support. 

 Consider review of other Peer Support curriculum other than Intentional Peer Support 

 Continuing Education for Peer Support is valuable because Peer Support Specialists are viewed 
as professionals, therefore maintaining education and skills is important. 

http://dhhs.ne.gov/behavioral_health/Documents/FinalDraft-CodeofEthics.pdf
http://dhhs.ne.gov/behavioral_health/Documents/FinalDraft-CodeofEthics.pdf
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IX. Election of Officers-State Advisory Committee on Substance Abuse Services (SACSAS) Sue Adams 

Sue Adams, DBH Advisory Committee Facilitator, facilitated the nomination and election of officers for 
the SACSAS. 
Ann Ebsen was nominated for Chairperson by Randy See and seconded by Kim Mundil. Ann Ebsen was 
elected as Chairperson by unanimous vote. 
Randy See was nominated for Vice-Chairperson by Ann Ebsen and seconded by Sheri Dawson. Randy 
See was elected as Vice-Chairperson by unanimous vote. 
Jay Jackson was nominated for Second Vice-Chairperson by Randy See and seconded by Ann Ebsen. Jay 
Jackson was elected as Second Vice-Chairperson by unanimous vote. 

X. 2013 Consumer Survey Heather Wood 

(Attachment O) 
Heather Wood, DBH Quality Improvement and Data Performance Administrator, reviewed the results of 
the 2013 Nebraska Behavioral Health Annual Consumer Survey. The report reflects data collected from 
July 2012 through December 2012. 
** Response to Committee questions/comments included: 

 Social Connectedness is one of the Substance Abuse and Mental Health Services Administration 
(SAMHSA) dimensions of Recovery. 

 Questions related to outcomes are focused on sustainability of service outcomes rather than 
crisis related outcomes. 

 The data reflects services for DBH funded services and does not include services through other 
funding sources. 

 Community involvement questions could be impacted by the type of neighborhood in which an 
individual lives, i.e., if in a low income neighborhood, people don’t socialize much and/or are 
isolated in groups; the outcomes may never go higher, but DBH would address if the results 
show decreasing outcomes. 

 Outcomes reflect the system; quality of life and recovery may not improve until an individual is 
no longer receiving services as part of the system. 

 Questions related to trauma were added in 2012. 

 Some individuals find security in the system and may not want to move beyond the need for 
services; the system itself may enable some individuals to remain in the system. 

 The question about belonging in the community could be seen as positive rather than negative 
in that an individual may improve to the point they feel they don’t belong in their current 
community. 

 Committee members asked to spread the word in their sphere of influence for increased 
participation in future surveys. 

 Both phone mode and mail mode surveys take 10-15 minutes to complete. 

 A large sample size is used so results are not affected by how an individual is feeling on the day 
they complete the survey. 

 Consider adding the following questions: Do you feel your services encourage you to be 
independent of services in the future? Do you feel you will not need services in the future? Do 
the services you participate in teach you to be more independent? Are you living in the 
community setting of your choice? Has treatment experience helped you to continue to sustain 
your recovery? 

 Focus on increasing youth participation. 

 Consider questions/methods to report number of relapses. 

 Consider adding email mode of responding to the survey. 
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XI. Review Committee By-Laws__________________________________________________   Sue Adams 

Sue Adams reported the SACMHS has formed a sub-committee, led by Jerry McCallum and Diana 
Waggoner, to review the SACMHS By-Laws and propose edits. Sue asked the SACSAS for volunteers to 
do the same. Randy See, Jay Jackson, and Ann Ebsen volunteered to lead a sub-committee to review 
the SACSAS By-Laws and propose edits. At the next meeting the SACMHS and the SACSAS will meet 
separately to continue work on the By-Laws. 

**Action: 

 DBH will send a copy of the SACMHS and the SACSAS By-Laws with the minutes to all committee 
members. 

 All committee members review their respective Committee By-Laws prior to the next meeting. 

XII. Public Comment______________________________________________________________________ 

No public comment was offered. 

XIII. Committee Comments and Future Agenda Items                                                                                           all 

   ** Response to Committee questions/comments included: 

 Committee members thanked other members for sharing their personal Peer Support 
experiences. 

Future Agenda Items include: 

 SACMHS and SACSAS By-Laws 

 Block Grant 

 System of Care update 
Plus/Delta of today’s meeting: 

 Plus = Appreciate the process and logistics of the meeting. 

XIV. Adjournment and next meeting 

The next Joint meeting of the State Advisory Committee on Mental Health Services and the State 
Advisory Committee on Substance Abuse Services is Thursday, May 8, 2014. 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Minutes prepared by the Division of Behavioral Health, Nebraska Department of Human Services. Minutes are intended 

to provide a general summary of the proceedings. 
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1- Anticipation of 
Departure 

2- Detachment & 
Withdrawal 

3- Emotional 
Disorganization 

4- Recovery & 
Stabilization 

5- Anticipation of 
Return 

6-Return 
Adjustment & 
Renegotiation 

7-Reintegration & 
Stabilization 



 

The Combat Veteran’s Paradox 

 
After returning home from the war-zone, 

combat vets may feel a little edgy and 
pissed off… 

but they are usually happy to be back 
home. 



 Physically harsh, mentally demanding, 
dangerous, no privacy, no alcohol, no 
family/civilian friends, chaos, destruction and 
death yet…. 

 Many Soldiers report a desire to return to 
combat 



 Every Warrior & Family will transition in their 
own way 

 Build on individual proven strengths 

 No two deployments are the same 
◦ No two deployers are the same 

 Aggregate Effect 

 

A key to a successful transition home & the workplace  

is to adapt the individual combat skills so they are just  

as effective at home as they were in combat. 

 

 



Battlemind skills help the Warrior survive in 
combat, but may cause problems if not adapted 
when they get home. 

Military / Combat   Home 
Buddies (cohesion)   Withdrawal 
Accountability     Controlling 
Targeted Aggression   Inappropriate Aggression 
Tactical Awareness    Hyper vigilance 
Lethally Armed    Locked & Loaded at Home 
Emotional Control    Anger/Detachment 
Mission Operational Security (OPSEC)  Secretiveness 
Individual Responsibility    Guilt 
Non-Defensive (combat) Driving  Aggressive Driving 
Discipline and Ordering    Conflict 

 



 In Combat: 
◦ No one understands your experience except your 

buddies who were there. 

 At home: 
◦ May prefer to be with battle buddies rather than with 

your spouse, family or friends. 
◦ May avoid speaking about themselves to friends and 

family. 

 
 TRANSITIONING THE COMBAT SKILL: 
◦ Cohesion in combat results in bonds with fellow Soldiers 

that will last a lifetime, but back home, reestablishing 
bonds with friends and family that have changed takes 
time. 
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 In Combat: 
◦ Maintaining control of their weapon and gear is 

necessary for survival. 

 At home: 
◦ May become angry when someone moves or messes with 

ones stuff, even if it is insignificant. 
◦ May think that nobody cares about doing things right 

except for them. 
 

 TRANSITIONING THE COMBAT SKILL: 
◦ Accountability at home means the small details are no 

longer important; family decisions and personal space 
are best shared. 
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 In Combat: 
◦ Split second decisions that are lethal in highly 

ambiguous environments are necessary to keep the 
Warrior and their buddies alive. 

◦ Anger keeps them pumped up, alert, awake and alive. 

 At home: 
◦ May overreact to minor insults. 

◦ May display inappropriate aggression, or snap at kids, 
buddies or NCO. 

 TRANSITIONING THE COMBAT SKILL: 
◦ Targeted aggressiveness: in combat, the enemy is the 

target; back home there are no enemies. 
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 In Combat: 
◦ Survival depends on being aware of their surroundings 

at all times and reacting immediately to sudden changes. 

 At home: 
◦ May feel keyed up or anxious in large groups or confined 

situations. 
◦ May be easily startled, especially when they hear loud 

noises. 
◦ May have difficulty sleeping or have nightmares. 

 

 TRANSITIONING THE COMBAT SKILL: 
◦ Tactical awareness in combat requires alertness and 

sustained attention; at home, it takes time to learn to 
relax. 
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 In Combat: 
◦ Carrying our weapon at all times was mandatory 

and necessary. 

 At home: 
◦ May feel a need to have weapons on them, in their 

home and/or car at all times, believing that they 
and their loved ones are not safe without them. 

 

 TRANSITIONING THE COMBAT SKILL: 
◦ In combat, it’s dangerous to be unarmed; at home, 

it’s dangerous to be armed. 
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 In Combat: 
◦ Controlling ones emotions during combat is critical for 

mission success. 

 At home: 
◦ Failing to display emotions or only showing anger 

around family and friends will hurt their relationships. 
May be seen as detached and uncaring. 

 

 TRANSITIONING THE COMBAT SKILL: 
◦ Emotional control in combat is necessary; at home, 

limiting your emotions leads to relationship failures. 
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 In Combat: 
◦ Warriors talk about the mission only with those who 

need to know; they can only talk about combat 
experiences with unit members. 

 At home: 
◦ May avoid sharing any of their deployment 

experiences with their family, spouse and friends. 

 

 TRANSITIONING THE COMBAT SKILL: 
◦ OPSEC: the “need to know” now includes friends 

and family. 
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 In Combat: 
◦ The Warriors responsibility is to survive and do their 

best to keep their buddies alive. 

 At home: 
◦ May feel they have failed their buddies if they were killed 

or seriously injured. 
◦ May be bothered by memories of those wounded or 

killed. 
 

 TRANSITIONING THE COMBAT SKILL: 
◦ Responsibility in combat involves making life and death 

decisions in the heat of battle; at home, it is learning 
from these decisions without second guessing. 
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 In Combat: 
◦ Driving unpredictably, fast, using rapid lane changes, 

straddling the middle line and keeping other vehicles at 
a distance is designed to avoid IEDs and VBIEDs. 

 At home: 
◦ Aggressive driving leads to speeding tickets, accidents 

and fatalities. 

 

 TRANSITIONING THE COMBAT SKILL: 
◦ Combat driving is necessary to avoid danger in the 

combat zone, but is dangerous at home, even though it 
may “feel right”. 
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 In Combat: 
◦ Survival depends on discipline and obeying orders. 

 At home: 
◦ Inflexible interactions (ordering and demanding 

behaviors) with their spouse, children and friends often 
lead to conflict. 
 

 TRANSITIONING THE COMBAT SKILL: 
◦ Giving and following orders involves a clear chain of 

command which does not exist within families and 
friends. 
 

◦   
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 Alcohol related incidents 

 At-fault traffic accidents or traffic citations 

 Increased Drug use 

 Acts of indiscipline 

 Serious negative encounters with people in 
leadership positions 

 Expressed anger or seemed sullen & 
withdrawn 

 Becoming a loner 

 

 



 Significant change in family or other 
relationships 

 Expressed anger or made threats 

 Suicidal thoughts 

 Financial problems 

 Expressed agitation, withdrawal, grief 

 Increased medication that may affect mood/ 
behaivor 

 Reintegrating with Civilian employer, friends, 
family 



 VA 

 Military OneSource 

 Vet Center 

 At Ease 

 Veteran Service Orgs (American Legion, VFW, etc) 

 Chaplain & Religious Leaders 

 Veterans Support Services 

 Military Family Life Consultants 
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Brain Injury: Invisible Wounds of War 



VETERANS HEALTH ADMINISTRATION 

Invisible Wounds of War 

• 19% of personnel returning from Iraq and 
Afghanistan report possible BI 

• 20% report PTSD 

• Number of serious BIs identified is 5 times greater 
than the number of amputations 

• A study of individuals seen at Walter Reed Army 
Medical Center showed that 56% of BIs were 
moderate or severe 

 

     Rand Report 2008 
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Nebraska Western Iowa 

 Dept. of Defense estimate 
12,461 eligible veterans in 
this area 

 NWI currently has 8,892 

      using the VA (65%-70%) 

 11% are female 

 7,805 Screened for TBI 

 19.5% screen positive and 
are offered a 
comprehensive Evaluation 
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What is a Brain Injury 

• Brain Injury is caused by a bump, blow or jolt to the 
head or a penetrating head injury that disrupts the 
normal function of the brain. Not all blows or jolts to 
the head result in a BI.  

The severity of a BI may range from 
 Mild Severe 
a brief change in mental  
status or consciousness  

an extended period of 
unconsciousness or amnesia 
after the injury.  



VETERANS HEALTH ADMINISTRATION 

 
 
 
 
 
 
 
 
 
 
Brain Injury 
 • The “signature”  
   injury/disability from current war. 

 
• In the war zone, the injury is caused by the sudden explosion 

from Improvised Explosive Devices (IED), Rocket-Propelled 
Grenades (RPG), land mines, roadside bombs. 
 

• Many have been exposed to six and as many as 20 bomb 
blasts. 
 

• Understanding the complexity of this injury is critical to 
helping our troops achieve optimal transition. 
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Mild BI, Not so Mild 
• A “concussion” which results from a blow to the 

head and causes the brain to strike the skull 
– No structural damage to the brain 
– Occurs with or without loss of consciousness 
– Acceleration-deceleration injury 
– Closed head injury  
   may be missed when 
   more visible injuries  
   require immediate  
   attention. 
– BI may go undetected  
    for several years. 
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Military Risk Factors 

• Even in peacetime, military personnel 
have a higher rate of BI than civilians 

 

• Higher demographic age risk (18-24) 

 

• Physical demands and potential 
danger of operational training 
activities 

 

• Higher risk leisure activities 
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Overlap of PTSD &TBI Symptoms

Flashbacks
Nightmares
Hypervigilance
Increased startle response

Headache
Nausea
Vertigo
Vision problems
Sensitivity to light or noise

PTSD TBI

Cognition
Depression

Anxiety
Insomnia
Fatigue

Substance use

Source: David E. Ross, M.D.,  Director, Virginia Institute of Neuropsychiatry, Clinical Assistant 
Professor, Virginia Commonwealth University 
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Video 
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http://www.youtube.com/user/VeteransMT
C?v=bbsmhrOiWSw 

http://www.youtube.com/user/VeteransMTC?v=bbsmhrOiWSw
http://www.youtube.com/user/VeteransMTC?v=bbsmhrOiWSw
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Physical Effects of BI 

• Balance and walking problems because of dizziness. 

• Weakness/fatigue 

• Seizure disorders 

• Spasticity and tremors 

• Fine/gross motor coordination problems 

• Motor speech problems 

• Sensory loss (taste, touch, hearing, smell) 

11 
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Cognitive Effects of BI 

• Attention and concentration problems 

• Perseveration/rigidity 

• Learning and memory problems 

• Executive Function problems 
– Processing problems 

– Planning 

– Insight and Awareness 

– Sequencing 
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Social-emotional Effects of BI 

• Dependent behaviors 

• Fluctuating emotions 

• Lack of motivation 

• Irritability 

• Aggression 

• Depression 

• Lack of inhibition 

• Self centeredness 

• Social isolation 
 

• Change in personal 
relationships 

• Impulsivity 

• Inability to read non-
verbal cues 

• Low frustration 
tolerance 

• Denial/lack of 
awareness 
 



VETERANS HEALTH ADMINISTRATION 

Obstacles to Treatment 
of BI and PTSD 

Over 40% of those experiencing mental health 
problems associated with combat refuse 
treatment due to the fear that treatment 
will: 

• hurt their image 
• ruin their military careers/promotions 
• negative perception from peers, family and 

leadership 
• limit civilian career opportunities 
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Work and School Challenges 

• Additional Stressors (home, work, unit, etc.) 

• Sleep disturbance 

• Time Management 

• Panic attacks 

• First time experiencing  

signs and symptoms of BI 
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Accommodations: 
Concentration/Memory 

• Work and study in an 
environment that doesn’t have 
a lot of visual or auditory 
distractions 

• Increase natural lighting or 
increase full spectrum lighting… 
hats                                                

• Tape recorders or micro tape players, smart pens 

• Lap top computers for note taking, notes on discs, note 
takers…iPods, iPads, Dragon Software 
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Accommodation: 
Concentration/Memory 

• Plan for uninterrupted reading/studying time 

 

• Hard/ online copies of notes provided from instructor or 
other student, outlines 

 

• Printed materials, double spaced and with larger print 
(printed materials can be scanned into the computer and 
screen reading software can be utilized 

 

• Books on CD or USB 
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Accommodations: Time Management 
/Performing or Completing Tasks 

• Encourage daily TO-DO lists 
• Divide large assignments into smaller tasks and 

steps… objectives and missions 
• Schedule weekly meetings with tutor, mentor, or 

supervisor to determine if goals are being met 
• Deadline reminders via memos or email 
• Use alarm watch or times as a reminder for meetings 

and appointments 
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Accommodations: 
Panic attacks/Stress 

• Maintain privacy 

• Encourage a short break 

• Encourage the individual to walk away from 
frustrating situations and confrontations 

• Provide positive  
     reinforcement 
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Nebraska Veterans Brain Injury 
Task Force 

• Task Force 2014 priorities are to increase BI 
awareness and education for those: 

1. No Wrong Door Conference March 6, 2014 

2. Women of Warriors Weekend Oct. 3-5, 2014 

3. Educating the Educator 

• More information at www.biane.org 

http://biane.org/veterans_issues/healing_on_

the_homefront.php 
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Contact us 

• Lori Wardlow, LMSW 
       VA Neb/Western Iowa Health Care System 
       Lori.Wardlow@va.gov 
       402-480-1801 
 
• Peggy Reisher, MSW 

Brain Injury Assoc. of Nebraska 
peggy@biane.org 
402-890-0606 
 

• Bonnie Bessler 
      Nebraska Transition Assistant Advisor 
      bonnie.j.bessler.ctr@mail.mil 
      402-309-1543 
 

 
 

mailto:Lori.Wardlow@va.gov
mailto:peggy@biane.org
mailto:bonnie.j.bessler.ctr@mail.mil
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References and Resources 

• http://www.biane.org 

• http://www.dvbic.org 

• http://www.polytrauma.va.gov/ 

• http://www.dcoe.mil/ 

• www.TraumaticBrainInjuryAtoZ.org   

• http://www.ptsd.va.gov/ 

• http://www.cdc.gov/TraumaticBrainInjury/statistics.h
tml 

http://www.biane.org/
http://www.traumaticbraininjuryatoz.org/
http://www.dvbic.org/
http://www.polytrauma.va.gov/
http://www.polytrauma.va.gov/
http://www.dcoe.mil/
http://www.dcoe.mil/
http://www.traumaticbraininjuryatoz.org/
http://www.ptsd.va.gov/
http://www.ptsd.va.gov/
http://www.cdc.gov/TraumaticBrainInjury/statistics.html
http://www.cdc.gov/TraumaticBrainInjury/statistics.html


A Guide
To Working with Individuals with Brain Injury

Brain injury can be difficult to diagnose, but knowing how to identify and work with an 
individual who has sustained a brain injury can lead to a more productive relationship 
with them. This tip sheet is intended to offer information on screening for possible brain 
injury and provide strategies for engaging an individual in an appropriate plan of care.

What is a Brain Injury?
A brain injury is acquired through traumatic or non-traumatic results. A traumatic brain 
injury (TBI) is an alteration in brain function, caused by an external force, including falls. 
A non-traumatic brain injury is the result of an internal source, as from a stroke.

Symptoms
•	 Physical: Including Seizures, Headaches, Fatigue, Weakness & Paralysis
•	 Sensory: Including Impaired Coordination, Speech, Vision & Balance
•	 Cognitive: Including Impaired Reasoning or Memory, Slow Thought Process, Difficulty 

Making Decisions, Reading & Writing
•	 Social: Including Agitation, Impulsiveness, Emotional Instability & Lack of  Initiative

Causes
•	Motor	Vehicle	Crashes	    •	Sports/Recreation	Accidents	 •	Falls
•	Assault/Violence	 •	Shaken	Baby	Syndrome	 	 •	Brain	Tumor
•	Stroke/Aneurysm	 •	Lack	of	Oxygen	(Anoxia)		 •	Infection	
•	Exposure	to	Toxic	Substances

A Partnership Approach
After an individual has experienced brain injury, he or she may feel a loss of control in many aspects of 
life. They may feel inferior or unequal as a partner in the roles previously held. A partnership approach 
can be an effective way to negotiate solutions to thinking and behavior problems. One of the key steps in 
this process is to establish and maintain open communication. You can do this by:

•	 Discussing Performance and Expectations
•	 Providing Gentle, Realistic Comments About Behavior
•	 Identifying Success and Addressing Areas of Concern Directly and Without Delay

Screening Questions
If you know or suspect that someone has sustained a brain injury, use the following questions to 
determine if  additional assistance is needed:

1. Was your head hit?
2.  Were you choked, suffocated, shaken or strangled?
3. Did you lose consciousness or feel dazed or confused?
4. Are you having trouble concentrating, organizing or remembering things?
5. Are you experiencing emotional changes such as irritability, sadness or lack of motivation?
6.	Are	you	experiencing	headaches,	vision	and/or	hearing	problems	or	loss	of	balance?

  

For information on personalized information and referral assistance for clients and additional technical 
assistance for professionals including work with veterans, contact the Brain Injury Association of 
Nebraska at 402-423-2463 or kate@biane.org.

Brain Injury Association of Nebraska    
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DEFICIT PROBLEMS ARISING MANAGEMENT STRATEGIES
The person may... You can...

Speed of Information 
Processing

•	take	longer	to	complete	tasks
•	take	longer	to	answer	questions
•	be	unable	to	keep	track	of	lengthy	
  conversations

•	make	allowances	and	give	the	person	extra	time
•	present	only	one	thing	at	a	time
•	not	interrupt	or	answer	for	the	person
•	verify	that	the	person	is	keeping	up	with	the	
  conversation

Fatigue  •	tire	quickly	(physically	&	mentally)
•	have	reduced	tolerance/ability	to	cope
•	become	irritable
•	have	other	problems	exacerbated

•	encourage	the	person	to	take	breaks
•	schedule	more	demanding	or	essential	tasks	
  when the person is at their best

Mental Tracking  •	have	difficulty	following	instructions
•	lose	track	of	what	they	are	thinking	or			
  doing
•	get	information	confused

•	keep	activities	short	and	uncomplicated
•	ask	specific	or	direct	questions
•	provide	reminders	of	the	next	step	or	task

Memory  •	have	difficulty	learning	new	things
•	be	forgetful
•	lose	items
•	have	difficulty	recalling	what	they’ve	
  learned

•	repeat	information	as	necessary
•	encourage	use	of	external	memory	aids	( journals,	
  calendars, time tables, etc.)
•	maintain	‘special	places’	for	belongings
•	give	reminders	and	prompts	to	assist	recall

Attention  
 

•	appear	not	to	listen	and	miss	details
•	forget	what	people	have	said
•	have	difficulties	concentrating
•	be	unable	to	cope	with	more	than	one	
  thing at a time
•	be	easily	distracted
•	change	the	subject	often	or	get	bored

•	shorten	instructions/activities	so	they	can	be	completed
•	write	down	instructions	accurately	and	in	a	way	that	
  can be easily understood later
•	encourage	the	person	to	engage	in	only	one	activity	at	a	
  time
•	reduce	external	distractions
•	bring	the	person’s	focus	back	to	current	task

Problem Solving  •	have	difficulty	working	out	solutions	to	
  problems
•	be	unable	to	generate	new	ideas
•	have	a	disordered	approach	to	problem	
  solving

•	help	identify	an	achievable	outcome	for	the	task;	
  ensure there is a purpose
•	avoid	giving	open-ended	tasks
•	assist	the	person	to	break	a	task	down	into	smaller	
  components (one thing at a time)
•	reduce	the	demands	made	upon	the	person

Communication  •	have	trouble	initiating	conversation
•	have	trouble	understanding	non-verbal	
		communication/body	language;	take	
  statements literally

•	encourage	participation	by	asking	“What	do	you	think	
		about	that?”;	use	open-ended	statements	such	as	“Tell	
  me about...”
•	give	verbal	cues	to	communicate	intent	of	conversation
•	use	simple	and	direct	language	and	avoid	talking	in	
		abstract	terms;	avoid	sarcasm

Planning & Organizing •	have	difficulty	preparing	for	a	task
•	be	unable	to	work	out	the	steps	involved	
•	have	problems	with	organizing	thoughts	
  and explain ing things to others

•	provide	a	written	structure	or	guideline	outlining	the	
  steps in order
•	help	develop	a	timetable	(weekly,	daily)	to	establish	a	
  routine of activities
•	encourage	the	person	to	take	time/think	before	they	
  speak

Reasoning •	have	a	rigid	and	concrete	thinking	style;	
  take statements literally
•	are	resistant	to	change
•	have	simplistic	understanding	of	emotions
•	show	poor	judgment	and	poor	decision	
  making skills

•	explain	changes	in	routine	in	advance,	giving	reasons
•	avoid	using	emotional	undertones
•	provide	real-life	examples	when	offering	explanations

Self-Monitoring •	show	poor	adherence	to	rules
•	not	realize	they	have	made	errors
•	‘hog’	conversations;	be	verbose;	keep	
   talking when others are not interested
•	have	a	lower	tolerance	for	frustrating	
  situations

•	provide	feedback	promptly	and	in	a	respectful	manner	
  when errors occur
•	create	and	use	signals	to	let	them	know	when	they	are	
  talking too much
•	encourage	taking	tums	in	conversations
•	gently	redirect	behavior	to	a	different	topic	or	activity

Brain Injury Deficit Management Strategies



 

THE NEBRASKA VETERANS TASK FORCE PARTNERSHIP 
 

The mission of the Nebraska Veterans Brain Injury Task Force is to serve the brain injury, post-traumatic stress 
disorder and reintegration needs of Nebraska’s military, veterans and their families through advocacy, 
education and by leveraging resources. These groups comprise our task force. 

Member representation from multiple disciplines, organizations, agencies and service sectors ensures 
maximum effectiveness and eliminates redundancy. The Task Force is uniquely positioned to focus on building 
awareness and educating the community so military members, veterans and their families are supported in 
every aspect of their lives. The strength and productivity of the Task Force comes from the diversity, the 
wisdom and the passion of its members.  

To learn more about the Task Force, share an idea or request a presentation, contact Peggy Reisher at 
Peggy@biane.org or 402-890-0606. 

 

Colleges 

Bellevue University 
Central Community College 
Metropolitan Community College 
University of Nebraska- Omaha/Lincoln 

 
Community Organizations 

American Red Cross 
Brain Injury Assoc. of Nebraska 
Center Pointe 
Goodwill Industries of Greater Nebraska 
Hotline for Disability Services/Client Assistance Program 
Returning Veterans Resource Network 

 
Health Organizations 

At Ease Program- Lutheran Family Services 
Immanuel Rehabilitation Center 
Madonna Rehabilitation Hospital 
Quality Living Inc.  

 
Military Groups 

Air Force- Offutt 
- Combat Support & Community Service 
- Medical Management 

Military One Source 
Nebraska Air National Guard 
Nebraska National Guard 
Nebraska Transition Assistance Advisor 

 

State Agencies 

Nebraska Department of Labor 
Medicaid and Long Term Care, Department of Health 
and Human Services 
Division of Behavioral Health, Department of Health and 
Human Services 
Nebraska Department of Education, Vocational 
Rehabilitation  
Brain Injury Advisory Council 

 
Federal Agencies 

Defense and Veterans Brain Injury Center 
U.S. Department of Veteran Affairs  
- Veteran Benefits Administration Regional Office-

Lincoln 
- VA Nebraska/Western Iowa Healthcare System 
- Vets Centers (Omaha and Lincoln) 

U.S. Department of Labor 
U.S. Senator Mike Johanns office 
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Nebraska Veteran Brain Injury Task Force 

NOTABLE ACCOMPLISHMENTS 2008-2013 
 

NEEDS & GAP ANALYSES  

 GAP ANALYSIS. Assessed gaps in services for military members and veterans returning with 
Brain Injury (BI) and Post-Traumatic Stress Disorder (PTSD).  

 ASSESSMENT SURVEY. Participated in the development and promotion of the statewide brain 
injury needs and resources assessment survey Nebraska conducted in 2010.  

 QUESTIONNAIRE. Developed Brain Injury Questionnaire to identify veterans with brain injury 
and link them to brain injury resources in Nebraska.  

TRAININGS & WORKSHOPS  

 EMPLOYER TRAINING. Developed an employer training titled “Now it Makes Sense,” focusing 
on the unique needs of military members and veterans with BI and PTSD. The training was 
conducted in two locations in partnership with Health and Human Services and numerous spon-
sors including Employer Support of the Guard and Reserve (ESGR), Nebraska Department of La-
bor, Army National Guard, Vocational Rehabilitation and the VA Administration.  

 PRESENTATIONS. Presented BI and PTSD information at annual meetings of the Employee 
Support of Guard and Reserve (ESGR), Veteran County Service Officers, Nebraska Physicians 
Assistants and Certified Medical Assistants, Lancaster County Attorneys, Behavioral Health 
Conferences, Council Bluffs Police Department. 

 WORKSHOP. Held 11 statewide workshops titled, “Responding to the Brain Injury and Post 
Traumatic Stress Disorder Needs of Veterans Returning from Operation Enduring 
Freedom/Operation Iraqi Freedom/Operation New Dawn (OIF/OEF/OND).” Contact hours for 
nurses, social workers, mental health and allied health professionals were offered at no charge 
to participants. The two-day workshop focused on the needs of veterans with brain injuries 
returning from OIF/OEF/OND. 

 WEBINAR. Produced and hosted a webinar in partnership with Answers 4 Families and Bonnie 
Bessler, NE Transition Assistance Advisor, about local, state and federal resources available to 
Nebraska military members, veterans and their families.  

 ON-LINE TRAINING. Encouraged members, partners and others who support service members 
and veterans to complete the on-line training series “Treating the Invisible Wounds of War.” 

 FACULTY TRAINING.  Provided in-service training to faculty and staff at various colleges across 
the state to increase awareness and understanding of the needs of military member and veteran 
students.  

 COMMUNITY & FAMILY WORKSHOPS. Held “Operation Reintegration” workshops across the 
state in order to educate members of the community and military families about the unique 
needs of military members and veterans.  Held educational retreat for women supporting 
veterans returning with brain injury and PTSD.   

EVENTS & CONFERENCES 

 NATIONAL LEVEL SPEAKER. Hosted Army Col Kenneth Lee, MD, Wisconsin National Guard, as 
the keynote speaker at the annual Nebraska Brain Injury Conference in 2010. He addressed the 
adaptability of soldiers in combat and the mental and physical struggle they face. He also 
reviewed the process of casualty evaluation from the battlefront to the return home and 
discussed the injuries and recovery challenges of combat wounded individuals with BI 
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 EVENT PARTICIPATION .  

o Exhibited at events including Returning Service Member and Family Yellow Ribbon, VA 
Health Care Resource Day and the National Guard Resource Fair. 

o Partnered for special events such as “Veterans Day Tribute” at the Strategic Air and 
Space Museum during a traveling exhibit, “Brain: The World Inside Your Head.” 

o Participated in Hiring Our Heroes resource fairs and the VA Welcome Home events.  

PARTNERS & NETWORK   

 PARTNERS. Partnered with the Nebraska-Western Iowa Veterans Health Care System and Nebraska 
Health and Human Services to enhance the veterans section of the website to include brain injury 
information. 

 MEDIA CAMPAIGN. Participated in radio interviews and distributed press releases about task force 
activities. 

 WEEKLY UPDATES. Distributed weekly brain injury resource updates to task force members and 
individuals who have participated in the “Responding to the Brain Injury and Post Traumatic Stress 
Disorder Needs of Veterans Returning from OEF/OIF/OND” workshops. 

STATE LEGISLATION   

 Follow and provide advocacy for veterans issues discussed at the legislature. 

DOCUMENTARY   

 Created Healing on the Home Front, an hour documentary with Nebraska Educational Television 
(NET) and V2 Content about the effects of BI and PTSD on veterans. 

 

OUR EFFORTS - SUMMARY OF INITIATIVES AND IMPACT 

 

INITIATIVE  IMPACT 

Two-Day Workshops on BI, PTSD 
and Reintegration 

11 workshops in 6 locations; Over 1000 professionals have attended 
these workshops  

In-Services, Seminars, Webinars & 
Online Training 

650 Attendees (Employers, Educators, Clergy, Community Leaders, 
Families) 

Veterans Support page on Brain 
Injury Assoc. of Nebraska website 

Over 2000 Hits 2010-2013 

Updates about BI and PTSD 
stories, resources, research and 
events e-blasted twice a month 

Over 700 on the distribution list –updates are often forwarded by those 
receiving the email. 

Healing on the Home Front 
Documentary 

 Nebraska Educational Television (NETV2) has broadcast the multiple 
times since it was created in 2011. 

 160 DVD’s have been distributed 

Women of Warriors Weekend  Oct. 2013 70 women attended the weekend retreat in Omaha  

Coaching & Consulting One-on-one consulting and coaching with over 20 organizations in the 
area of Reintegration, BI and PTSD. 

 



NEBRASKA VETERANS BRAIN INJURY TASK FORCE 
 

The Veterans Brain Injury Task Force is comprised of representatives from civilian, military and key government 

agencies working together to enhance awareness and provide education to Nebraskans who are working with military 

members, veterans and their families. The Veterans Task Force has taken the lead in implementing action-oriented 

steps to improve statewide awareness and education about the particular needs of military members, veterans and 

their families as they face the challenges of brain injury (BI), Post Traumatic Stress Disorder (PTSD) and reintegration.  
 

 BACKGROUND 

Since September 11, 2001, almost three million Americans enlisted to serve our country; by 2016, it is estimated over 

two million will have left the military and returned to civilian life. Many returning military members and veterans 

battle physical or psychological injuries because of prolonged periods of combat-related stress or traumatic events. An 

estimated twenty percent of military members and veterans return with brain injury and nineteen percent return with 

post-traumatic stress disorder.  

As of 2014, the VA Nebraska-Western Iowa Healthcare System estimates there are 12,461 returning combat veterans 

in Nebraska and Western Iowa. These veterans follow national trends, with 19 percent of screened veterans testing 

positively for brain injury. 

Brain injury, PTSD and the reintegration needs of military members and veterans are greater than any one 

organization can meet alone.  With this realization, individuals joined together to create the Veterans Brain Injury Task 

Force in July 2008.  The Task Force identified gaps in services for military members and veterans returning from 

Operation Enduring Freedom/Operation Iraqi Freedom/ Operation New Dawn with BI and/or PTSD and has taken the 

lead in implementing action-oriented steps to improve statewide awareness and education about BI, PTSD and the 

reintegration needs of military members, veterans and their families. 

 

 VISION & MISSION STATEMENT 

The vision of the Task Force is that every military member, veteran and family member is connected to the right 

program, resource and/or benefit at the right time. 

The mission of the Task Force is to serve the Brain Injury, Post Traumatic Stress Disorder and Reintegration needs of 

Nebraska’s military, veterans and their families through, advocacy, education and by leveraging resources.  
 

 OUR FOCUS  

 Statewide coordination and collaboration. Collaborate with military, civilian and local/state/federal 

governmental organizations to improve services for military members, veterans and their families. 

 Community outreach and education. Increase awareness through educational workshops, tools and resources 

targeting the particular needs of military members and veterans as they reintegrate into the community. 

 Community capacity building. Advocate on behalf of military members and veterans. Increase support from 

families, employers and schools to create a community that better understands the needs associated with 

reintegration, BI and PTSD. 

 Strategic partnerships. Leverage existing community assets, connect organizations and foster collaboration 

among partners. 
 

 

 JOIN OUR EFFORTS 
 

To learn more about the Task Force, to share an idea, or to become involved in the Task Force, contact Peggy 
Reisher at Peggy@biane.org or 402-890-0606. 

mailto:Peggy@biane.org


PROGRAM/ORGANIZATION POC CONTACT NUMBER WEB SITE or EMAIL ADDRESS REMARKS

After Deployment Web Site http://afterdeployment.t2.health.mil
DOD Mandated web site to assist 
veterans with post-deployment 
problems

Airman & Family Readiness 
Center Karen Jordan (402) 309-1588 Karen.jordan@ang.af.mil ANG Airmen and Family Liaison

American Red Cross

Dena Howard   
dena.howard@redcross.org;                               
Judy Reabe                   
judy.reabe@redcross.org

(402) 3051022                    
(402) 294-5032 www.redcross.org

Provides emergency 
communication, access to 
emergency financial assistance 
and information and referrals for 
servicemen and women and their 
family members.  

Army One Source www.myarmyonesource.com Resources for the Army Family

Blue Star Mothers Mollie Roberts simplymollie@windstream.net www.bluestarmothers.org

Mothers who now have, or have 
had, children honorably serving in 
the military. Non-profit (501[c]3) 
service organization supporting 
each other and our children while 
promoting patriotism.

Brain Injury Center - DOD http://www.dvbic.org Defense and Veterans Brain 
Injury Center

Brain Injury Resource 
Network 1-800-742-7594 www.braininjury.ne.gov Nebraska Brain Injury Resource 

Network

Community Action of NE Various Various http://canhelp.org
Helping People Change Lives - 
through Community Action 
Parternships

County Veterans Service 
Officers

Various - Check Web site or 
telephone book blue pages http://www.vets.state.ne.us

Check local Blue Pages.  Assist 
with VA benefits and local 
resources.

Crisis Prevention Lifeline 1-800-273-TALK (8255) National Suicide Prevention 
Lifeline - 24/7/365

Department of Labor  (U.S.) Cecilia Coatney (402) 471-9837 coatney.cecilia@dol.gov;                                               
www.dol.gov/vets

Veterans Employment and 
Training Assistance - USERRA

Department of Labor 
(Nebraska) www.dol.nebraska.gov Employment Assistance.  

RESOURCES
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PROGRAM/ORGANIZATION POC CONTACT NUMBER WEB SITE or EMAIL ADDRESS REMARKS

RESOURCES

Director of Psychological 
Health (DPH) - (Air) Angela Meza, LMHP, LMFT BB: (402) 219-3567     

OFF: (402) 309-1698 angela.meza.ctr@ang.af.mil

Advocates, promotes and guides 
Guard members and their families 
by supporting psychological 
fitness.  Promotes readjustment 
and readiness while dispelling 
stigma through education and 
training.

Director of Psychological 
Health (DPH) - (Army) Vacant - Contact Angela Meza Same as Above

Disabilities
Hotline for Disabilities                     
Nebraska Cllient Assistance 
Program (CAP)

1-800-742-7594                
(State Wide)                               

(402) 471-3656 (Lincoln)
www.cap.state.ne.us

CAP is a free service to help you 
find solutions if you are having 
problems with any of the following 
programs:  State Vocational 
Rehabilitation, NE Commission 
for the Blind and Visually 
Impaired, Centers for 
Independent Living

Education (Air Guard) MSgt Casey Svitak (402) 309-1451 casey.svitak.1@us.af.mil Education Benefits:  GI Bill, AGR 
Tuition Assistance

Education (Army Guard) 1SG Jonathan Brown (402) 309-8153 jonathan.b.brown2.mil@mail.mil
Education Benefits:  Tuition 
Assistance, GI Bill, DANTES, 
CLEP, etc..

Employer Support of the 
Guard and Reserve 
(ESGR)

Bill Nelson - Lincoln                               
Peggy Brown - Lincoln                           
Ned Holmes - Omaha

(402) 309-7303                  
(402) 309-7305              
(402) 309-7692      

www.esgr.mil
Assist with resolving 
employer/employee issues, 
USERRA.

Employment
Veteran's Assistance & Services 
Program Nebraska Business 
Development Center

(402) 554-6629 http://nbdc.unomaha.edu/veterans

NBDC offers support to Nebraska 
veteran entrepreneurs (active 
duty, guard and reserves) to start, 
grow and manage a business. 
The program also helps veteran 
business owners sustain their 
business while they are deployed.

Employment Assistance Crete Carrier 1-800-998-2221 www.WeHireVeterans.com Truck drivers, shop staff and 
administrative staff position

Employment Assistance NE Guard Association www.Neguard.org Job openings through out NE.

Employment Assistance State of Nebraska www.statejobs.nebraska.gov Employment within the State of 
NE

Employment Assistance Helmets to Hard Hats www.helmetstohardhats.org Careers in Construction Industry

as of 31 January 2014
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PROGRAM/ORGANIZATION POC CONTACT NUMBER WEB SITE or EMAIL ADDRESS REMARKS

RESOURCES
Employment Assistance Hero 2 Hire - Mr. Keith Brown (402) 309-7306 www.h2h.jobs;                                                         

keith.c.brown47.ctr@mail.mil

Employment Assistance Hiring Our Heroes (H2H) https://h2h.jobs http://www.uschamber.com/hiringourheroes
A nationwide initiative to help 
veterans and military spouses find 
meaningful employment.

Employment Assistance Hire Vets First http://www.Fedshirevets.gov Job search

Employment Assistance VA - Vocational, Employment and 
Rehabilitation (VR&E) http://www.vba.va.gov/bln/vre

VA program for those that may 
have disability barriers to 
employment

Employment Assistance Vet Jobs www.vetjobs.com Job search
Employment Assistance USA Jobs www.usajobs.gov Job search

Employment Assistance America's Heroes at Work 1-866-4-USA-DOL www.americasheroesatwork.gov Job assistance for those that 
suffer from TBI and or PTSD.

Employment Assistance GI Jobs www.gijobs.net/jobfairs Job search
Employment Assistance www.military.com/careers Job search

Employment Assistance Small Business Administration www.sba.gov

The Veterans Business Outreach 
Program (VBOP) Is designed to 
provide entrepreneurial 
development services such as 
business training, counseling and 
mentoring, and referral for eligible 
veterans owning or considering 
starting a small business.

Employment Assistance Troops to Teachers (TTT) www.ProudtoServeAgain.com

Troops to Teachers - Troops to 
Teachers (TTT) provides 
Counseling and Referral services 
to military personnel interested in 
beginning a second career in 
public education as a teacher.

Employment Assistance O*Net On Line http://www.onetonline.org
Detailed descriptions of the world 
of work for use by job seekers, 
workforce development and HR 
professionals, students, 
researchers, and more!  Convert 
your military skills to civilian skills.

Family Families Near & Far www.familiesnearandfar.org
A place where your family can 
create, communicate and stay 
connected.
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RESOURCES

Family Military Parenting www.militaryparenting.org

Parenting for Service Members 
and Veterans was built by the 
Department of Veterans Affairs 
(VA) Mental Health Services in 
partnership with the Department 
of Defense National Center for 
Telehealth and Technology (T2) 
as part of a coordinated public 
health initiative to help Veterans 
and Service Members who are 
having difficulties. This free online 
course provides military and 
veteran parents with information 
and strategies to improve their 
parenting skills.

Family Strong Bonds Military Chaplains Office                      
(402) 309-8492 / 8491 www.strongbonds.org

Strong Bonds is a chaplain-led 
program for commanders which 
builds relationship resiliency. The 
Strong Bonds mission is to 
increase Soldier and Family 
readiness through relationship 
education and skills training.

Family - Infant - Toddler Zero to Three www.zerotothree.org

ZERO TO THREE is a national, 
nonprofit organization that 
informs, trains, and supports 
professionals, policymakers, and 
parents in their efforts to improve 
the lives of infants and toddlers.    
Mission is to promote the health 
and development of infants and 
toddlers.

Family - Youth Support Operation Military Kid (OMK)    http://www.operationmilitarykids.org;                             
www.nebraskaomk.org

Support children and youth 
impacted by deployment 
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RESOURCES

Family Assistance "Parents as Teachers" 1-866-728-4968 www.ParentsAsTeachers.org

Parents as Teachers is the 
overarching program philosophy 
of providing parents with child 
development knowledge and 
parenting support. The 
organizational vehicle for 
delivering that knowledge and 
support is Parents as Teachers 
National Center.

Family Program Office

Director                                   
CPT Melissa Kramer                    
State Family Assistance Center 
Coordinator                                
Brandi Gettert                              
Family Program Specialist         
SGT Faiymeen Mumtaz

(402) 309-7331                    
(402) 309-7333                   
(402) 309-7332

www.ne.ng.mil

Family Program Office

Family Assistance Centers        
Omaha - Bob Reichwein                
Wayne - Layne Beza                      
Kearney - Carey Wilson                      
Mead - Rob Foxworthy                  
North Platte - Scott Halsted                     
Scottsbluff - Amy Reinpold

(402) 309-7086                        
(402) 309-8940                  
(308) 865-5377                   
(402)318-9000                                        
(308) 535-8007                 
(308) 632-1284

www.ne.ng.mil Operate Family Assistance 
Centers across Nebraska

Family Program Office Family Readiness Assistant                    
Amanda Kushen amanda.j.kushen.ctr@mail.mil

Recruiting and training of family 
readiness group volunteers and 
military points of contact.  Market 
family readiness.

Family Program Office

Family Readiness Support 
Assistant                                 
BFSB      Jill Kuzelka                               
92D Trp Cmd   Jenik Davis                    
HHC, 1-376 - Dawn Hill

(402) 309-8012           Cell 
(402) 890-4426                                       

Cell (402) 890-4428                     
(402)309-8780             Cell 

(402) 890-4424

jill.l.kuzelka.ctr@mail.mil;                   
Dawn.r.hill8.ctr@mail.mil

Coordinates with BFSB and Trp 
Cmd units and Family Program 
Office on soldier and family 
issues
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Family Program Office

Lead State Youth Coordinator      
Kelli Czarnick                                  
Child and Youth Coordinator                                 
Kristyn Kocsis                             

(402) 309-7338                
(402) 309-7955

kelli.r.czarnick.ctr@mail.mil;                                                                    
kristyn.e.kocsis.ctr@mail.mil

Provides information and 
resources during entire 
deployment cycle for all Army NG 
children and youth too ensure 
needs are met.

Family Program Office 
(Offutt)

Offutt Air Force Base Airman & 
Family Readiness Center (402) 294-4329 55FSS/FSFR@offutt.af.mil

Offutt Family Support system 
helps families and singles achieve 
readiness and enhance their 
quality of lives.  All services are 
free.

Family Support Families United for Our Troops 
and Their Mission http://www.militaryfamiliesunited.org/

Not-for-profit 501(c)3 charitable 
organization. We are a national 
organization of Gold Star and 
Blue Star families including some 
with loved ones in harm's way, 
Veterans, and Americans who 
share a deep appreciation for our 
men and women in uniform and 
support them in their efforts to 
keep America safe by supporting 
them, their families and their 
mission.

Family Support Coaching into Care 1-888-823-7458 http://www.mirecc.va.gov/coaching/

Coaching into Care is a telephone 
service that provides assistance 
to family members and friends 
trying to encourage their Veteran 
to seek health care for possible 
readjustment and mental health 
issues. It’s a national phone 
service that places priority to 
linking Veterans with benefits and 
services available in their own 
communities.

Financial Assistance Army Emergency Relief 1-866-878-6378 www.aerhq.org
Grants, loans, spouse education 
assistance.  Eligibility - check the 
web site.
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Financial Assistance Armed Forces Foundation (202) 547-4713 http://www.armedforcesfoundation.org/

Non-profit 401 ©(3) The Armed 
Forces Foundation offers vital 
assistance to active-duty and 
retired military personnel, 
National Guard, Reserve 
Components and military families. 
This includes direct financial 
assistance, therapeutic 
recreational and outreach 
programs, hospital dinners and 
national education initiatives. The 
AFF proactively educates and 
advocates for the hidden wounds 
of war, including Post-Traumatic 
Stress Disorder (PTSD) and 
Traumatic Brain Injury (TBI).

Financial Assistance Army & Air Force Mutal Aid 
Association 1-877-398-2263 http://www.aafmaa.com/

Must be on AD, one time low 
interest $5,000 loan.  Check web 
site.

Financial Assistance UnMet Needs Program (VFW) http://www.vfw.org SM and family assistance

Financial Assistance Nebraska Veterans Aid Fund http://www.vets.state.ne.us/benefits.html
Aid can only be used for food, 
fuel, shelter, wearing apparel, 
funeral, medical and surgical 
items.

Food Assistance VA Food Pantries See Remarks

Omaha - 825 Dorcas St, Ste 200 - 
First and Third Wednesdays of 
the every month - 10am - Noon.                                     
Lincoln - VA - 600 S 70th St - 
First Monday of the Month - 10am 
- Noon

Health & Human Services http://dhhs.ne.gov "Helping People Live Better 
Lives"

Health & Human Services Nebraska Ticket to Work www.nebraskatickettowork.org
Centralized source of information 
for employers and Nebraskans 
with disabilities

Health & Human Services Answers 4 Families www.answers4families.org

Provides information, 
opportunities for dialogue, 
education and support to 
Nebraskans with special needs 
and their families.
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Health Care Courage to Care Campaign http://www.cstsonline.org/category/resources/courag
e-to-care/

Courage to Care is a new, 
electronic health campaign for 
military and civilian professionals 
serving the military community, as 
well as for military men, women 
and families. Courage to Care 
consists of electronic fact sheets 
on timely health topics relevant to 
military life that provide actionable 
information.

Judge Advocate General 
(JAG) - National Guard

COL Doug Wilken                               
CPT Orron Hill

(402) 309-8370                              
(402) 309-8372

douglas.r.wilken.mil@mail.mil;                              
orron.t.hill.mil@mail.mil

Claims for lost personal property, 
legal assistance, 
Servicemembers' Civil Relief Act, 
Uniform Services Employment 
and Reemployment Rights Act, 
Taxes, schools, and war trophies.  

Legal Aid of Nebraska 1-877-250-2016 www.legalaidofnebraska.com

Provides legal aid for those 
whose income is 125% of the 
poverty level or less.  Usually 
represents for civil legal matters.  
Represent victims of domestic 
violence regardless of income 
level.

Major Subordinate 
Command (MSC) Joint Forces Headquarters (402) 309-8379

Major Subordinate 
Command (MSC) 209th RTI (402) 309-7809

Major Subordinate 
Command (MSC) 92d Troop Command (402) 309-1708

Major Subordinate 
Command (MSC) 67th BFSB (402) 309-8010

Mental Health Assessment www.MilitaryMentalHealth.org Mental Health Self Assessment

Military & Family Life 
Consultants

Military & Family Life 
Consultant (MFLC)                    
Barb Shupe                                   
Louise Jacobs                                
Renee Duffek                                                   

(402) 613-3080           
(402) 219-2163                 
(402) 219-2446

Barb.Shupe@ahsg.us;             
Louise.Jacobs@ahsg.us;                 
Renee.Duffek@ahsg.us

Informal "anonymous" 
consultations--no fees, no 
paperwork involved!

Military Chaplains Corps
COL Rod Armon                               
LTC Philip Houser                        
MAJ Scott Ehler                        

(402) 326-4246                        
(402) 326-4254                     
(402) 326-4258           

Emotional and Spiritual Support
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Military One Source Military One Source                       
Teri Clark                (402) 314-6955 www.militaryonesource.com;                                                   

teresa.clark@militaryonesource.com

Resource for service members 
and their families to help with a 
broad range of concerns 
including money management, 
spouse employment and 
education, parenting and child 
care, relocation, deployment, 
reunion, and the particular 
concerns of families with 
special-needs members.

Military.com www.military.com Variety of information, i.e.. 
Employment, benefits, etc..

Nebraska Rural Response 
Hotline 1-800-464-0258 Crisis Hotline

Nebraska Vocational 

Rehabilitation

Check the website for local 

office contacts, or call the 

State Office in Lincoln at                                                 

1-402-471-3644 or toll 

free at    877-637-3422 or 

877-NE-REHAB (Nebraska 

only)

www.vr.nebraska.gov

Nebraska Vocational 
Rehabilitation helps people with 
disabilities join the workforce. 
Staff provide direct services for 
employers and people with 
disabilities that lead to 
employment. Vocational 
Rehabilitation serves U.S. 
citizens, lawful permanent 
residents, and refugees/asylees 
who have legal employment 
authorization documents.

PTSD Assistance - Non- 
VA

"At Ease" - Luthern Family 
Services

(402) 292-9105                        
Bellevue                            

(308) 382-4255                         
Grand Island                     

(308) 532-0587                
North Platte

http://www.lfsneb.org

Confidential, inidivudalized 
counseling services for those 
affected by PTSD and other BH 
concerns to include loved ones.  

Resilience, Risk Reduction 
& Suicide Prevention 
(R3/SP)

SFC Kelly Hatzenbuehler                   
SFC William Buettner

(402) 309-7343                          
(402) 309-7344

kelli.j.hatzenbuehler.mil@mail.mil;                             
william.t.buettner.mil@mail.mil

Instructor of Applied Suicide 
Intervention Skills Training, POC 
for Resilience & Suicide 
Prevention matters
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Resource My Army Benefits http://myarmybenefits.us.army.mil

Resource Exchange Services www.shopmyexchange.com

The Exchange is a joint military 
activity providing quality 
merchandise and services to 
active duty, Guard and Reserve 
members, military retirees and 
their families at competitively low 
prices.

Resource Guard your Health http://www.guardyourhealth.com/

The website is tailored to the unique 

health and wellness needs and 

experiences of Guard soldiers and 

families.

Resources National Resource Directory http://www.nationalresourcedirectory.gov
Connecting wounded warriors, 
service members, veterans and 
their families with those who 
support them.

Resources Nebraska Resource & Referral 
System (NRRS) http://nrrs.ne.gov

The NRRS is a statewide 
database created with input from 
Nebraska families, service 
providers and organizations.  The 
NRRS provides 1-800 numbers 
as well as web sties and email 
contacts to help you connect 
faster to the services you are 
seeking.  This database provides 
individuals the opportunity to have 
a real choice in the diverse 
selection of service providers by 
allowing users to more easily 
locate and compare services of 
local and state agencies.

Sexual Assault Prevention 
and Response

ARNG - CW3 Gena Hegemann    
ANG -Capt Elizabeth Micek

(402) 309-8176               
(402) 309-1466 Hotline - (402) 525-0078

Provide advocacy and resources 
for domestic violence and sexual 
assault for servicemember of all 
military branches.  To include 
community referrals and case 
management.

Social Security 
Administration www.socialsecurity.gov Wounded warriors maybe eligible 

for SS benefits
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State Department of 
Veterans' Affairs (402) 471-2458 http://www.vets.state.ne.us

Provide assistance to Nebraska 
veterans and their dependents in 
acquiring county, state, and 
federal benefits to which they are 
entitled by virtue of their service 
to this country. 

Support (Army) Army Wounded Warrior Program 
(AW2)

1-877-393-9058 (National)    
(402) 957-6479 

(Nebraska)
http://wtc.army.mil/aw2/index.html

Provides services to severely 
wounded, injured or ill and their 
families

Support (Air Force) Air Force Wounded Warrior 
Program (AFW2) 1-800- 581-9437 http://www.woundedwarrior.af.mil

Provides services to severely 
wounded, injured or ill and their 
families

Support (Air Force) Air Force Recovery Care 
Coordinator (402) 294-9184 aaron.dawson@offutt.af.mil

Support Real Warriors 1-866-966-1020 www.realwarriors.net

Support Defence Centers of Excellence 
(DCOE) www.dcoe.health.mil

DCoE assesses, validates, 
oversees and facilitates 
prevention, resilience, 
identification, treatment, outreach, 
rehabilitation, and reintegration 
programs for psychological health 
(PH) and traumatic brain injury 
(TBI) to ensure the Department of 
Defense meets the needs of the 
nation's military communities, 
warriors and families.

Support (Marines) Marines Helping Marines http://marineshelpingmarines.org/ Assistance for injured marine 
personnel

Support (Navy) Navy Wounded Warrior Safe 
Harbor http://safeharbor.navylive.dodlive.mil/

Coordinating the non-medical 
care of seriously wounded, ill, and 
injured Sailors, Coast 
Guardsmen, and their families

Support (Air Force) Wingman Project www.wingmanproject.org

The Wingman Project is to 
provide training, awareness, and 
outreach to teach Warfighters and 
their families how to identify the 
signs of suicide and intervene to 
save a life.
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Supportive Services for 
Veteran Families                
A program of: Central 
Nebraska Community 
Services

Multiple Multiple www.welcome2cncs.com

Serves 22 counties 
through out North and 
Centeral Nebraska.  SSVF 
provides housing 
stabilization, temporary 
financial assistance and 
services to help people 
gain housing stability and 

Survivor Outreach Services Randy Amundson                       
Raechell Eddy-Jimerson

(402) 309-7466                         
(402) 309-7804

randy.j.amundson.ctr@mail.mil;                                
raechell.t.eddyjimerson.ctr@mail.mil

Provide benefits and 
services to surviving 
families to ensure that 
they feel part of the Army 
National Guard Family.  
These benefits and 
services will be provided 
for as long as the family 
desires.

Transition Assistance www.TurboTAP.org DOD Support - 
Connection to Benefits, 
Money and Jobs

Transition Assistance 
Advisor (TAA) Bonnie Bessler (402) 309-1543 bonnie.j.bessler.ctr@mail.mil

Pipeline of Information for all 
veterans and their families.  VA 
Liaison

Tricare - TRS Site - 
Enrollment https://www.dmdc.osd.mil/appj/trs/ Tricare Reserve Select 

Enrollment link

Tricare (United Health 
Care) SSG Travis Garrett (402) 309-1872 travis.s.garrett.mil@mail.mil;                  

http://www.tricare.mil/

DOD Health / Dental Care - LT 
Curto is NE Tricare 
Representative and can assist 
with TRICARE related quesitons 
and issues

Vet Centers

Lincoln                                          
Omaha                                  
Rapid City, SD                       
Cheyenne, WY

(402) 476-9736                 
(402) 346-6735                          
(605) 348-0077                       
(307) 778-7370

http://www.vetcenter.va.gov Readjustment Counseling 
Support
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Veterans Affairs After 
Hours Nurse

1-866-NURSEVA          
(687-7382)

Contact number to talk with a 
medical professional after 
"normal" VA duty hours

Veterans Affairs Benefits 
Administration (VBA)

www.va.gov         use the "contact us" to send a 
querry

VBA administers all VA benefits, 
i.e. insurance, GI Bill, 
compensation, VR&E, etc…

Veterans Affairs Benefits 
Administration (VBA)

Women's Benefits Coordinator    
Jody Griffin (402) 232-7363 jody.griffin@va.gov

Inform veterans about VA 
benefits and to ensure that female 
veterans receive all benefits 
entitled to them. Responsible for 
providing outreach to women 
veterans and to assist on 
sensitive claim issues such as 
military sexual trauma.

Veterans Affairs Benefits 
Administration (VBA) eBenefits www.ebenefits.va.gov

Gateway to VA Benefits - track 
your GI Bill, apply for home loans, 
file for benefits, obtain VA letters 
etc…

Veterans Affairs Benefits 
Administration (VBA)          GI Bill Assistance 1-888-GIBILL (442-4551) www.gibill.va.gov GI Bill Website

Veterans Affairs Health 
Administration (VHA)

OEF/OIF/OND Coordinators             
Omaha-Heather Bojanski               
Lincoln - Lori Wardlow                  
GI - Joyce Heger                     
Rapid City, SD - Lori Vosika                     
Cheyenne, WY-Marti Salas                      
Sioux Falls, SD                     

                                         
(402) 657-3573               
(402) 480-1801                 
(308) 383-8573                      

(605) 745-2000 ext 2176                            
(307) 778-7550 ext 7068                      
(605) 336-3230 ext 7809               

www.nebraska.va.gov
VHA administers all VA health 
care.  Coordinators  are 
specifically in place to assist 
veterans with VA health care
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Veterans Affairs Health 
Administration (VHA)

Appointment Phone Numbers  
Omaha                                      
Lincoln                                      
Gordon                                                 
Grand Island                        
Bellevue                                                
Norfolk                                    
Sidney                                 
Gering/Scottsbluff                            
North Platte                        
Holdrege                                         
ONeil        

                                                  
(402) 995-4463                             
(402) 486-7821                        
308-282-1442                    

(308) 382-3660 ext 92319          
(402) 591-4500                              
(402) 370-4570                                    
308-254-6085                                    

(308) 220-3930                        
(308) 532-6906                             
(308) 995-3760                                             
(402) 336-2982         

www.nebraska.va.gov

Phone numbers for appointment 
scheduling.  If you are an 
OEF/OIF veteran please let the 
scheduler know so you access 
the correct clinic.

Veterans Affairs Health 
Administration (VHA)

Appointment Phone Numbers 
(cont)                                        
Shenandoah, IA                          
Rapid City, SD                                       
Hot Springs, SD                                               
Cheyenne, WY  

                                                                                                                                                                                                    
(712) 246-0092                              

(605) 718-1095, ext 3019                       
(605) 718-1095, ext 3019                    
(307) 778-7550 ext 7068

Veterans Affairs Health 
Administration (VHA) Homelessness Program 1-877-4AIDVET (424-

3838) http://www.va.gov/homeless Information for those that might 
be facing homelessness.

Veterans Affairs Health 
Administration (VHA)

Homeless Coordinator(s)                       
Linda Towmey                                  
Carrie Miller-Loos       

(402) 599-2193           
(402) 402-489-3802 ext 

96862

linda.twomey@va.gov

Works with veterans that are 
facing homelessness or who are 
homeless.  Works to find 
adequate shelder and other 
needs.

Veterans Affairs Health 
Administration (VHA)

Women's Veterans Health Care 
Program Manager                         

Donna Higgins
(402) 995-4906 donna.higgins@va.gov

Assist with health care needs of 
eligible women veterans, 
providing appropriate, timely, and 
compassionate health care at the 
facility level.

Veterans Affairs Health 
Adminstration (VHA) Women Veterans Hotline 1-855-VA-WOMEN                

(1-855-829-6636)

Information for women veterans 
about VA health care and VA 
benefits
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Veterans Affairs Health 
Administration (VHA) My Healthe Vet http://www.myhealth.va.gov

My Healthe Vet is a free, online 
Personal Health Record that 
empowers Veterans to become 
informed partners in their health 
care. With My Healthe Vet, 
America’s Veterans can access 
trusted, secure, and current 
health and benefits information as 
well as record, track and store 
important health and military 
history information at their 
convenience. Veterans who are 
enrolled in a VA facility can refill 
their VA prescriptions and more, 
so register today! Using My 
Healthe Vet is easy and it's for 
YOU!

Veterans Affairs Health 
Administration (VHA)

VA - Veterans Justice Outreach 
Coordinator               Tami 
Osburn

(402) 599-2183 (off)      
(402) 680-0143 (cell) tami.osburn@va.gov

Works with incarcerated veterans 
and those veterans that are 
dealing with the legal system.

Veterans Affairs Mortgage 
Counseling 1-877-827-3702 www.homeloans.va.gov

VA mortgage counselors are 
available to assist veterans who 
are having a difficult time paying 
their mortgage.

Veterans Service 
Organization The American Legion 1-800-504-4098 www.legion.org Offer Troop and Family Support 

Services

Veterans Service 
Organization AMVETS www.amvets.org Vet Sev Org

Veterans Service 
Organization Disabled American Veterans www.dav.org Vet Sev Org

Veterans Service 
Organization Military Order of the Purple Heart www.purpleheart.org Vet Sev Org

Veterans Service 
Organization Paralyzed Veterans of America www.pva.org Vet Sev Org
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“No Wrong Door”
C O N F E R E N C E

March 6, 2014  7:30 a.m. to 5:30 p.m. Lunch provided 
Cost: $40.00 per person  (8.0 Contact Hours provided) 
Location: Sheridan Lutheran Church, 70th and Old Cheney Rd.,
Lincoln, NE  Registration on line at www.biane.org/events/biptsd

Designed by Citizen Information Center 1/2014

Purpose:
To recognize and
improve awareness
and of those working
with persons suffering
from invisible
wounds of war. 

How to register:

biane.org

DRAWING PRIZES:
$100 gift cards and more!

Enhancing Professional Awareness of Veteran's Invisible Wounds

Responding to the Needs of Returning Veterans

Suicide Prevention

Evidence Based Treatments for PTSD

PTSD and Military Sexual Trauma

Exploring Mild TBI and PTSD in Returning Service Members

The Path to Overcoming Addictive Behaviors

Returning Combat Veteran’s Health: a VA perspective

Veteran’s Voices: Coming Home

Bonnie J. Bessler, BS
Discuss resources available for our military service members, veterans and their families

Scott Ehler, BS WED, MACE, MDIV
Identify characteristics, intervention strategies and resources available when working with
military members in crisis

Paul Greenwell, MS, LIMHP
Describe two evidence-based treatment techniques for Post Traumatic Stress

Sharon Robino-West, MA
Describe PTSD associated with Military Sexual Trauma (MST) and treatment recommendations

Dr. Lori Terryberry-Spohr, Ph.D
State the mechanisms of TBI in a combat environment including blast related explosions and injuries
Recognize the similarities and distinctions between the symptoms of TBI and PTSD

Mary Ann Thompson, BS, LADC
Recognize referral sources and skills necessary to help the returning veteran overcome the
barriers of receiving mental health services to address problems related to addictive behaviors

Lori Wardlow, LMSW
Define the issues men and women in the military face transitioning back to civilian life

Rick Carter, BS, MS  Moderator
Recognize effects from the trauma of war as experienced by
soldiers and their families

sponsored by

co-provided by

Lancaster County
HUMAN SERVICES
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7:30 - 8 a.m.
Coffee/rolls/check-in 

8 - 8:30 a.m. 
   Welcome/Overview/Vet Profile
   Roger Lempke, Major General (retired)

8:30 - 9:30 a.m.
   Exploring Mild TBI and PTSD in Returning Service Members
   Dr. Lori Terryberry-Spohr

9:30 - 10:30 a.m.
   Evidence Based Treatments for PTSD
   Paul Greenwell

11:30 - 11:45 a.m.  BREAK

10:30 – 11:30 a.m.
   Returning Combat Veteran’s Health: a VA perspective
   Lori Wardlow

11:45 a.m. - 12:45 p.m.
   Suicide Prevention
   CH (MAJ) Scott Ehler

12:45 - 1:15 p.m.  LUNCH

1:15 - 2:15 p.m. 
   PTSD and Military Sexual Trauma
   Sharon Robino-West

2:15 - 3:15 p.m.
   The Path to Overcoming Addictive Behaviors
   Mary Ann Thompson

3:15 - 4:15 p.m.
   Veterans Voices: Coming Home
   Rick Carter, Moderator

4:15 - 5:15 p.m.
   Responding to the Needs of Returning Veterans
   Bonnie Bessler

5:15 - 5:30 p.m.
   Drawings/Certificates/Evaluations

“No Wrong Door”
C O N F E R E N C E

March 6, 2014  7:30 a.m. to 5:30 p.m.

Presented at: Sheridan Lutheran Church,
                      70th & Old Cheney Rd., Lincoln NE. 
Registration Deadline: March 1, 2014. 
On-line Registration: www.biane.org/events/biptsd
Registration Cost: $40 covers conference and lunch 
For questions contact BIA Peggy Reisher - 402-890-0606

Who should register?
Nurses, social workers, Occupational
therapists, mental health practitioners,
Speech language pathologists,
educators, Vocational rehabilitation
counselors, pastors, employers, case
managers, and community members.

8.0 Contact Hours are only given
if you attend the entire conference.

Madonna Rehabilitation Hospital is an approved
provider of continuing nursing education by the
Nebraska Nurses Association, an accredited approved
by the American Nurses Credentialing Center's
Commission on Accreditation.

NE11-14H38-327

8.0 Contact Hours will be provided for those attending
the conference on March. 6.  All day attendance is
required to receive contact hours.  The planners and
presenters of this educational activity have no real or
perceived conflict of interest and will not discuss
off-label (non-FDA approved) uses of products during
the presentation.

The provision of continuing education hours does not
imply that Madonna Rehabilitation Hospital, Nebraska
Nurses Association or the American Nurses Credentialing
Center's Commission on Accreditation approve or
endorse any commercial product in connection with the
education activity.
 
Thank you to our sponsors:
Southeast AHEC
Community Health Endowment
Region V Systems
Lincoln Community Foundation.

SCHEDULE

Enhancing Professional Awareness of
Veteran's Invisible Wounds











Nebraska’s System of Care 
Initiative: 

NEEDS ASSESSMENT 
 1/28/2014 

University of Nebraska Public Policy Center 
Denise Bulling, PhD 

Mark DeKraai, JD, PhD 



Readiness Assessment - Timeline 

Reporting to 
SOC 

Development 
Group - 

December 

Interviews - November 

Surveys - 
November 

Group Discussions- 
November 



  Regional Site Visits 

• Region 1 November 15 
• Region 2 November 14 
• Region 3 November 18 
• Region 4 November 12 
• Region 5 November 20 
• Region 6 November 22 



  Regional Site Visit Participants 

42 focus groups were 

convened with 319 
participants  
– youth (n=27),  
– families with experience in 

child serving systems (n=82),  
– people who work with child 

serving systems and other 
interested stakeholders 
(n=210)   

 
 

Region #Participants 

Region 1 62 

Region 2 46 

Region 3 53 

Region 4 14 

Region 5 73 

Region 6 65 



  Survey Participants 

Valid N = 786  



  Survey Participants 

 

Regions Family Youth Service 
System Respondents 

Region 1 11.3% 1.9% 86.8% 53 
Region 2 16.1% 0.0% 83.9% 31 
Region 3 9.1% 2.4% 88.4% 164 
Region 4 13.3% 1.2% 85.5% 83 
Region 5 13.8% 0.5% 85.7% 210 
Region 6 18.6% 0.5% 80.9% 188 
Statewide 9.3% 1.9% 88.9% 54 

TOTAL 13.6% 1.1% 85.2% 783 



  Survey Participants 

 

System Family Youth Stakeholder Respondent 
(Duplicative) 

Child Welfare 15.1% 0.4% 84.5% 238 

Developmental Dis. 20.7%   79.3% 140 

Early Childhood 13.2%   86.8% 144 

Education 8.5%   91.5% 365 

Healthcare 23.8% 1.0% 75.2% 105 

Mental Health 18.4% 2.3% 79.3% 305 

Substance Abuse 10.2% 1.9% 88.0% 108 

Vocational Rehabilitation 11.4% 2.3% 86.4% 44 

Juvenile Justice 14.1% 1.4% 84.5% 213 

Other 14.5% 1.8% 83.6% 55 



Percent of respondents involved in 
number of systems 

  



Survey Participants 

N = Number of Participants by Years Experience 



Survey Participants 



  
SOC Grade by Participant Type 

Family members rated system significantly lower (F=3.8, p=.022) 

1 = F, 2 = D-, 3 = D, 4 = D+, 5 = C-, 6 = C, 7 = C+, 8 = B-,9 = B, 10=B+, 11=A-, 12=A, 13=A+ 



  
SOC Grade by Area 

1 = F, 2 = D-, 3 = D, 4 = D+, 5 = C-, 6 = C, 7 = C+, 8 = B-,9 = B, 10=B+, 11=A-, 12=A, 13=A+ 



  
SOC Grade 

1 = F, 2 = D-, 3 = D, 4 = D+, 5 = C-, 6 = C, 7 = C+, 8 = B-,9 = B, 10=B+, 11=A-, 12=A, 13=A+ 



  
SOC Grade by Length of 

Experience 

1 = F, 2 = D-, 3 = D, 4 = D+, 5 = C-, 6 = C, 7 = C+, 8 = B-,9 = B, 10=B+, 11=A-, 12=A, 13=A+ 



  
SOC Components 

  Community State 

Top Three 

Components 

1. There is a strong effort in 

my community/area to 

redeploy funds from higher 

cost to lower cost services 

2. There is an appropriate 

array of services for 

children and families in my 

community or area 

3. Workers are trained to 

effectively respect and work 

with children and families 

in my community 

1. There is a strong state effort 

to redeploy funds from 

higher cost to lower cost 

services 

2. There is a formal interagency 

State level team for joint 

decision making across 

child-serving systems 

3. Agencies work together  to 

ensure services for children 

and families are culturally 

and linguistically appropriate 

(state level) 



  
SOC Components 

  Community State 

Bottom 

Three 

Components 

1. There is a clear and feasible 

plan for sustaining fiscal 

support for children and 

family services in my 

community/area 

2. There is a local social 

marketing/strategic 

communication plan to 

inform people about the 

system of care 

3. In my community/area, youth 

are influential partners 

working with agencies to 

decide youth/family policies 

1. The State has an effective 

approach to coordinate 

funding across child 

serving systems 

2. There is a clear and 

feasible plan for sustaining 

fiscal support for children 

and family services in 

Nebraska 

3. An appropriate array of 

services for children and 

families is available 

statewide 



  
SOC Components: 

Racial/Ethnic Differences 



  SOC Strengths/Needs 
  Community State 

Strengths 1. Focus on early 

intervention 

2. Focus on prevention 

3. Broad array of effective 

services 

1. Focus on early 

intervention 

2. Strong family advocacy 

groups 

3. Focus on prevention 

Needs 1. Accessible services 

2. Broad array of effective 

services 

3. Focus on prevention 

1. Accessible services 

2. Maximize federal funding 

3. Broad array of effective 

services 



  Core Strategy-Policy/Administrative 

Family members rated all 3 community items and 

state clear accountability significantly lower  

25 9 24 2 16 6 

Ranking of Ratings: Community 1-32; State 1-30 

Rating scores: 1 = Strongly Disagree; 2 = Disagree; 3 = Neither 

Agree nor Disagree; 4 = Agree; and 5 = Strongly Agree 



  Community Strengths Community Needs 

1 Focus on early intervention 5.45 Accessible services 5.03 

2 Focus on prevention 5.86 Broad array of effective services 5.34 

3 Broad array of effective services 5.97 Focus on prevention 5.47 

4 Accessible services 5.97 Focus on early intervention 5.73 

5 Strong family advocacy groups 5.97 Coordination of care across systems 5.75 

6 Highly trained work force 6.01 Collaboration to improve trauma informed care 5.96 

7 Collaboration to improve trauma informed care 6.11 Reduce disparities in service delivery 5.96 

8 Culturally & linguistically appropriate services 6.13 Coordinated/sustainable funding across systems 5.99 

9 Formal interagency team to make decisions about SOC 6.17 Highly trained work force 6.03 

10 Agencies partnering to improve high fidelity wraparound 6.17 Maximize federal funding 6.11 

11 Training in system of care approach 6.32 Culturally & linguistically appropriate services 6.23 

12 Strong youth advocacy groups 6.33 Clear accountability for SOC policy decisions 6.26 

13 Coordination of care across systems 6.35 Agencies partnering to improve high fidelity 
wraparound 

6.30 

14 Outcome measurement & quality improvement systems 6.48 Families partnering on policy decisions 6.34 

15 Maximize federal funding 6.67 Youth partnering on policy decisions 6.46 

16 Families partnering on policy decisions 6.69 Strong family advocacy groups 6.47 

17 Youth partnering on policy decisions 6.69 Formal interagency team to make decisions 
about SOC 

6.48 

18 Reduce disparities in service delivery 6.69 Strong youth advocacy groups 6.50 

19 Coordinated/sustainable funding across systems 6.80 Outcome measurement & quality improvement 
systems 

6.54 

20 Clear accountability for SOC policy decisions 6.83 Training in system of care approach 6.56 

21 Social marketing/strategic communication about SOC 6.87 Social marketing/strategic communication about 
SOC 

6.78 



  State Strength State Need 
1 Focus on early intervention 5.64 Accessible services 5.20 

2 Strong family advocacy groups 5.88 Maximize federal funding 5.59 

3 Focus on prevention 5.93 Broad array of effective services 5.69 

4 Collaboration to improve trauma informed care 6.01 Coordination of care across systems 5.69 

5 Broad array of effective services 6.03 Reduce disparities in service delivery 5.73 

6 Culturally & linguistically appropriate services 6.14 Focus on prevention 5.73 

7 Highly trained work force 6.15 Focus on early intervention 5.80 

8 Outcome measurement & quality improvement 
systems 

6.22 Coordinated/sustainable funding across systems 5.85 

9 Formal interagency team to make decisions about 
SOC 

6.26 Clear accountability for SOC policy decisions 5.95 

10 Training in system of care approach 6.27 Highly trained work force 5.96 

11 Coordination of care across systems 6.39 Agencies partnering to improve high fidelity 
wraparound 

6.23 

12 Accessible services 6.40 Collaboration to improve trauma informed care 6.24 

13 Agencies partnering to improve high fidelity 
wraparound 

6.45 Families partnering on policy decisions 6.41 

14 Maximize federal funding 6.50 Outcome measurement & quality improvement 
systems 

6.48 

15 Families partnering on policy decisions 6.54 Strong family advocacy groups 6.50 

16 Strong youth advocacy groups 6.59 Culturally & linguistically appropriate services 6.50 

17 Clear accountability for SOC policy decisions 6.63 Training in system of care approach 6.55 

18 Reduce disparities in service delivery 6.73 Strong youth advocacy groups 6.59 

19 Youth partnering on policy decisions 6.76 Youth partnering on policy decisions 6.60 

20 Social marketing/strategic communication about SOC 6.81 Formal interagency team to make decisions about 
SOC 

6.65 

21 Coordinated/sustainable funding across systems 6.82 Social marketing/strategic communication about 
SOC 

6.71 



  Core Strategy-Policy/Administrative 

• Model collaboration at the state level  

• Align and streamline administrative 

procedures so they are family friendly 

• Review and align service definitions, 

reimbursement rates and funding 

roadmaps 

• Develop workforce capabilities to use 

EBPs 



  Core Strategy-Trauma-Informed Care 

Agency

Collaboration

Well Trained

Providers

2.52 

2.74 

2.50 

2.40 

Community State

Family members rated both 

community & state items 

significantly lower 

14 24 13 20 

Ranking of Ratings: Community 1-32; State 1-30 

Rating scores: 1 = Strongly Disagree; 2 = Disagree; 3 = Neither 

Agree nor Disagree; 4 = Agree; and 5 = Strongly Agree 



  Community Strengths Community Needs 

1 Focus on early intervention 5.45 Accessible services 5.03 

2 Focus on prevention 5.86 Broad array of effective services 5.34 

3 Broad array of effective services 5.97 Focus on prevention 5.47 

4 Accessible services 5.97 Focus on early intervention 5.73 

5 Strong family advocacy groups 5.97 Coordination of care across systems 5.75 

6 Highly trained work force 6.01 Collaboration to improve trauma informed care 5.96 

7 Collaboration to improve trauma informed care 6.11 Reduce disparities in service delivery 5.96 

8 Culturally & linguistically appropriate services 6.13 Coordinated/sustainable funding across systems 5.99 

9 Formal interagency team to make decisions about SOC 6.17 Highly trained work force 6.03 

10 Agencies partnering to improve high fidelity wraparound 6.17 Maximize federal funding 6.11 

11 Training in system of care approach 6.32 Culturally & linguistically appropriate services 6.23 

12 Strong youth advocacy groups 6.33 Clear accountability for SOC policy decisions 6.26 

13 Coordination of care across systems 6.35 Agencies partnering to improve high fidelity 
wraparound 

6.30 

14 Outcome measurement & quality improvement systems 6.48 Families partnering on policy decisions 6.34 

15 Maximize federal funding 6.67 Youth partnering on policy decisions 6.46 

16 Families partnering on policy decisions 6.69 Strong family advocacy groups 6.47 

17 Youth partnering on policy decisions 6.69 Formal interagency team to make decisions 
about SOC 

6.48 

18 Reduce disparities in service delivery 6.69 Strong youth advocacy groups 6.50 

19 Coordinated/sustainable funding across systems 6.80 Outcome measurement & quality improvement 
systems 

6.54 

20 Clear accountability for SOC policy decisions 6.83 Training in system of care approach 6.56 

21 Social marketing/strategic communication about SOC 6.87 Social marketing/strategic communication about 
SOC 

6.78 



  State Strength State Need 
1 Focus on early intervention 5.64 Accessible services 5.20 

2 Strong family advocacy groups 5.88 Maximize federal funding 5.59 

3 Focus on prevention 5.93 Broad array of effective services 5.69 

4 Collaboration to improve trauma informed care 6.01 Coordination of care across systems 5.69 

5 Broad array of effective services 6.03 Reduce disparities in service delivery 5.73 

6 Culturally & linguistically appropriate services 6.14 Focus on prevention 5.73 

7 Highly trained work force 6.15 Focus on early intervention 5.8 

8 Outcome measurement & quality improvement 
systems 

6.22 Coordinated/sustainable funding across systems 5.85 

9 Formal interagency team to make decisions about 
SOC 

6.26 Clear accountability for SOC policy decisions 5.95 

10 Training in system of care approach 6.27 Highly trained work force 5.96 

11 Coordination of care across systems 6.39 Agencies partnering to improve high fidelity 
wraparound 

6.23 

12 Accessible services 6.40 Collaboration to improve trauma informed care 6.24 

13 Agencies partnering to improve high fidelity 
wraparound 

6.45 Families partnering on policy decisions 6.41 

14 Maximize federal funding 6.50 Outcome measurement & quality improvement 
systems 

6.48 

15 Families partnering on policy decisions 6.54 Strong family advocacy groups 6.50 

16 Strong youth advocacy groups 6.59 Culturally & linguistically appropriate services 6.50 

17 Clear accountability for SOC policy decisions 6.63 Training in system of care approach 6.55 

18 Reduce disparities in service delivery 6.73 Strong youth advocacy groups 6.59 

19 Youth partnering on policy decisions 6.76 Youth partnering on policy decisions 6.60 

20 Social marketing/strategic communication about SOC 6.81 Formal interagency team to make decisions about 
SOC 

6.65 

21 Coordinated/sustainable funding across systems 6.82 Social marketing/strategic communication about 
SOC 

6.71 



  Core Strategy-Trauma Informed Care 

• Create a common understanding 

of trauma across systems 

• Systematically implement practices 

that are trauma informed in all 

systems 

• Create and implement systemic 

plans to address and prevent 

secondary/vicarious trauma of 

workers  



  Core Strategy-Services & Supports 

Family members rated community 

appropriate array significantly higher; Family 

members rated other 3 community and state 

quality/coordination lower 

5 18 26 25 14 28 2 

Ranking of Ratings: Community 1-32; State 1-30 

Rating scores: 1 = Strongly Disagree; 2 = Disagree; 3 = Neither 

Agree nor Disagree; 4 = Agree; and 5 = Strongly Agree 



  Community Strengths Community Needs 

1 Focus on early intervention 5.45 Accessible services 5.03 

2 Focus on prevention 5.86 Broad array of effective services 5.34 

3 Broad array of effective services 5.97 Focus on prevention 5.47 

4 Accessible services 5.97 Focus on early intervention 5.73 

5 Strong family advocacy groups 5.97 Coordination of care across systems 5.75 

6 Highly trained work force 6.01 Collaboration to improve trauma informed care 5.96 

7 Collaboration to improve trauma informed care 6.11 Reduce disparities in service delivery 5.96 

8 Culturally & linguistically appropriate services 6.13 Coordinated/sustainable funding across systems 5.99 

9 Formal interagency team to make decisions about SOC 6.17 Highly trained work force 6.03 

10 Agencies partnering to improve high fidelity wraparound 6.17 Maximize federal funding 6.11 

11 Training in system of care approach 6.32 Culturally & linguistically appropriate services 6.23 

12 Strong youth advocacy groups 6.33 Clear accountability for SOC policy decisions 6.26 

13 Coordination of care across systems 6.35 Agencies partnering to improve high fidelity 
wraparound 

6.30 

14 Outcome measurement & quality improvement systems 6.48 Families partnering on policy decisions 6.34 

15 Maximize federal funding 6.67 Youth partnering on policy decisions 6.46 

16 Families partnering on policy decisions 6.69 Strong family advocacy groups 6.47 

17 Youth partnering on policy decisions 6.69 Formal interagency team to make decisions 
about SOC 

6.48 

18 Reduce disparities in service delivery 6.69 Strong youth advocacy groups 6.50 

19 Coordinated/sustainable funding across systems 6.80 Outcome measurement & quality improvement 
systems 

6.54 

20 Clear accountability for SOC policy decisions 6.83 Training in system of care approach 6.56 

21 Social marketing/strategic communication about SOC 6.87 Social marketing/strategic communication about 
SOC 

6.78 



  State Strength State Need 
1 Focus on early intervention 5.64 Accessible services 5.20 

2 Strong family advocacy groups 5.88 Maximize federal funding 5.59 

3 Focus on prevention 5.93 Broad array of effective services 5.69 

4 Collaboration to improve trauma informed care 6.01 Coordination of care across systems 5.69 

5 Broad array of effective services 6.03 Reduce disparities in service delivery 5.73 

6 Culturally & linguistically appropriate services 6.14 Focus on prevention 5.73 

7 Highly trained work force 6.15 Focus on early intervention 5.8 

8 Outcome measurement & quality improvement 
systems 

6.22 Coordinated/sustainable funding across systems 5.85 

9 Formal interagency team to make decisions about 
SOC 

6.26 Clear accountability for SOC policy decisions 5.95 

10 Training in system of care approach 6.27 Highly trained work force 5.96 

11 Coordination of care across systems 6.39 Agencies partnering to improve high fidelity 
wraparound 

6.23 

12 Accessible services 6.40 Collaboration to improve trauma informed care 6.24 

13 Agencies partnering to improve high fidelity 
wraparound 

6.45 Families partnering on policy decisions 6.41 

14 Maximize federal funding 6.50 Outcome measurement & quality improvement 
systems 

6.48 

15 Families partnering on policy decisions 6.54 Strong family advocacy groups 6.50 

16 Strong youth advocacy groups 6.59 Culturally & linguistically appropriate services 6.50 

17 Clear accountability for SOC policy decisions 6.63 Training in system of care approach 6.55 

18 Reduce disparities in service delivery 6.73 Strong youth advocacy groups 6.59 

19 Youth partnering on policy decisions 6.76 Youth partnering on policy decisions 6.60 

20 Social marketing/strategic communication about SOC 6.81 Formal interagency team to make decisions about 
SOC 

6.65 

21 Coordinated/sustainable funding across systems 6.82 Social marketing/strategic communication about 
SOC 

6.71 



  Core Strategy-Services & Supports 

• There is an overall perception that we need more of all services 

and supports 

• Support services must be part of a service array for families 

• Transportation is a problem in rural and urban areas  

• Focused support is needed at transition points for youth (Middle 

School/High School/adulthood) 

• Families want education and professionals want parental 

accountability 

• Locate services/supports in schools  

• Costs and reimbursement rates limit accessibility of services and 

supports 

• There are gaps in the service array for children and youth  



  Core Strategy-Youth/Family Partnership 

Family members rated state youth 

organizations significantly lower 

23 19 22 30 26 17 8 21 19 

Ranking of Ratings: Community 1-32; State 1-30 

Rating scores: 1 = Strongly Disagree; 2 = Disagree; 3 = Neither 

Agree nor Disagree; 4 = Agree; and 5 = Strongly Agree 



  Community Strengths Community Needs 

1 Focus on early intervention 5.45 Accessible services 5.03 

2 Focus on prevention 5.86 Broad array of effective services 5.34 

3 Broad array of effective services 5.97 Focus on prevention 5.47 

4 Accessible services 5.97 Focus on early intervention 5.73 

5 Strong family advocacy groups 5.97 Coordination of care across systems 5.75 

6 Highly trained work force 6.01 Collaboration to improve trauma informed care 5.96 

7 Collaboration to improve trauma informed care 6.11 Reduce disparities in service delivery 5.96 

8 Culturally & linguistically appropriate services 6.13 Coordinated/sustainable funding across systems 5.99 

9 Formal interagency team to make decisions about SOC 6.17 Highly trained work force 6.03 

10 Agencies partnering to improve high fidelity wraparound 6.17 Maximize federal funding 6.11 

11 Training in system of care approach 6.32 Culturally & linguistically appropriate services 6.23 

12 Strong youth advocacy groups 6.33 Clear accountability for SOC policy decisions 6.26 

13 Coordination of care across systems 6.35 Agencies partnering to improve high fidelity 
wraparound 

6.30 

14 Outcome measurement & quality improvement systems 6.48 Families partnering on policy decisions 6.34 

15 Maximize federal funding 6.67 Youth partnering on policy decisions 6.46 

16 Families partnering on policy decisions 6.69 Strong family advocacy groups 6.47 

17 Youth partnering on policy decisions 6.69 Formal interagency team to make decisions 
about SOC 

6.48 

18 Reduce disparities in service delivery 6.69 Strong youth advocacy groups 6.50 

19 Coordinated/sustainable funding across systems 6.80 Outcome measurement & quality improvement 
systems 

6.54 

20 Clear accountability for SOC policy decisions 6.83 Training in system of care approach 6.56 

21 Social marketing/strategic communication about SOC 6.87 Social marketing/strategic communication about 
SOC 

6.78 



  State Strength State Need 
1 Focus on early intervention 5.64 Accessible services 5.20 

2 Strong family advocacy groups 5.88 Maximize federal funding 5.59 

3 Focus on prevention 5.93 Broad array of effective services 5.69 

4 Collaboration to improve trauma informed care 6.01 Coordination of care across systems 5.69 

5 Broad array of effective services 6.03 Reduce disparities in service delivery 5.73 

6 Culturally & linguistically appropriate services 6.14 Focus on prevention 5.73 

7 Highly trained work force 6.15 Focus on early intervention 5.80 

8 Outcome measurement & quality improvement 
systems 

6.22 Coordinated/sustainable funding across systems 5.85 

9 Formal interagency team to make decisions about 
SOC 

6.26 Clear accountability for SOC policy decisions 5.95 

10 Training in system of care approach 6.27 Highly trained work force 5.96 

11 Coordination of care across systems 6.39 Agencies partnering to improve high fidelity 
wraparound 

6.23 

12 Accessible services 6.40 Collaboration to improve trauma informed care 6.24 

13 Agencies partnering to improve high fidelity 
wraparound 

6.45 Families partnering on policy decisions 6.41 

14 Maximize federal funding 6.50 Outcome measurement & quality improvement 
systems 

6.48 

15 Families partnering on policy decisions 6.54 Strong family advocacy groups 6.50 

16 Strong youth advocacy groups 6.59 Culturally & linguistically appropriate services 6.50 

17 Clear accountability for SOC policy decisions 6.63 Training in system of care approach 6.55 

18 Reduce disparities in service delivery 6.73 Strong youth advocacy groups 6.59 

19 Youth partnering on policy decisions 6.76 Youth partnering on policy decisions 6.60 

20 Social marketing/strategic communication about SOC 6.81 Formal interagency team to make decisions about 
SOC 

6.65 

21 Coordinated/sustainable funding across systems 6.82 Social marketing/strategic communication about 
SOC 

6.71 



  Core Strategy-Family/Youth Partnership 

• Families believe professionals don’t 

communicate with them well while providers 
and stakeholders repeatedly pointed to 
communication as their strength. 

• Involve parents in team meetings  

• Increase opportunities for system level 
involvement for youth and families 

• Youth face extra barriers to involvement 



  Core Strategy-Cultural/Linguistic 

Participants from minority  race/ethnicity rated 

components lower than white participants 

12 4 11 5 6 3 

Ranking of Ratings: Community 1-32; State 1-30 

Rating scores: 1 = Strongly Disagree; 2 = Disagree; 3 = Neither 

Agree nor Disagree; 4 = Agree; and 5 = Strongly Agree 



  Community Strengths Community Needs 

1 Focus on early intervention 5.45 Accessible services 5.03 

2 Focus on prevention 5.86 Broad array of effective services 5.34 

3 Broad array of effective services 5.97 Focus on prevention 5.47 

4 Accessible services 5.97 Focus on early intervention 5.73 

5 Strong family advocacy groups 5.97 Coordination of care across systems 5.75 

6 Highly trained work force 6.01 Collaboration to improve trauma informed care 5.96 

7 Collaboration to improve trauma informed care 6.11 Reduce disparities in service delivery 5.96 

8 Culturally & linguistically appropriate services 6.13 Coordinated/sustainable funding across systems 5.99 

9 Formal interagency team to make decisions about SOC 6.17 Highly trained work force 6.03 

10 Agencies partnering to improve high fidelity wraparound 6.17 Maximize federal funding 6.11 

11 Training in system of care approach 6.32 Culturally & linguistically appropriate services 6.23 

12 Strong youth advocacy groups 6.33 Clear accountability for SOC policy decisions 6.26 

13 Coordination of care across systems 6.35 Agencies partnering to improve high fidelity 
wraparound 

6.30 

14 Outcome measurement & quality improvement systems 6.48 Families partnering on policy decisions 6.34 

15 Maximize federal funding 6.67 Youth partnering on policy decisions 6.46 

16 Families partnering on policy decisions 6.69 Strong family advocacy groups 6.47 

17 Youth partnering on policy decisions 6.69 Formal interagency team to make decisions 
about SOC 

6.48 

18 Reduce disparities in service delivery 6.69 Strong youth advocacy groups 6.50 

19 Coordinated/sustainable funding across systems 6.80 Outcome measurement & quality improvement 
systems 

6.54 

20 Clear accountability for SOC policy decisions 6.83 Training in system of care approach 6.56 

21 Social marketing/strategic communication about SOC 6.87 Social marketing/strategic communication about 
SOC 

6.78 



  State Strength State Need 
1 Focus on early intervention 5.64 Accessible services 5.20 

2 Strong family advocacy groups 5.88 Maximize federal funding 5.59 

3 Focus on prevention 5.93 Broad array of effective services 5.69 

4 Collaboration to improve trauma informed care 6.01 Coordination of care across systems 5.69 

5 Broad array of effective services 6.03 Reduce disparities in service delivery 5.73 

6 Culturally & linguistically appropriate services 6.14 Focus on prevention 5.73 

7 Highly trained work force 6.15 Focus on early intervention 5.80 

8 Outcome measurement & quality improvement 
systems 

6.22 Coordinated/sustainable funding across systems 5.85 

9 Formal interagency team to make decisions about 
SOC 

6.26 Clear accountability for SOC policy decisions 5.95 

10 Training in system of care approach 6.27 Highly trained work force 5.96 

11 Coordination of care across systems 6.39 Agencies partnering to improve high fidelity 
wraparound 

6.23 

12 Accessible services 6.40 Collaboration to improve trauma informed care 6.24 

13 Agencies partnering to improve high fidelity 
wraparound 

6.45 Families partnering on policy decisions 6.41 

14 Maximize federal funding 6.50 Outcome measurement & quality improvement 
systems 

6.48 

15 Families partnering on policy decisions 6.54 Strong family advocacy groups 6.50 

16 Strong youth advocacy groups 6.59 Culturally & linguistically appropriate services 6.50 

17 Clear accountability for SOC policy decisions 6.63 Training in system of care approach 6.55 

18 Reduce disparities in service delivery 6.73 Strong youth advocacy groups 6.59 

19 Youth partnering on policy decisions 6.76 Youth partnering on policy decisions 6.60 

20 Social marketing/strategic communication about SOC 6.81 Formal interagency team to make decisions about 
SOC 

6.65 

21 Coordinated/sustainable funding across systems 6.82 Social marketing/strategic communication about 
SOC 

6.71 



  Core Strategy-Cultural/Linguistic 

• Prepare the child serving system 

workforce to work with diverse cultures 

• Culture is more than race and ethnicity  

• Incorporate diversity in system planning, 

implementation and evaluation 

 



  Core Strategy-Finance 

Family members rated community funding 

coordination significantly lower; Significant 

differences by region 

30 27 32 29 28 27 

Ranking of Ratings: Community 1-32; State 1-30 

Rating scores: 1 = Strongly Disagree; 2 = Disagree; 3 = Neither 

Agree nor Disagree; 4 = Agree; and 5 = Strongly Agree 



  Community Strengths Community Needs 

1 Focus on early intervention 5.45 Accessible services 5.03 

2 Focus on prevention 5.86 Broad array of effective services 5.34 

3 Broad array of effective services 5.97 Focus on prevention 5.47 

4 Accessible services 5.97 Focus on early intervention 5.73 

5 Strong family advocacy groups 5.97 Coordination of care across systems 5.75 

6 Highly trained work force 6.01 Collaboration to improve trauma informed care 5.96 

7 Collaboration to improve trauma informed care 6.11 Reduce disparities in service delivery 5.96 

8 Culturally & linguistically appropriate services 6.13 Coordinated/sustainable funding across systems 5.99 

9 Formal interagency team to make decisions about SOC 6.17 Highly trained work force 6.03 

10 Agencies partnering to improve high fidelity wraparound 6.17 Maximize federal funding 6.11 

11 Training in system of care approach 6.32 Culturally & linguistically appropriate services 6.23 

12 Strong youth advocacy groups 6.33 Clear accountability for SOC policy decisions 6.26 

13 Coordination of care across systems 6.35 Agencies partnering to improve high fidelity 
wraparound 

6.30 

14 Outcome measurement & quality improvement systems 6.48 Families partnering on policy decisions 6.34 

15 Maximize federal funding 6.67 Youth partnering on policy decisions 6.46 

16 Families partnering on policy decisions 6.69 Strong family advocacy groups 6.47 

17 Youth partnering on policy decisions 6.69 Formal interagency team to make decisions 
about SOC 

6.48 

18 Reduce disparities in service delivery 6.69 Strong youth advocacy groups 6.50 

19 Coordinated/sustainable funding across systems 6.80 Outcome measurement & quality improvement 
systems 

6.54 

20 Clear accountability for SOC policy decisions 6.83 Training in system of care approach 6.56 

21 Social marketing/strategic communication about SOC 6.87 Social marketing/strategic communication about 
SOC 

6.78 



  State Strength State Need 
1 Focus on early intervention 5.64 Accessible services 5.20 

2 Strong family advocacy groups 5.88 Maximize federal funding 5.59 

3 Focus on prevention 5.93 Broad array of effective services 5.69 

4 Collaboration to improve trauma informed care 6.01 Coordination of care across systems 5.69 

5 Broad array of effective services 6.03 Reduce disparities in service delivery 5.73 

6 Culturally & linguistically appropriate services 6.14 Focus on prevention 5.73 

7 Highly trained work force 6.15 Focus on early intervention 5.80 

8 Outcome measurement & quality improvement 
systems 

6.22 Coordinated/sustainable funding across systems 5.85 

9 Formal interagency team to make decisions about 
SOC 

6.26 Clear accountability for SOC policy decisions 5.95 

10 Training in system of care approach 6.27 Highly trained work force 5.96 

11 Coordination of care across systems 6.39 Agencies partnering to improve high fidelity 
wraparound 

6.23 

12 Accessible services 6.40 Collaboration to improve trauma informed care 6.24 

13 Agencies partnering to improve high fidelity 
wraparound 

6.45 Families partnering on policy decisions 6.41 

14 Maximize federal funding 6.50 Outcome measurement & quality improvement 
systems 

6.48 

15 Families partnering on policy decisions 6.54 Strong family advocacy groups 6.50 

16 Strong youth advocacy groups 6.59 Culturally & linguistically appropriate services 6.50 

17 Clear accountability for SOC policy decisions 6.63 Training in system of care approach 6.55 

18 Reduce disparities in service delivery 6.73 Strong youth advocacy groups 6.59 

19 Youth partnering on policy decisions 6.76 Youth partnering on policy decisions 6.60 

20 Social marketing/strategic communication about SOC 6.81 Formal interagency team to make decisions about 
SOC 

6.65 

21 Coordinated/sustainable funding across systems 6.82 Social marketing/strategic communication about 
SOC 

6.71 



  Core Strategy-Finance 

• Overall, More funding is needed for children’s 

behavioral health services 

• Allocate funding to locate behavioral health 
services in schools 

• Make flexible funding available for formal and 
informal supportive services 

• Adjust policies and regulations to create 
funding streams supporting EBPs and system of 
care team participation  

• Address low reimbursement rates across all 
systems  



  Core Strategy-Workforce 

Family members rated community training and 

EBPs significantly lower; Family members rated 

state EBP training significantly lower 

3 12 10 13 7 9 

Ranking of Ratings: Community 1-32; State 1-30 

Rating scores: 1 = Strongly Disagree; 2 = Disagree; 3 = Neither 

Agree nor Disagree; 4 = Agree; and 5 = Strongly Agree 



  Community Strengths Community Needs 

1 Focus on early intervention 5.45 Accessible services 5.03 

2 Focus on prevention 5.86 Broad array of effective services 5.34 

3 Broad array of effective services 5.97 Focus on prevention 5.47 

4 Accessible services 5.97 Focus on early intervention 5.73 

5 Strong family advocacy groups 5.97 Coordination of care across systems 5.75 

6 Highly trained work force 6.01 Collaboration to improve trauma informed care 5.96 

7 Collaboration to improve trauma informed care 6.11 Reduce disparities in service delivery 5.96 

8 Culturally & linguistically appropriate services 6.13 Coordinated/sustainable funding across systems 5.99 

9 Formal interagency team to make decisions about SOC 6.17 Highly trained work force 6.03 

10 Agencies partnering to improve high fidelity wraparound 6.17 Maximize federal funding 6.11 

11 Training in system of care approach 6.32 Culturally & linguistically appropriate services 6.23 

12 Strong youth advocacy groups 6.33 Clear accountability for SOC policy decisions 6.26 

13 Coordination of care across systems 6.35 Agencies partnering to improve high fidelity 
wraparound 

6.30 

14 Outcome measurement & quality improvement systems 6.48 Families partnering on policy decisions 6.34 

15 Maximize federal funding 6.67 Youth partnering on policy decisions 6.46 

16 Families partnering on policy decisions 6.69 Strong family advocacy groups 6.47 

17 Youth partnering on policy decisions 6.69 Formal interagency team to make decisions 
about SOC 

6.48 

18 Reduce disparities in service delivery 6.69 Strong youth advocacy groups 6.50 

19 Coordinated/sustainable funding across systems 6.80 Outcome measurement & quality improvement 
systems 

6.54 

20 Clear accountability for SOC policy decisions 6.83 Training in system of care approach 6.56 

21 Social marketing/strategic communication about SOC 6.87 Social marketing/strategic communication about 
SOC 

6.78 



  State Strength State Need 
1 Focus on early intervention 5.64 Accessible services 5.20 

2 Strong family advocacy groups 5.88 Maximize federal funding 5.59 

3 Focus on prevention 5.93 Broad array of effective services 5.69 

4 Collaboration to improve trauma informed care 6.01 Coordination of care across systems 5.69 

5 Broad array of effective services 6.03 Reduce disparities in service delivery 5.73 

6 Culturally & linguistically appropriate services 6.14 Focus on prevention 5.73 

7 Highly trained work force 6.15 Focus on early intervention 5.80 

8 Outcome measurement & quality improvement 
systems 

6.22 Coordinated/sustainable funding across systems 5.85 

9 Formal interagency team to make decisions about 
SOC 

6.26 Clear accountability for SOC policy decisions 5.95 

10 Training in system of care approach 6.27 Highly trained work force 5.96 

11 Coordination of care across systems 6.39 Agencies partnering to improve high fidelity 
wraparound 

6.23 

12 Accessible services 6.40 Collaboration to improve trauma informed care 6.24 

13 Agencies partnering to improve high fidelity 
wraparound 

6.45 Families partnering on policy decisions 6.41 

14 Maximize federal funding 6.50 Outcome measurement & quality improvement 
systems 

6.48 

15 Families partnering on policy decisions 6.54 Strong family advocacy groups 6.50 

16 Strong youth advocacy groups 6.59 Culturally & linguistically appropriate services 6.50 

17 Clear accountability for SOC policy decisions 6.63 Training in system of care approach 6.55 

18 Reduce disparities in service delivery 6.73 Strong youth advocacy groups 6.59 

19 Youth partnering on policy decisions 6.76 Youth partnering on policy decisions 6.60 

20 Social marketing/strategic communication about SOC 6.81 Formal interagency team to make decisions about 
SOC 

6.65 

21 Coordinated/sustainable funding across systems 6.82 Social marketing/strategic communication about 
SOC 

6.71 



  Core Strategy-Workforce 
• Nebraska has a shortage of behavioral health 

professionals with expertise working with 
children/youth 

• Compensation of providers specializing in work 
with children is too low 

• Families want the workforce in child serving 

systems to be informed, understanding and 
available 

• Develop workforce skills to ensure specialty 
treatment and intervention is available when 
needed 



  Core Strategy-Social Marketing 

Family members rated community leaders 

significantly lower 

31 21 22 15 20 16 

Ranking of Ratings: Community 1-32; State 1-30 

Rating scores: 1 = Strongly Disagree; 2 = Disagree; 3 = Neither 

Agree nor Disagree; 4 = Agree; and 5 = Strongly Agree 



  Community Strengths Community Needs 

1 Focus on early intervention 5.45 Accessible services 5.03 

2 Focus on prevention 5.86 Broad array of effective services 5.34 

3 Broad array of effective services 5.97 Focus on prevention 5.47 

4 Accessible services 5.97 Focus on early intervention 5.73 

5 Strong family advocacy groups 5.97 Coordination of care across systems 5.75 

6 Highly trained work force 6.01 Collaboration to improve trauma informed care 5.96 

7 Collaboration to improve trauma informed care 6.11 Reduce disparities in service delivery 5.96 

8 Culturally & linguistically appropriate services 6.13 Coordinated/sustainable funding across systems 5.99 

9 Formal interagency team to make decisions about SOC 6.17 Highly trained work force 6.03 

10 Agencies partnering to improve high fidelity wraparound 6.17 Maximize federal funding 6.11 

11 Training in system of care approach 6.32 Culturally & linguistically appropriate services 6.23 

12 Strong youth advocacy groups 6.33 Clear accountability for SOC policy decisions 6.26 

13 Coordination of care across systems 6.35 Agencies partnering to improve high fidelity 
wraparound 

6.30 

14 Outcome measurement & quality improvement systems 6.48 Families partnering on policy decisions 6.34 

15 Maximize federal funding 6.67 Youth partnering on policy decisions 6.46 

16 Families partnering on policy decisions 6.69 Strong family advocacy groups 6.47 

17 Youth partnering on policy decisions 6.69 Formal interagency team to make decisions 
about SOC 

6.48 

18 Reduce disparities in service delivery 6.69 Strong youth advocacy groups 6.50 

19 Coordinated/sustainable funding across systems 6.80 Outcome measurement & quality improvement 
systems 

6.54 

20 Clear accountability for SOC policy decisions 6.83 Training in system of care approach 6.56 

21 Social marketing/strategic communication about SOC 6.87 Social marketing/strategic communication about 
SOC 

6.78 



  State Strength State Need 
1 Focus on early intervention 5.64 Accessible services 5.20 

2 Strong family advocacy groups 5.88 Maximize federal funding 5.59 

3 Focus on prevention 5.93 Broad array of effective services 5.69 

4 Collaboration to improve trauma informed care 6.01 Coordination of care across systems 5.69 

5 Broad array of effective services 6.03 Reduce disparities in service delivery 5.73 

6 Culturally & linguistically appropriate services 6.14 Focus on prevention 5.73 

7 Highly trained work force 6.15 Focus on early intervention 5.80 

8 Outcome measurement & quality improvement 
systems 

6.22 Coordinated/sustainable funding across systems 5.85 

9 Formal interagency team to make decisions about 
SOC 

6.26 Clear accountability for SOC policy decisions 5.95 

10 Training in system of care approach 6.27 Highly trained work force 5.96 

11 Coordination of care across systems 6.39 Agencies partnering to improve high fidelity 
wraparound 

6.23 

12 Accessible services 6.40 Collaboration to improve trauma informed care 6.24 

13 Agencies partnering to improve high fidelity 
wraparound 

6.45 Families partnering on policy decisions 6.41 

14 Maximize federal funding 6.50 Outcome measurement & quality improvement 
systems 

6.48 

15 Families partnering on policy decisions 6.54 Strong family advocacy groups 6.50 

16 Strong youth advocacy groups 6.59 Culturally & linguistically appropriate services 6.50 

17 Clear accountability for SOC policy decisions 6.63 Training in system of care approach 6.55 

18 Reduce disparities in service delivery 6.73 Strong youth advocacy groups 6.59 

19 Youth partnering on policy decisions 6.76 Youth partnering on policy decisions 6.60 

20 Social marketing/strategic communication about SOC 6.81 Formal interagency team to make decisions about 
SOC 

6.65 

21 Coordinated/sustainable funding across systems 6.82 Social marketing/strategic communication about 
SOC 

6.71 



  Core Strategy-Strategic Communication 

• Conduct a public awareness campaign 

emphasizing success 

• Educate families and helpers to keep children 
and youth safe 

• Social marketing must address stigma 

• Market where and how to get help 

• Marketing should contain a specific plan to 
reach at-risk families 



  Core Strategy - Hi-Fi Wraparound 

Youth rated community wraparound 

support and fiscal policies significantly 

higher 

8 10 29 23 18 11 

Ranking of Ratings: Community 1-32; State 1-30 

Rating scores: 1 = Strongly Disagree; 2 = Disagree; 3 = Neither 

Agree nor Disagree; 4 = Agree; and 5 = Strongly Agree 



  Community Strengths Community Needs 

1 Focus on early intervention 5.45 Accessible services 5.03 

2 Focus on prevention 5.86 Broad array of effective services 5.34 

3 Broad array of effective services 5.97 Focus on prevention 5.47 

4 Accessible services 5.97 Focus on early intervention 5.73 

5 Strong family advocacy groups 5.97 Coordination of care across systems 5.75 

6 Highly trained work force 6.01 Collaboration to improve trauma informed care 5.96 

7 Collaboration to improve trauma informed care 6.11 Reduce disparities in service delivery 5.96 

8 Culturally & linguistically appropriate services 6.13 Coordinated/sustainable funding across systems 5.99 

9 Formal interagency team to make decisions about SOC 6.17 Highly trained work force 6.03 

10 Agencies partnering to improve high fidelity wraparound 6.17 Maximize federal funding 6.11 

11 Training in system of care approach 6.32 Culturally & linguistically appropriate services 6.23 

12 Strong youth advocacy groups 6.33 Clear accountability for SOC policy decisions 6.26 

13 Coordination of care across systems 6.35 Agencies partnering to improve high fidelity 
wraparound 

6.30 

14 Outcome measurement & quality improvement systems 6.48 Families partnering on policy decisions 6.34 

15 Maximize federal funding 6.67 Youth partnering on policy decisions 6.46 

16 Families partnering on policy decisions 6.69 Strong family advocacy groups 6.47 

17 Youth partnering on policy decisions 6.69 Formal interagency team to make decisions 
about SOC 

6.48 

18 Reduce disparities in service delivery 6.69 Strong youth advocacy groups 6.50 

19 Coordinated/sustainable funding across systems 6.80 Outcome measurement & quality improvement 
systems 

6.54 

20 Clear accountability for SOC policy decisions 6.83 Training in system of care approach 6.56 

21 Social marketing/strategic communication about SOC 6.87 Social marketing/strategic communication about 
SOC 

6.78 



  State Strength State Need 
1 Focus on early intervention 5.64 Accessible services 5.20 

2 Strong family advocacy groups 5.88 Maximize federal funding 5.59 

3 Focus on prevention 5.93 Broad array of effective services 5.69 

4 Collaboration to improve trauma informed care 6.01 Coordination of care across systems 5.69 

5 Broad array of effective services 6.03 Reduce disparities in service delivery 5.73 

6 Culturally & linguistically appropriate services 6.14 Focus on prevention 5.73 

7 Highly trained work force 6.15 Focus on early intervention 5.80 

8 Outcome measurement & quality improvement 
systems 

6.22 Coordinated/sustainable funding across systems 5.85 

9 Formal interagency team to make decisions about 
SOC 

6.26 Clear accountability for SOC policy decisions 5.95 

10 Training in system of care approach 6.27 Highly trained work force 5.96 

11 Coordination of care across systems 6.39 Agencies partnering to improve high fidelity 
wraparound 

6.23 

12 Accessible services 6.40 Collaboration to improve trauma informed care 6.24 

13 Agencies partnering to improve high fidelity 
wraparound 

6.45 Families partnering on policy decisions 6.41 

14 Maximize federal funding 6.50 Outcome measurement & quality improvement 
systems 

6.48 

15 Families partnering on policy decisions 6.54 Strong family advocacy groups 6.50 

16 Strong youth advocacy groups 6.59 Culturally & linguistically appropriate services 6.50 

17 Clear accountability for SOC policy decisions 6.63 Training in system of care approach 6.55 

18 Reduce disparities in service delivery 6.73 Strong youth advocacy groups 6.59 

19 Youth partnering on policy decisions 6.76 Youth partnering on policy decisions 6.60 

20 Social marketing/strategic communication about SOC 6.81 Formal interagency team to make decisions about 
SOC 

6.65 

21 Coordinated/sustainable funding across systems 6.82 Social marketing/strategic communication about 
SOC 

6.71 



  Core Strategy-Wraparound 
• Support development of local interagency 

teams 

• Allow local teams flexibility to identify services 
and supports needed in their area  

 Fund high fidelity wraparound as direct service  

• Address eligibility, age and time limits for 
wraparound 

• Family centered practice training for all systems 

• Models other than high fidelity wraparound 

• Make high fidelity wraparound affordable 



  Core Strategy-Prevention 

Family members rated community prevention 

& early intervention significantly lower; 

Significant differences by region 

1 1 15 17 4 7 

Ranking of Ratings: Community 1-32; State 1-30 

Rating scores: 1 = Strongly Disagree; 2 = Disagree; 3 = Neither 

Agree nor Disagree; 4 = Agree; and 5 = Strongly Agree 



  Community Strengths Community Needs 

1 Focus on early intervention 5.45 Accessible services 5.03 

2 Focus on prevention 5.86 Broad array of effective services 5.34 

3 Broad array of effective services 5.97 Focus on prevention 5.47 

4 Accessible services 5.97 Focus on early intervention 5.73 

5 Strong family advocacy groups 5.97 Coordination of care across systems 5.75 

6 Highly trained work force 6.01 Collaboration to improve trauma informed care 5.96 

7 Collaboration to improve trauma informed care 6.11 Reduce disparities in service delivery 5.96 

8 Culturally & linguistically appropriate services 6.13 Coordinated/sustainable funding across systems 5.99 

9 Formal interagency team to make decisions about SOC 6.17 Highly trained work force 6.03 

10 Agencies partnering to improve high fidelity wraparound 6.17 Maximize federal funding 6.11 

11 Training in system of care approach 6.32 Culturally & linguistically appropriate services 6.23 

12 Strong youth advocacy groups 6.33 Clear accountability for SOC policy decisions 6.26 

13 Coordination of care across systems 6.35 Agencies partnering to improve high fidelity 
wraparound 

6.30 

14 Outcome measurement & quality improvement systems 6.48 Families partnering on policy decisions 6.34 

15 Maximize federal funding 6.67 Youth partnering on policy decisions 6.46 

16 Families partnering on policy decisions 6.69 Strong family advocacy groups 6.47 

17 Youth partnering on policy decisions 6.69 Formal interagency team to make decisions 
about SOC 

6.48 

18 Reduce disparities in service delivery 6.69 Strong youth advocacy groups 6.50 

19 Coordinated/sustainable funding across systems 6.80 Outcome measurement & quality improvement 
systems 

6.54 

20 Clear accountability for SOC policy decisions 6.83 Training in system of care approach 6.56 

21 Social marketing/strategic communication about SOC 6.87 Social marketing/strategic communication about 
SOC 

6.78 



  State Strength State Need 
1 Focus on early intervention 5.64 Accessible services 5.20 

2 Strong family advocacy groups 5.88 Maximize federal funding 5.59 

3 Focus on prevention 5.93 Broad array of effective services 5.69 

4 Collaboration to improve trauma informed care 6.01 Coordination of care across systems 5.69 

5 Broad array of effective services 6.03 Reduce disparities in service delivery 5.73 

6 Culturally & linguistically appropriate services 6.14 Focus on prevention 5.73 

7 Highly trained work force 6.15 Focus on early intervention 5.80 

8 Outcome measurement & quality improvement 
systems 

6.22 Coordinated/sustainable funding across systems 5.85 

9 Formal interagency team to make decisions about 
SOC 

6.26 Clear accountability for SOC policy decisions 5.95 

10 Training in system of care approach 6.27 Highly trained work force 5.96 

11 Coordination of care across systems 6.39 Agencies partnering to improve high fidelity 
wraparound 

6.23 

12 Accessible services 6.40 Collaboration to improve trauma informed care 6.24 

13 Agencies partnering to improve high fidelity 
wraparound 

6.45 Families partnering on policy decisions 6.41 

14 Maximize federal funding 6.50 Outcome measurement & quality improvement 
systems 

6.48 

15 Families partnering on policy decisions 6.54 Strong family advocacy groups 6.50 

16 Strong youth advocacy groups 6.59 Culturally & linguistically appropriate services 6.50 

17 Clear accountability for SOC policy decisions 6.63 Training in system of care approach 6.55 

18 Reduce disparities in service delivery 6.73 Strong youth advocacy groups 6.59 

19 Youth partnering on policy decisions 6.76 Youth partnering on policy decisions 6.60 

20 Social marketing/strategic communication about SOC 6.81 Formal interagency team to make decisions about 
SOC 

6.65 

21 Coordinated/sustainable funding across systems 6.82 Social marketing/strategic communication about 
SOC 

6.71 



  Core Strategy-Prevention 

• Fund and promote more 

preventative services 

• Build  and fund an array of early 

intervention services  



  Summary 
• Low system of care grades and 

lack of system of care components 

• Responses vary by race/ethnicity, 

type of participant, region, system 

• Strengths/Needs help identify 

priorities within core strategies 

• Qualitative information helps 

explain the data 
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Nebraska SOC Readiness Assessment  

EXECUTIVE SUMMARY 
The University of Nebraska Public Policy Center conducted a self-assessment of readiness for 
expanding systems of care in Nebraska. We used two methods: 1) a survey of 783 families, 
youth, service providers and other stakeholders, and 2) discussion forums in all six behavioral 
health regions involving 319 participants. Key findings include the following: 

• Overall, participants gave the current system of care average grade of between C- and C. 
Family members and individuals involved in Developmental Disabilities, Healthcare, and 
Substance Abuse gave lower system ratings. 

• Nearly all system components were found lacking. At the community level, the most 
lacking components are 1) a clear and feasible plan for sustaining fiscal support, 2) a 
local social marketing plan, and 3) youth as influential partners. At the state level, the 
most lacking components are 1) an effective approach to coordinate funding, a clear and 
feasible plan to sustain fiscal support, and an appropriate array of services.  

• Priority needs at the community level include developing accessible services, a broad 
array of effective services, and a focus on prevention. At the state level, the priority needs 
were developing accessible services, maximizing federal funding, and developing a broad 
array of effective services. 

• Participants indicated the state should model the system of care approach by provide the 
framework, data and resources for local implementation of systems of care. 

• Participants recommended developing a  common curriculum for trauma informed care 
training, systematically implement trauma informed care across systems and monitor 
fidelity to evidence based trauma informed care practices. 

• Participants recommended developing a broader array of services including informal 
support systems, transportation, school-based services, and crisis intervention. 

• Participants suggested increasing opportunities for system level involvement for youth 
and families and equipping them with the skills to participate effectively in policy 
development. 

• Participants recommended developing a shared understanding of cultural and linguistic 
competency, attending to the cultures of different service delivery systems, enhancing 
recruitment and retention of diverse professional staff and interpreters, and ensuring 
diverse representation in all aspects of system planning and evaluation. 

• Participants proposed increasing funding for children’s behavioral health services, 
sustaining funding over the long term, enhancing funding for mental health services in 
schools, ensuring funding can be used flexibly for formal services and informal supports, 
and developing adequate reimbursement rates to support evidence based practices. 

• Participants recommended better use of other system professionals, methods to improve 
recruitment and retention of providers, and training on topics such as trauma-informed 
care, evidence-based practices, social and emotional development. 

• Social marketing and strategic communications were not seen as high-need areas. 
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• Participants proposed increasing access to wraparound and developing a consistent model 
and common training approach across systems. 

• Participants suggested greater emphasis on prevention and early intervention including 
locating services in schools and medical settings.  
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INTRODUCTION 
The Nebraska Department of Health and Human Services (DHHS) contracted with the 
University of Nebraska Public Policy Center to conduct a self-assessment of readiness for 
expanding systems of care in Nebraska. The self-assessment is part of the Nebraska System of 
Care Expansion Initiative, an effort funded by the Substance Abuse and Mental Health Services 
Administration designed to create a statewide comprehensive strategic plan for prevention-
oriented, culturally and linguistically appropriate, and family-driven, youth-guided SOC for 
children/youth with Serious Emotional Disturbances and their families. 

METHODS 

Two methods were used to gather the information for the readiness assessment: 1) a survey 
administered on-line and on paper and 2) discussion forums conducted in each of the six 
behavioral health regions in Nebraska. The survey was distributed by system partners over a 
period of three weeks. The sample was one of convenience and was generally composed of 
people in Nebraska with involvement in or concerns about the child and youth serving systems. 
The survey and discussion questions centered on the 10 core strategies adopted by the Nebraska 
system of care Project Management Team in this planning initiative: 

1. Policy/ Administration 
2. Trauma-Informed Care 
3. Services and Supports 
4. Family and Youth Partnerships 
5. Culturally and Linguistically Appropriate Services 
6. Finance 
7. Workforce Development 
8. Social Marketing and Communication 
9. High-Fidelity Wraparound 
10. Prevention 

Survey and discussion questions were 
developed in collaboration with the Project 
Management Team. The discussion forums 
were organized with the help of behavioral 
health regions, DHHS service areas and 
Nebraska Federation of Families local 
affiliates. The discussion forums were 
separated by constituency groups: 1) youth, 2) 
family members, and 3) stakeholders including 
mental health and substance abuse service 
providers, children and family service workers, 
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juvenile justice professionals, educators, health workers, early childhood professionals, and 
vocational rehabilitation. Forums were held on the following dates:  

• Region 1 November 15 
• Region 2 November 14 
• Region 3 November 18 
• Region 4 November 12 
• Region 5 November 20 
• Region 6 November 22 

 

A total of 42 discussion forums were conducted that included 319 participants – 27 youth, 82 
family members and 210 stakeholders. Table 1 shows the number of participants by region. 
There were 783 survey participants. Table 2 shows survey participants by region and participant 
group. Nine youth, 108 family members, and 669 stakeholders participated in the survey. Nearly 
92% of respondents were white and non-Hispanic/Latino. 

 

 

 

 
 

 

  

Table 2: Survey participants by region and 
group 

 

Regions Family Youth Service
System Respondents

Region 1 11.3% 1.9% 86.8% 53
Region 2 16.1% 0.0% 83.9% 31
Region 3 9.1% 2.4% 88.4% 164
Region 4 13.3% 1.2% 85.5% 83
Region 5 13.8% 0.5% 85.7% 210
Region 6 18.6% 0.5% 80.9% 188
Statewide 9.3% 1.9% 88.9% 54

TOTAL 13.6% 1.1% 85.2% 783

Table 1: Discussion group participants 

Region Family Youth 
Service 
System 

Total 
Discussants 

1 4 2 56 62 
2 18 5 23 46 
3 18 2 33 53 
4 6 0 8 14 
5 25 16 38 79 
6 12 5 48 65 
Total # 83 30 206 319 
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RESULTS 
 

GENERAL RATINGS  

Overall, survey participants gave the Nebraska system of 
care a grade of C- to C in rating how well it works for 
children and families. This indicates generally less than 
positive views and room for improvement. The grade 
varied by participant group, indicating the system may 
benefit some groups more than others. For example, 
family members rated the system lower than other groups 
(see Figure 1).  

Survey participants were asked to the degree to which they 
agreed that system of care components exist in their 
communities and at the state level. Generally, survey 
participants indicated most system of care components are 
lacking in their communities and at the state level (see Tables 4.1 and 4.2 in Appendix 4 for the 
ratings of all system of care components). Only three components averaged positive ratings at 
the community level and no component averaged positive ratings at the state level. Table 3 
shows the three top and three bottom rated system of care components existing in communities 
and the state. 

 

Table 3: Top three and bottom three system of care components for community and state 

 Community State 

Top Three 
Components 

1. There is a strong effort in my 
community/area to redeploy 
funds from higher cost to lower 
cost services 

2. There is an appropriate array of 
services for children and 
families in my community or 
area 

3. Workers are trained to 
effectively respect and work 
with children and families in my 
community 

1. There is a strong state effort to 
redeploy funds from higher 
cost to lower cost services 

2. There is a formal interagency 
State level team for joint 
decision making across child-
serving systems 

3. Agencies work together  to 
ensure services for children 
and families are culturally and 
linguistically appropriate (state 
level) 
 
 

Figure 1: System rating by participant 
group 

 
1 = F, 2 = D-, 3 = D, 4 = D+, 5 = C-, 6 = C, 7 
= C+, 8 = B-, 9 = B, 10=B+, 11=A-, 12=A, 
13=A+ 
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Bottom 
Three 
Components 

1. There is a clear and feasible plan 
for sustaining fiscal support for 
children and family services in 
my community/area 

2. There is a local social 
marketing/strategic 
communication plan to inform 
people about the system of care 

3. In my community/area, youth 
are influential partners working 
with agencies to decide 
youth/family policies 

1. The State has an effective 
approach to coordinate funding 
across child serving systems 

2. There is a clear and feasible 
plan for sustaining fiscal 
support for children and family 
services in Nebraska 

3. An appropriate array of 
services for children and 
families is available statewide 

 

 

Survey participants were asked to identify and rate the system of care service components that 
were strengths and needs in their communities and at the state level. Table 4 shows the three top 
ranked strengths and needs for communities and the state. 

Table 4: Top three rated strengths and needs for communities and the state 

 Community State 

Strengths 1. Focus on early intervention 
2. Focus on prevention 
3. Broad array of effective services 

1. Focus on early intervention 
2. Strong family advocacy groups 
3. Focus on prevention 

Needs 1. Accessible services 
2. Broad array of effective services 
3. Focus on prevention 

1. Accessible services 
2. Maximize federal funding 
3. Broad array of effective services 

 

The community results indicate survey participants feel most positively about the prevention 
efforts, the array of services in their communities, and the professionals who provide those 
services. Although these system of care components are seen as relative strengths, survey 
participants indicated they also are areas of greatest need and require enhancements. Hence, 
although prevention and a broad array of effective services are seen as strengths, these 
components are also identified as being priorities for improvement. The indication that service 
accessibility is the top priority need may indicate that although services exist, youth and families 
may not be able to access them (the complete list of community strengths and needs can be 
found in Appendix 4, Table 4.3).  

For the state results, it may not be surprising that a formal state-level team for joint decision 
making was rated as the system of care component most likely to exist, since many of the survey 
participants were aware of Nebraska’s System of Care (SOC) Expansion initiative, which 
includes an interagency team. The SOC initiative has attempted to include diverse stakeholders 
in the planning process and includes core strategy teams. Hence, the relatively high rating of the 
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top three items may reflect the current planning initiative. The biggest areas of need as identified 
by participants are to coordinate, sustain and maximize funding and to develop an array of 
accessible services (the complete list of state strengths and needs can be found in Appendix 4, 
Table 4.4).  

There were significant differences in system of care ratings among different groups of survey 
participants. Family members tended to rate the overall Nebraska system of care higher than 
youth and providers, but tended to rate individual system of care components lower than did the 
other two groups (these differences are discussed under the 10 core strategies below).  

There were significant differences in ratings based on area of the state. Participants from Region 
6 gave the Nebraska system of Care the lowest rating, and participants from Region 4 gave the 
system of care the highest rating (F (6,742) =3.755, p<.001). Figure 2 shows the ratings. There 
were also significant differences across region in the ratings of system of care components and 
the rankings of strengths and weaknesses at the community and state levels. These results can be 
found in Appendix 5. 

 
 

There were also substantial differences in system of care ratings across service delivery systems. 
Participants from other systems and from the early childhood system tended to rate the system of 
care higher;  participants from substance abuse, developmental disabilities, and healthcare tended 
to rate the system lower (see figure 3). In addition, the longer a participant has been involved in 
the system of care, the more likely that individual is to rate system of care components lower. 
Differences in rating of system of care components across youth-serving systems can be found in 
Appendix 6. 

0

2

4

6

8

Region 1 Region 2 Region 3 Region 4 Region 5 Region 6 Statewide

5.74 5.57 5.18 
6.04 

5.28 4.66 4.77 

Figure 2: System Rating by Area 

1 = F, 2 = D-, 3 = D, 4 = D+, 5 = C-, 6 = C, 7 = C+, 8 = B-,9 = B, 10=B+, 11=A-, 12=A, 13=A+ 
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There were also differences in ratings based on race and ethnicity. Participants who were white, 
non-Hispanic rated components related to cultural and linguistic competence higher than 
minority groups (see Figure 4). Minority participants were less likely than white-non-Hispanic 
participants to identify “families partnering on policy decisions” to be a community strength and 
more likely to identify “accessible services” and “culturally and linguistically appropriate 
services” as community needs.  

  
Ratings range from “1” (strongly disagree component exists) to “5” (strongly agree component 
exists); an average of less than “3”indicates on average participants believed the component does 
not exist. 

  

5.05 
4.83 

5.19 5.18 

4.83 4.93 
4.82 

5.05 4.95 

5.58 

Figure 3: System of Care Ratings by System 

0 0.5 1 1.5 2 2.5 3

Individuals working together to improve children
and family services, represent the diversity of the

state

Agencies work together  to ensure services for
children and families are culturally and linguistically

appropriate (state level)

Figure 4: System of Care Rating by Race/Ethnicity 

Non-White White

1 = F, 2 = D-, 3 = D, 4 = D+, 5 = C-, 6 = C, 7 = C+, 8 = B-,9 = B, 10=B+, 11=A-, 12=A, 13=A+ 
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POLICY/REGULATION 
Survey participants thought clear accountability 
for decisions, formal interagency teams that make 
decisions, and joint use of data for decision 
making is lacking at both the community and 
state levels. Community ratings were slightly 
higher than state ratings. Family members tended 
to rate all items at the community level lower 
compared to ratings from other respondent 
groups. 
 
Participants made comments in the survey and 
discussion forums about policies, administrative practices and regulatory issues. The first area 
centered on participant desires for state agencies to model the type of collaboration needed to 
make systems of care work. Many of the comments were either critical of or encouraging more 
collaboration within the Nebraska Department of Health and Human Services. In particular there 
was a strong desire for increased participation in the system of care initiative by Medicaid and 
Child Welfare. There were also comments about the need for education and developmental 
disability systems to participate more fully. 
“It has to start from the top.  If the agencies at the state level aren't talking to each other, it is 
impossible for collaboration to occur regionally or locally.”  
 
Participants wanted to see state services implement the systems of care philosophy by using 
family centered practices and monitoring fidelity to evidence based treatments in state services 
(for example, limiting caseloads for child welfare workers). At the policy level participants want 
state leaders to provide the framework, data and resources for local implementation of systems of 
care. They cautioned state leaders to create policies that allow for creativity by local 
collaborations to meet local needs and to identify mechanisms to encourage and fund community 
collaboration development.  
“There needs to be agreement about what the outcomes should be, but then allow communities to 
be flexible and creative to achieve solutions that work within their communities.” 
 
Participants want state systems to align and streamline administrative procedures so they are 
family friendly. For example, participants suggest the state create one shared intake process that 
does not need to be repeated across systems, create mechanisms for information among systems 
that respect confidentiality and consider one application covering all state funded programs (e.g., 
Medicaid, Food Stamps). There was an overall sense that efficiency was currently a priority over 
being family centered. Other suggestions from participants include making a live person 
available to talk with families when they call DHHS and reviewing procedures to speed 
eligibility determination in multiple systems at once. Administrative procedures were viewed as 

Figure 5: Ratings of policy components 
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barriers to accessing services. Some recommend that systems discontinue perceived 
requirements of failure at lower levels of care before higher intensity services can be accessed. 
 
Participants want service definitions, reimbursement rates and funding roadmaps reviewed and 
aligned. Most comments in this area reflected perceptions that reimbursement rates for service 
providers by Medicaid was too low and not supportive of evidence based practices. This was 
coupled with a desire for private insurance to cover child mental health and developmental 
services more fully.  
“Medicaid has made it difficult for low income families to find high quality services. Many 
providers do not accept Medicaid families due to low reimbursement rates.” 
 
Participants suggest that Medicaid reimbursement rates and covered services be reviewed to 
ensure they cover effective practices and reimburse providers appropriately. Specifically 
participants want the state to create a policy and practice of reimbursing providers for 
participation in team meetings. In addition, suggestions were made to review eligibility, stop 
dates and rules for state funded or Medicaid services for children and youth across systems and 
to identify gaps and contradictions among system procedures and rules with families at the table. 
“Insurance and program eligibility shouldn't dictate if my kid gets help; if they need help why 
can't there be one organization that provides it, period.” 
 
Many participants are in favor of creating shared mechanisms for flexible funding of support 
resources across systems. They recommend that service development of prevention, early 
intervention and crisis services for children and youth be prioritized by policy makers along with 
policies that support EBPs for Autism spectrum disorders. 
 
Before evidence based programs can be fully implemented, participants believe workforce 
capabilities to use them must be enhanced. They suggest policy makers identify preferred 
evidence based practices and coordinate with funders to ensure these practices are covered. They 
suggest the state create incentives for provider adoption of evidence based practices. Participants 
want the state to investigate why there is such a high turnover of caseworkers and create an 
administrative and regulatory environment to support and retain good workers. Participants view 
the state as having a responsibility to identify and implement common education/training for 
everyone working in child serving systems and to instill a culture of customer service and family 
centered practice in all state funded systems. This was coupled with a desire for education 
system standards for safety, working with children who have complex behaviors and team 
meetings (family centered).  
 
Once systems of care policies are being implemented, participants said they want the state to 
create system measures that are transparent, accessible and used for system adjustment. This 
includes fidelity monitoring and collecting and aggregating data around performance measures 
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across systems. There is an expectation that shared data points across systems will be created and 
common system measures will be used across child serving systems (including schools). 
Participants want to see both quantitative and qualitative measures of system development 
monitored and provided to communities. Community members want feedback and transparency 
in system monitoring (for example with the current DHHS/Probation changes, on policies 
implemented to combat bullying in schools, and disproportionality in juvenile justice).  
 

TRAUMA-INFORMED CARE 
Survey participants thought there was 
a lack of interagency collaboration to 
promote trauma informed care and 
efforts to train providers in trauma 
informed care. Participants tended to 
think there were more efforts to train 
providers on trauma informed care at 
the community level than at the state 
level. Family members were more 
likely than providers and other 
stakeholders to rate these system of 
care components low at both the state 
and community levels.  
 
Survey comments and discussion forums revealed there was a general consensus that a common 
understanding of trauma was needed across systems. 
“Early intervention, and education and training are key, and say trauma is trauma not just bad 
behavioral and what trauma causes” 
 
Participants suggested that the state use a common curriculum to educate professionals in all 
systems about trauma (child welfare, education, behavioral health, and medical/health). 
Additional education was also suggested for families and the public about how trauma impacts 
people across the age span.  
 
Participants want practices that are trauma informed systematically implemented in all systems. 
Many noted they had training about trauma but were still trying to figure out how to implement 
what they learned, so suggestions were made to identify and promote specific evidence based 
practices that are trauma informed for schools; foster parenting; court/justice; medical; child 
welfare; law enforcement; and clinical settings. It was also suggested that fidelity to EBPs be 
monitored and that common assessment tools be used to create a shared understanding of trauma 
impacts that can be shared across systems. Participants want all systems to review their current 
administrative practices to ensure they are trauma sensitive (e.g., conducting investigations) 

Figure 6: Ratings of Trauma-Informed Care 
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“We’ve have the training but how do we help each other operationalize that?”  
 
Another widespread concern for participants is to create and implement systemic plans to 
address and prevent secondary/vicarious trauma of workers. They suggest the state assess 
potential trauma impacts of institutional or system change prior to implementation and 
disseminate best practices for prevention of vicarious trauma across systems. 
 

SERVICES AND SUPPORTS 
Survey participants perceive that service and 
support components were lacking at both the state 
and local levels including high-quality services, 
coordination of care, and accessible services. 
Participants indicated an appropriate array of 
services for children and families exists in their 
community, but not at the state level. Family 
members rated the community array of services 
higher but all other service and support 
components at both the state and local level lower 
than did providers and other stakeholders. 
 
Survey and discussion forum participants voiced 
an overall perception that we need more of all services and supports.  
“We have NO Treatment Services in this area so children are sent far away from their families 
and parents are expected to travel, that have no money, to participate in treatment with their 
children.” 
 
Although there was agreement that support services must be part of a service array for families, 
there was a difference in the type of supports desired by families and professionals. Families and 
youth want to build strong informal support systems such as support groups and extracurricular 
activities for children and youth, but few professionals made such comments. Both families and 
professionals want more formal support services like age-based mentors; supervised places for 
teens; and formal Youth and family advocacy 
“Community treatment aides for juveniles are placed on probation for their parents who have a 
mental health or substance abuse issues” 
 
Many participants noted that transportation is a problem in rural and urban areas. Participants 
said that services and supports are not always close to home and require travel to either attend or 
deliver them. Few if any transportation supports are available, especially in rural areas.  
“Some families do not have the means to travel 5-20 miles to get the help they need, nor do they 
have schedules that allow them to go in the evenings.” 

Figure 7: Ratings of Services & Supports 
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Participants said that focused support is needed at transition points for youth (Middle 
School/High School/adulthood). These points were viewed as critical developmental milestones 
that children and youth with complex problems don’t always negotiate well. Suggestions for 
increased services and supports at these points include mentors (Peers and adults); support 
groups; supported employment; and independent living support including housing. 
“Build two tier independent living project for youth who are not system involved. There is not 
housing for them unless they are a state ward or in trouble. “ 
 
Families and professionals both advocate for more education on parenting including the 
“swarming signs of troubled youth before too late”, recognizing depression, and managing 
behaviors. Although professionals want to support families, they also want “accountability 
standards for parents” that are part of service system requirements.   
“We need services that work with parents - even when they don't want to…There needs to be 
some sort of requirements for parents when students are failing, have severe behavior and 
emotional issues.” 
 
Families, professionals and some youth want to locate services/supports in schools. Schools are 
viewed as convenient, low stigma locations for families and youth that are often in areas close to 
where families live. Participants did not advocate for schools to become service providers, but 
did believe schools were ideal places for services to be located and made available.   
“Embed services for youth into the schools rather than expect families to access services on their 
own.” 
 
Participants did want educational systems to have the resources they need to keep children with 
complex needs in school at all ages. A frequent suggestion for keeping kids in school was to hire 
social workers or counselors to consult with teachers and families.   
“If funding were available, I think an excellent improvement in child services would be to place 
a full-time, highly qualified social worker and child counselor in each Title I school and half-
time ones in each non-Title I school.”   
 
Participants believe costs and reimbursement rates limit accessibility of services and supports. 
Many expressed the view that the Medicaid reimbursement rates for specialized child services is 
too low and that additional flexible funding is needed for families to access the support services 
they need.  
“Insurance is an issue; providers complain the requirements for Medicaid is terrible so they stop 
seeing youth.” 
 
Participants identified a number of gaps in the service array for children and youth.  Generally, 
participants said that child/youth crisis services are underdeveloped across the state. A frequent 
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concern was for development of crisis services that include in-home stabilization and 24 hour 
availability of crisis teams for assessment and consultation for families and law enforcement.  
“Have crisis teams to respond to families in crisis then route them to the services they need, 
medical, behavioral, school, I would want funding to help develop that system because it would 
be a good support for every system sitting here, that early intervention is crucial.” 
 
Families said there is a need for more affordable respite services for teens with severe behaviors.   
“Trained and affordable respite for older children with mental illness/behaviors.  Just because a 
child turns 12, the families still need respite care.” 
 
Participants perceive that intensive outpatient programming options for youth are not available in 
many areas of the state in mental health or substance abuse service systems. Participants 
specifically identified day treatment (partial hospitalization) and similar programming as lacking 
in many parts of the state.  
“Intensive counseling services that work with not only the child but the entire family and don't 
quit after 90 days.”   
 
Other service gaps identified by participants include child psychiatric services; more quality 
residential services to serve youth with severe behavior disorders and addictions; evidence based 
services (MST) are not readily available in all parts of the state; and specialized population 
specific services are not accessible (juveniles who have experienced sexual assault and sex 
trafficking, services for young sexual aggressors, teen mothers and their children, gang members, 
children with reactive attachment disorder (RAD), Autism spectrum disorder, traumatic brain 
injury, youth with drug abuse problems, co-occurring disorder, or youth in detention.)  
 
FAMILY AND YOUTH PARTNERSHIPS 
Survey participants perceive family and 
youth partnership components as lacking at 
both the state and community level. This 
includes the ability of youth and families to 
direct their own care, families and youth 
being influential partners working with 
agencies, and having strong youth and 
family organizations. Ratings for family and 
youth partnership components tended to be 
higher at the community level than at the 
state level. Family members rated the 
existence of state youth organizations 
significantly lower than did other participant 
groups.  

Figure 8: Ratings of Youth/Family Partnership 
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Comments revealed that families believe professionals don’t communicate with them well while 
providers and stakeholders repeatedly pointed to communication as their strength. Families want 
to be involved in team meetings and want them scheduled at times they can attend. Families 
believe professionals see things only through their own lens and that intervention is often “blame 
based”.  They want professionals to recognize that often the family system is under stress and 
that there is a power differential in the team meetings that naturally limit the family voice in that 
setting. They believe tolerance and understanding is needed to work well with families.  
“Truly involve the parents in the planning, don’t assume they are bad parents. …Stay with the 
family for a longer period of time… The family should have feedback as to how long they are 
worked with, instead of being told – we think you are doing great so we are going to complete 
your plan, is that okay?”   
 
Some parents commented that they try to protect youth by excluding them from team meetings if 
they believe it is not going to helpful for the youth or family system.  
“Parents keep kids out because if the meetings aren’t strength based there is a reason the youth 
isn’t there. “ 
 
Some providers commented that some parents aren’t ready to advocate for child’s best interest so 
parental accountability is important.  
“Some parents don’t want better things for their kids. Some parents don’t want to look bad. 
Parents expect systems to fix kids. Parents need to understand their responsibilities and how to 
raise their kids.”   
 
Professionals working in schools believe they should be involved in teams because they often 
work with children most of the day and may have information parents do not have.  
In general participants want to increase opportunities for system level involvement for youth and 
families. Some participants cautioned against relying solely on family organizations to represent 
all families and all youth. 
“It appears that one or two families and one youth represent the "family" and "youth" voice at 
all meetings (I see the same person or two people) which is not a fair or accurate representation.  
There is not a good mechanism for sharing the consumer/family perspective.”  
 
Many commented on the need to equip family members and youth so they know how to 
participate at the system level. They noted that community collaborative meetings should be held 
when families/youth can attend which is often outside of normal business hours. Youth face 
extra barriers to involvement. Youth participants noted that they are not always taken seriously at 
team or system level meetings. A barrier for transition age youth participation is that their basic 
needs must be met before system level involvement can be expected.  
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CULTURALLY AND LINGUISTICALLY APPROPRIATE SERVICES 
Survey participants thought cultural and 
linguistic appropriate care components 
were lacking at both the state and 
community level including diverse 
participation of individuals working 
together to address system of care issues, 
agencies working together to address racial 
and ethnic disparities in services, and 
working to ensure services are culturally 
and linguistically appropriate. Ratings at 
the community level tended to be higher 
than at the state level. 
 
Generally all participants were aware of a need to address cultural and linguistic competence in 
systems of care. However some participants advocate for a shared understanding of what that 
means.  
“I’m not even sure we even have a good definition for cultural and linguistic competence” 
 
Participant comments reflect a desire for systems to recognize that culture is more than race and 
ethnicity; participants noted it includes Gender; Poverty; LGBT; Family culture; and Religion.  
Rural residents were specifically concerned that rural and frontier culture is recognized in 
addition to the more urban culture in Nebraska’s largest cities. Some participants talked about 
culture specific to different systems and its impact on how professionals work together and with 
families (courts; mental health; substance abuse; child welfare).  
 “When you try to get funding they want you to be culturally competent but funders don’t 
recognize rural/frontier culture.” 
 
Participants offered suggestions to prepare the child serving system workforce to work with 
diverse cultures. For example, many comments were made about the need to attract, develop and 
retain bilingual provider staff, especially Spanish.  
“Hiring bilingual bicultural workers is hard because they don’t always test or interview well. 
We need to dig into references to find out who a person really is.” 
“For us to hire bilingual staff is really a training period for others to hire them away from 
DHHS.” 
 
Another large area of concern is to develop professional interpreters (including sign language) 
with knowledge of systems and cultures. Additionally, providers need education about how to 
effectively use interpretation service with children, youth and families. 

Figure 9: Ratings of Cultural/Linguistic Care 
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“Interpreters need to be trained in mental health world and should address their secondary 
trauma.” 
 
Providers and family members note that cultural issues impact understanding of mental health 
for workforce members. This comes into play when urban professionals are linked to rural areas 
via tele-medicine; and when international professionals join the Nebraska workforce.  
 
Some participants want to make sure that diversity is incorporated in system planning, 
implementation and evaluation. This includes use of data to drive decisions about 
disproportionate service in all systems and ensuring Nebraska’s diversity is represented in 
planning bodies at the state level.  
“We don’t involve people of color in system building; takes a big effort to get a diverse voice and 
we will build another system that is again not capturing the diverse voice.” 
 

FINANCE 
Survey participants believe finance components 
were lacking at both the state and community 
level including coordination of funding across 
service systems, use of flexible funding, having a 
clear and feasible plan for sustaining fiscal 
support and maximizing federal funding at the 
state level. Ratings at the community level tended 
to be higher than at the state level. Family 
members rated all community funding 
components significantly lower compared to 
ratings by providers and other stakeholders. 
 
Overall, participant comments regarding finance centered on the belief that more funding is 
needed for children’s behavioral health services. 
“More funding has to be infused - schools and providers can’t absorb any more without 
additional resources and support” 
 
Most recommend that plans for systems of care in Nebraska include ways to sustain funding over 
time rather than considering only one time infusions in the system.  
“Often, after a couple years the funding goes away and is not sustained. The problem is it takes 
resources out of other programs while they are trying to meet the demands of the funded 
program.” 
 
Participants in all parts of the state strongly believe funding should be directed toward co- 
locating behavioral health services in schools. 

Figure 10: Ratings of Finance 
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“Look at how you can allocate funding and push services and trained providers and caseworkers 
into the school setting as a place for services to start.  This is where we often identify the mental 
health needs, where we can monitor student growth, where we can begin to build relationships 
with families, where we can bring resources to isolated communities.” 
 
Many comments include the need for financing plans to make flexible funding available for 
formal and informal supportive services in addition to traditional treatment. Participants said that 
this is often an element of financing that is left out of funding or is not sustained.  
“Would like to see some sort of flex funding be made available for youth/families before they 
enter in to costly systems of care.” 
 
Many comments, especially from providers, advocate adjusting policies and regulations to create 
funding streams supporting EBPs and system of care team participation. Many perceive that 
evidence based practices are supported in theory but seldom are there financial incentives made 
available to make their use financially feasible.  
“If we don’t have a lot of kids in a service the service may not have enough business to sustain 
it.” 
 
There were also comments about the need to adjust rules for authorizing services that are EBPs.  
“Magellen doesn’t approve when it deems it behavioral rather than mental health so it is hard to 
get payment for service authorized” 
“Bruce Perry talks about treatments kids need to overcome trauma and at the same time 
Medicaid says they won’t pay for it. Seems like one part of the state (bh) says it works and use it 
and Medicaid won’t pay for it (EMDR; art therapy; play therapy)”   
 
Participants made suggestions to help finance elements of systems of care such as braiding 
funding streams so they follow the child; creating service coordination rates for providers; 
funding cross-system youth crisis teams; and aligning billing and administrative 
forms/procedures across systems (child welfare, regions, behavioral health and Medicaid). It was 
suggested that a common definition for medical necessity be adopted by all child serving systems 
to guide behavioral health authorizations. Some suggested that a single overarching group be 
formed with power to review and align system procedures; referee funding for children with 
needs that cross systems; and provide oversight for mapping fund usage across child serving 
systems.  
 
Participants want low reimbursement rates across all systems to be addressed. Suggestions also 
include creating incentives for EBP use, team participation and provider investment in system 
coordination. Of particular concern in rural areas is a need to create a travel reimbursement rate 
for providers.  
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“Lack of funding for providers to take the time to build relationships with families that have high 
trauma and stigma needs. Lots of work that needs to be done on non-billable time” 
 
Families caring for children and youth to keep them out of foster care lament about the 
difference in compensation for them versus foster parents. They recommend incentivizing family 
care over foster care.  
“If a child goes into foster care they would have received somewhere between 700-1000 a month 
compared to 200 for families.”  
 

WORKFORCE DEVELOPMENT 
Survey participants said that 
workplace development components 
were lacking at both the state and 
community level including statewide 
system of care training, training 
workers to provide high-fidelity 
wraparound, and training 
professionals to provide effective 
evidence-based practices. 
Participants tended to believe there 
were efforts to train workers to 
effectively respect and work with 
children and families in their 
community. Ratings at the 
community level tended to be higher than at the state level. Family members rated community 
wraparound training and community and state evidence based practice training lower compared 
to ratings by providers and other stakeholders. 
 
Comments and discussion forums revealed that across the state there was a general perception 
that Nebraska has a shortage of behavioral health professionals with expertise working with 
children/youth. Specifically we heard there were acute shortages of child psychiatrists, and 
therapists/counselors with specific expertise in Evidence Based Practices (EBPs) for children and 
youth. Participants note that school social workers are underutilized and that DHHS should use 
more qualified social workers within the child welfare system. Many other specific professions 
were mentioned by participants as being unavailable or with limited availability across the state 
(substance abuse treatment professionals with expertise working with children and youth; 
providers with expertise working with co-occurring problems; Autism spectrum specialists; 
foster parents to care for children with complex behavior problems; family/youth peer 
advocates.) A common theme was also the need for a more diverse workforce in all child serving 
systems.  

Figure 11: Ratings of Workforce Development 
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One potential cause for workforce shortages echoed by many participants was the perception that 
compensation of providers specializing in work with children is too low. 
“You can teach the skills of high-fidelity wraparound to anyone, but there are workers that are 
truly skilled providers that are severely underpaid and overworked. This causes workers to leave 
the field and leaves families, agencies and youth at a loss.” 
 
Participants want the state to encourage use of evidence based treatments by paying for 
development of capacity and to create financial incentives for service providers to use EBPs. 
Additional suggestions from participants include adjusting rates or creating reimbursement for 
“windshield time” for rural/frontier providers; creating financial incentives or rates for 
participation in coordination teams and creating financial incentives to attend or obtain education 
about EBPs.  
 
Families want the workforce in child serving systems to be informed, understanding and 
available. A number of comments suggested that education for providers was a way to create 
what families need professionals to know. They said that education for all professionals in child 
serving systems should include the topics of trauma, social/emotional development, screening for 
problems, family centered practice and active listening (to enhance understanding). Additionally, 
the workforce needs to be prepared to participate on teams so participants suggested regular 
education about system of care and high fidelity wraparound principles along with cross-training 
among the workforce so they understand system roles and capabilities (for example, child 
welfare workers should understand treatments; law enforcement should understand wraparound 
etc.) Families want to promote coordination and referral by fostering a workforce that embraces 
the “no wrong door policy.” Additionally, youth and family want providers who understand 
culture and who are available when needed (including weekends and evenings).   
“We are in desperate need of professionals such as psychiatrists, therapists, social workers, 
teachers, advocates, doctors, and nurses that are knowledgeable in the diversity of each culture 
and their beliefs along with the family dynamics.” 
 
Many comments were made about the need to develop workforce skills to ensure specialty 
treatment and intervention is available when needed. Participants want to encourage and fund 
competency based training to create expertise for provision of crisis intervention; in-home 
therapies; school based therapies; evidence based practices like Multisystemic therapy, applied 
behavioral intervention, wrap around; behavioral interventions versus mental health 
interventions; and working with specific populations or issues like gender (working with girls, 
LGBT issues, gender identity), sex trafficking and sexual assault, teen mothers, gang 
prevention/education, Reactive Attachment Disorder 
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SOCIAL MARKETING AND COMMUNICATION 
Survey participants thought 
communication and social 
marketing components were 
lacking at both the state and 
community level including 
having a social 
marketing/strategic 
communication plan to inform 
people about the system of 
care, involving key community 
leaders to communicate about 
the system of care, and using 
data and success stories to 
communication about the 
system of care.   Ratings at the community level tended to be higher than at the state level except 
for having a social marketing plan, which was rated higher at the state level. Family members 
rated involving community leaders significantly lower and youth rated having a marketing plan 
and involving state leaders significantly lower compared to other participant groups. 
 
 Participant comments generally support a public awareness campaign emphasizing treatment 
success that is modeled after a public health approach.  
“Lack of awareness – mental health doesn’t share success and things that work so people know 
that things work.” 
 
Several suggestions were made about creating awareness material that is clear, direct and 
understandable. Participants want to see a campaign using positive language and stories to 
educate public about mental illness. Families and youth want to be equipped with skills to help 
tell their stories as part of a campaign to educate the general public about what a system of care 
is. It was recommended that champions and culture brokers be enlisted to help carry these 
messages. 
 
Many participants recommended that general awareness campaigns be augmented with education 
specifically about how to keep children and youth safe. Families want concise information about 
suicide, safety and managing crisis behaviors including information to help families ask 
questions of professionals to help them keep their children and youth safe. Helpers want 
information to help with them assess behaviors and make appropriate referrals. Families want 
helpers to know how to manage serious behaviors and how to keep children and youth safe. 
 

Social marketing
plan

Involving
community

leaders

Using data &
success stories

2.25 

2.54 2.55 

2.36 

2.5 2.5 

Figure 12: Ratings of Social Marketing & 
Communication 

Community State
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Overall families and professionals want any social marketing campaign to address stigma. 
Families and youth fear being labeled because they believe the general community has 
preconceived negative ideas about who mental illness affects. Messages should emphasize that 
mental illness can be in any Nebraska family.  
“Make services more known and break the stigma connected to mental illness so that you don't 
feel ashamed to get help.” 
 
Families believe that professionals also have negative preconceived ideas about the families 
involved with child welfare and behavioral health systems, so some part of an anti-stigma 
campaign should be directed at the child serving system workforce.  
“Most agencies look down their noses at our clients.” 
 
Families and professionals believe that both groups have a misunderstanding of services and who 
they are for, which limits referrals and utilization rates.  
“We have a lot of stigma around what it takes to access services for families, and in turn we 
have underutilized services, but we have family programs for anyone whether youth have mental 
health diagnosis or not, and we had 3 referrals last year.” 
 
Participants believe real system change will not occur unless legislators are also educated about 
mental health and stigma. 
 
Another central component of any communication plan as identified by participants is to market 
where and how to get help. Families want a single person, place or location to get information 
about behavioral health conditions, resources/treatment options, eligibility for resources, and 
how to access them. Professionals want information about services to help educate families about 
local options. Participants said they want information that is simple, easy to understand and with 
positive language to instill hope.   
 
Participants also said that marketing should contain a specific plan to reach at-risk families, 
especially culturally and linguistically diverse families. Participants noted that multiple modes of 
marketing are needed to reach families  
“We are all grouped together because we have children with mental health issues the best way to 
reach us is a variety of ways so some families that you may not reach can be reached. We are 
individuals and need to be related to on a case by case basis.” 
 
To reach at-risk families it was recommended that outreach be personalized locally when 
possible and natural gathering places for families and youth serve as places where messages are 
made available (schools; sports; activity centers; physician offices).  Participants also want to 
equip helpers with information for at-risk families  
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HIGH-FIDELITY WRAPAROUND 
Survey participants perceived that high-
fidelity wraparound components were 
lacking at both the state and community 
level including working in partnership to 
support high-fidelity wraparound, 
tracking outcomes and fidelity to 
improve wraparound, and having fiscal 
policies to support wraparound.  Ratings 
at the community level tended to be 
higher than at the state level. Youth rated 
involving community wraparound 
support and state and community fiscal 
policies significantly higher compared to 
other participant groups. 
 
High fidelity wraparound was not a familiar phrase to many participants so comments related to 
wraparound were related to specific components of wraparound. For example, participants 
generally advocate for more support to develop local interagency teams. They want local teams 
to have the flexibility to identify services and supports needed in their area and not have them 
dictated by state level teams.  
“By NE assuming on a state or policy level that they know what each community needs, a gross 
generalization is being made that contradicts the implementation of high fidelity wraparound.  
Provide the framework, tools, data on a state level. Distribute that to communities with specific 
expectations and timelines for implementation.  For communities that do not have a formalized 
interagency team- pull individuals from communities that do to help them first build their 
collaborations.  Do not expect every community or region to progress at the same rate” 
 
Some participants commented on the need to adjust service definitions for wraparound to ensure 
it is available for families when needed (for example for ages 3-9). Some also advocated for high 
fidelity wraparound to be identified as a direct service that was available for all income levels.  
 “When working with a family to improve all aspects of life, the wrap around partner should 
NOT have a stop date for care. The families ask for support when their lives are in shambles. To 
lose the support, only adds more trauma to an already volatile situation.” 
 
Wraparound and family centered practice was viewed by many as the same thing. They 
advocated for consistent implementation of the same training for family centered practice across 
all child serving systems. Additional education in facilitation was also desired for members of 
child and family teams.  

 

Figure 13: Ratings of High-Fidelity Wraparound 
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PREVENTION 
Survey participants tended to rate 
prevention components higher than other 
system of care components, although most 
still thought prevention was lacking at 
both the state and community levels 
including focusing on prevention, 
focusing on early intervention and 
redeploying funds from high-cost services 
to lower cost services at the state level.  
Participants rated the deployment of funds 
from high cost to low cost services at the 
community level as the highest rated 
system of care component. Ratings at the 
community level tended to be higher than at the state level. Family members rated community 
prevention and early intervention components significantly lower compared to ratings from other 
participant groups. 
 
Participants generally believe Nebraska should fund and promote more preventative services. 
“This will require a paradigm shift in mindset and focus away from reacting and towards 
proactive policies beginning with an emphasis on early childhood and family support through 
community based strengthening efforts.” 
 
Many participants suggest prevention programs be located in schools and medical settings. 
Community members with experience or knowledge of Nebraska Children and Families 
Foundation local community initiatives suggest they be replicated across the state and that early 
childhood providers (such as Head Start) be included in community collaborations. Generally 
participants would like prevention funding to be focused on early childhood or prevention 
programs focused on risky behaviors for youth (suicide, substance use, safety, bullying.) 
Participants note that prevention must include education for professionals to promote 
social/emotional development in children and promotion of a culture that values education to 
prepare adults to be parents. Many participants suggested we prepare mentors to work with 
children with complex problems and create support networks for providers and families working 
with high risk children and youth. 
 
Participants would like to see the system of care build and fund an array of early intervention 
services. They recommend promotion of early childhood screening and behavioral health 
assessment but suggest the state first address barriers to sharing assessment data among child 
serving systems. Participant comments support colocation of mental health and primary care and 
screening children and youth regularly for developing behavioral health issues. They believe 

Figure 14: Ratings of Prevention 
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early intervention includes ensuring wraparound services are available to families with young 
children, promotion of EBPs for use in early childhood in a variety of settings (school, daycare, 
home) and ensuring these EBPs are reimbursable services (Medicaid; Magellen.)  Participants 
suggest the state address limits on eligibility and number of covered services/visits for young 
children and subsidize development of EBP capacity for providers and schools. 
 

SUMMARY AND CONCLUSIONS 
There was good participation in the system of care survey and discussion groups conducted 
across the state. There were 783 individuals who participated in the survey and 319 participants 
in the discussion groups. Participants perceive that most system of care components were lacking 
in communities and all components were lacking at the state level. Participants identified the 
components most likely to exist in their communities as:  1) redeploying funds from high cost to 
low cost services, 2) an appropriate array of services, and 3) workers trained to respect and work 
with youth and families were the.  Components most likely to exist at the state level were 
identified as: 1) a formal interagency team, 2) agencies working to ensure cultural and linguistic 
competence, and 3) individuals working to improve services reflect the diversity of the state 
were the  
 
Participants perceive the greatest community strengths as focuses on early intervention and 
prevention, and a broad array of effective services; but interestingly prevention and the service 
array were also identified as the greatest community needs. Participants identified accessible 
services as the highest priority need for communities. Similar to community strengths, 
participants identified the greatest state level strengths as focuses on early intervention and 
prevention. Additionally they identified strong family advocacy groups at the state level as 
strength. Participants thought the greatest needs at the state level were accessible services, 
maximizing federal funding, and a broad array of effective services.  
 
Ratings of system of care components and ratings of strengths and needs varied by participant 
groups, indicating the Nebraska system of care may work better for some groups and not others. 
Family members tended to rate system of care components lower than did providers and other 
stakeholders. Responses also varied by geographic area, service delivery system, length of 
involvement in the system of care, and race/ethnicity.  
 
Participants indicated policy/regulation components were lacking at both the state and local 
levels, although these were not identified as high areas of need. Participants indicated the state 
should model the system of care approach by implementing family centered practice, flexible 
funding and monitoring fidelity to evidence based treatments. They expected state leaders to 
provide the framework, data and resources for local implementation of systems of care. 
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Participants believe trauma-informed care components were lacking at the community and state 
levels, and these components were identified as high need areas. Suggestions include use of a 
common curriculum for training, systematically implement trauma informed care across systems 
and monitor fidelity to evidence based trauma informed care practices. 
 
Participants believe services and support components were lacking, although they tended to 
indicate their communities included a broad array of effective services. Service and support 
components were identified as areas of high need both at the community and state levels. 
Participant suggestions include developing a broader array of services across the state, 
developing more informal support systems for families and youth, enhancing transportation in 
both rural and urban areas, developing more school-based services, enhancing funding for crisis 
services, and developing reimbursement rates that support evidence based practices. 
 
Participants thought youth and family partnership components were lacking across the state, 
although they indicated strong family organizations as a strength at both the community and state 
levels. Families indicated they want to be recognized as equal partners on child and family 
teams. Participants suggested increasing opportunities for system level involvement for youth 
and families and equipping them with the skills to participate effectively in policy development. 
 
Participants perceive culturally and linguistically appropriate service components as lacking at 
the state and community levels. Minorities were more likely than non-Hispanic white 
participants to view these components as lacking and as a priority need. Suggestions include 
developing a shared understanding of cultural and linguistic competency, attending to the 
cultures of different service delivery systems, enhancing recruitment and retention of diverse 
professional staff and interpreters, and ensuring diverse representation in all aspects of system 
planning and evaluation. 
 
Participants indicated finance components were lacking in communities and at the state level. 
Funding components such as maximizing federal funding and coordinating funding across 
systems were identified as high priority needs, particularly at the state level. Suggestions include 
increasing funding for children’s behavioral health services, sustaining funding over the long 
term, enhancing funding for mental health services in schools, ensuring funding can be used 
flexibly for formal services and informal supports, and developing adequate reimbursement rates 
to support evidence based practices.  
 
Participants believe workforce development components are lacking at the community and state 
levels, although they gave relatively higher ratings to “Workers are trained to effectively respect 
and work with children and families in my community.” Training the workforce is considered a 
state and community strength as well as a priority need. There was recognition that Nebraska has 
a shortage of behavioral health professionals, particularly in rural areas. Suggestions include 
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better utilization of other system professionals such as school social workers, enhancing 
compensation for behavioral health providers to increase recruitment and retention, and 
improving the skills of the workforce through training on topics such as trauma-informed care, 
evidence-based practices, social and emotional development, high-fidelity wraparound, and 
cultural and linguistic competency. 
 
Participants identified social marketing and strategic communication component as lacking in 
communities and at the state level. However, they did not identify these components as high 
need areas. Suggestions include modeling a public awareness campaign on a public health 
approach, enlisting champions and culture brokers in the campaign, focusing on specific 
populations to reduce stigma, recognizing mental health issues, providing information about 
access to care and increasing public support for children’s mental health.  
 
Participants believe high-fidelity wraparound components are lacking. Suggestions include 
increasing access to wraparound, ensuring teams have flexibility to access needed services and 
supports, and having a consistent model and training across systems to ensure broader 
implementation of the wraparound approach. 
  
Although participants indicate prevention components were lacking in their communities and at 
the state level, they tended to believe prevention was more available than other system of care 
components. Prevention was considered both a strength and a high-priority need at the state and 
community levels. Suggestions include promoting more prevention services, locating prevention 
services in schools and medical settings, establishing an array of early intervention services 
(particularly those based on evidence based practices), and enhancing access by addressing limits 
on eligibility and limits on covered services. 
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APPENDIX 1: SURVEY 
 
 
 
 
 
 
 
 
 
 
 

Nebraska System of Care Survey 
 
 
This survey is part of a Readiness Assessment for 

the Nebraska System of Care Planning Project 
 
The University of Nebraska Public Policy Center has been engaged by the 

Nebraska Department of Health and Human Services to conduct this 
assessment as part of a federal planning grant to prepare the state for 

systems of care. 
 
 
 
 
University of Nebraska Public Policy 
Center PO Box 880228 
Lincoln, NE 68588-0228 
402.472.5678 
http://www.ppc.nebraska.edu 
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Nebraska System of Care Survey 
Thank you for taking the time to complete this survey. The survey is designed to obtain information about 
systems that are currently in place in Nebraska communities to support children/youth with serious 
emotional disturbances and their families. You will be asked about system strengths and priorities for 
change to improve "systems of care." You will also be asked about an approach called "high fidelity 
wraparound." 
 
 
 
System of Care 
An approach in which many agencies at the state and local levels work together and in partnership with 
families and youth to develop youth-guided and family directed services for children and adolescents with 
multi-system needs. Systems of Care include: 
• A full array of effective services 
• Coordination of care across child-serving systems 
• A community interagency team that includes youth and families that makes decisions to improve 

systems and services 
• Improving  training and capacity to provide culturally and linguistically appropriate services, and 
• Coordination of funding to maximize resources across systems.  A 

System of Care also includes state and community agencies working together to improve services for youth 
and families. These agencies may represent mental health, substance abuse, child welfare, juvenile justice, 
education, medical care, public health, developmental disabilities and other systems. 
 
 
 
High-Fidelity Wraparound 
Sometimes referred to as Family Centered Practice or Individualized Care, this approach includes: 
• A child and family team consisting of all the systems and agencies involved in care 
• An interagency community team to do joint planning and decision making about development and 

implementation of wraparound 
• Flexible funding to address the unique needs of each youth and family 
• Plans of care that are coordinated across agencies and directed by families and guided by the youth 
• Access to individualized services that are effective and informal supports provided by family members, 

friends, and community members 
• A focus on monitoring fidelity to the wraparound process and achieving outcomes that are relevant to 

youth and families. 

30 | P a g e   



Nebraska SOC Readiness Assessment  

Teams in a System of Care 
In this survey we refer to "teams" which are groups of people working together at different levels within 
a system of care: 
Youth and Family Teams coordinate care for individual youth and families and may include all the 
different programs involved in helping them (e.g., mental health services, substance abuse services, 
schools, child welfare services, probation or juvenile services, mentors) as well as other family 
members, friends and informal supports. 
Community or Regional Teams (often referred to as work groups) meet to coordinate funding and 
policies for services to all youth and families within a particular community or area. These teams include 
decision makers from many areas such as mental health, substance abuse, child welfare, education 
and child welfare. They may also include community leaders (including public, business and faith 
leaders), family members, youth and other constituency groups. 
State Teams or work groups meet to coordinate funding and policies for services to youth and 
families across the entire state. These teams often include state agencies such as the Department of 
Health and Human Services, Department of Education, and Probation Administration. They may also 
include family members, youth, advocacy organizations, community representatives, and other 
statewide groups. 
 
 
 
 
 
The answers you give to this survey will be combined with others so nobody will know which 
answers come from you. Please answer as many questions as you can. 
 
The entire survey should take about 30 minutes to complete. 
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First, please tell us about you. 
 

 
Q1: 
Have you ever been involved in any way in any system involved with children or youth in Nebraska? 

 Yes 
 No 

 

 
If you answered yes to Question 1, Please tell us which system(s) you are (or were) primarily involved 
in? 

 Child Welfare 
 Developmental Disabilities 
 Early Childhood 
 Education 
 Healthcare 
 Mental Health 
 Substance Abuse 
 Vocational Rehabilitation 
 Juvenile Justice/Judiciary 

 Other (Please Specify) ____________________ 
 

 
Q2: 
What is your primary role? 

 Parent/Family Member (past or present) 
 Youth 
 Foster Parent/Guardian 
 Direct Service Provider 
 Supervisor 
 Administrator 
 Teacher 
 Judiciary 
 Advocate 

 Other (Please Specify) ____________________ 
 
Q3: 
How long have you been involved, or were you involved, in the role you checked above? 

 0-4 years 
 5-9 years 
 10-14 years 
 15-19 years 
 20 years or longer 
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Q4: 
Within which Behavioral Health Region do you Provide or Receive Services? (The map above shows 
the region boundaries - if you don't provide or receive services, click the choice for the area you live in) 

 Region 1 
 Region 2 
 Region 3 
 Region 4 
 Region 5 
 Region 6 
 Nebraska State Level/Statewide 
 State other than Nebraska 
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Q5: 
What is the best way to keep you informed about system of care planning? (check all that apply) 

 Email 
 Social Media 
 Texting 
 Web Site 
 In-person Meetings 

 Other (Please Specify) ____________________ 
 
If you said that Social Media was the best way to keep you informed about system of care planning 
which social media do you prefer? (check all that apply) 

 Facebook 
 Twitter 
 Pinterest 
 Google+ 
 Linked In 

 Other? ____________________ 
 
Q6: 
In terms of racial background, how do you identify yourself? 

 African American/Black 
 Asian/Pacific Islander 
 Caucasian/White 
 Native American/American Indian 
 Multiracial/Other 
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Q7: 
In terms of your ethnicity, how do you identify yourself? 

 Latino/Hispanic 
 Non-Latino/Non-Hispanic 

 
Q8: 
Overall, what grade would you give Nebraska related to how the system works to help families with 
children and youth who have mental health or substance abuse challenges? 

 A+ 
 A 
 A- 
 B+ 
 B 
 B- 
 C+ 
 C 
 C- 
 D+ 
 D 
 D- 
 F 
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ONLY ANSWER THIS PAGE IF YOU IDENTIFIED YOUR ROLE AS Youth 
(Skip to the next page if you are not a youth) 
 

 
Y1: 
What is the best way to engage youth in system-wide planning? 
 
 
 
 
 
 
 
 
 
 
 
Y2: 
What current services and supports in your community/area are most helpful for youth with mental 
health and substance abuse challenges? 
 

 
 
 
 
 
 
 
 
 
 
Y3: 
What current services and supports in your community/area have been least helpful for youth with 
mental health and substance abuse challenges? 
 

 
 
 
 
 
 
 
 
 
 
Y4: 
What changes would you make to improve services and supports for youth in your community/area? 
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ONLY ANSWER THIS PAGE IF YOU IDENTIFIED YOUR ROLE AS Family/Parent 
(Skip to the next page if your primary role was not family /parent) 
 

 
F1: 
What is the best way to engage families in system-wide planning? 
 
 
 
 
 
 
 
 
 
 
 
F2: 
What current services and supports in your community/area are most helpful for families of youth with 
mental health and substance abuse challenges? 
 

 
 
 
 
 
 
 
 
 
 
F3: 
What current services and supports in your community/area have been least helpful for families of 
youth with mental health and substance abuse challenges? 
 

 
 
 
 
 
 
 
 
 
 
F4: 
What changes would you make to improve services and supports for families in your community/area? 
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The next set of questions asks you to think about whether different conditions exist in your community or 
area. Take a moment before you begin and decide what community or area (county or regional area) you 
want to consider when answering them. 
 
Tell us which community or areas you will be thinking about for the next set of questions: 
 
 
 
 
 
Please tell us the extent you agree that the following policy/administrative components exist in your 
community or area: 
 
Q9: 
There is clear accountability for making community/area policy decisions for services to children & 
families 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 

 
Q10: 
My community/area has a formal interagency community team for joint policy decision making across 
child-serving systems 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Q11: 
Community/area agencies jointly collect or analyze outcome data to improve the quality of children and 
family services 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 
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Please tell us the extent you agree that the following trauma informed care components exist in your 
community or area: 
 
Q12: 
There is strong collaboration across agencies to plan for the needs of children and families who have 
experienced trauma in my community/area. 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 

 
Q13: 
Service providers are well trained in addressing the needs of children and families who have 
experienced trauma  in my community/area. 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
 
 
Please tell us the extent you agree that the following service and support components exist in your 
community or area: 
 
Q14: 
There is an appropriate array of services for children and families in my community or area 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 

 
Q15: 
Coordination of care across services and systems occurs regularly in my community or area 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 
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Q16: 
Services in my community/area are high quality 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Q17: 
Services are accessible in my community/area 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Q18: 
What additional services would be most helpful for youth and families in your community or area? 
 
 
 
 
 
 
 
 
 
 
 
 
Please tell us the extent you agree that the following youth and family partnerships exist in your 
community or area: 
 
Q19: 
Youth and families are able to direct their own care by choosing services and supports that meet their 
needs in my community/area. 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 
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Q20: 
In my community/area, families are influential partners working with agencies to decide youth/family 
policies 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Q21: 
In my community/area, youth are influential partners working with agencies to decide youth/family 
policies 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Q22: 
Families have strong advocacy organizations in my community/area 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Q23: 
Youth have strong advocacy organizations in my community/area 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 
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Q24: 
Please tell us the extent you agree that the following culturally and linguistically appropriate 
care components exist in your community/area: 
 

 
 Strongly 

Disagree 
Disagree Neither 

Agree nor 
Disagree 

Agree Strongly 
Agree 

I don't 
know 

Individuals working together 
to improve children and 

family services, represent 
the diversity of my 

community or area (1) 

 
 
 
 

 
 
 
 

 
 
 
 

 
 
 
 

 
 
 
 

 
 
 
 

Agencies work together to 
effectively address 

racial/ethnic disparities in 
service delivery (2) 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

Agencies work together to 
ensure services for children 
and families are culturally 

and linguistically appropriate 
(3) 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
Please tell us the extent you agree that the following financial components exist in your 
community/area: 
 
Q25: 
Agencies work together to effectively coordinate funding across child serving systems  in my 
community/area. 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Q26: 
There is a clear and feasible plan for sustaining fiscal support for children and family services in my 
community/area 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 
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Q27: 
In my community/area, flexible funding can be used to address the unique needs of each child and 
family 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Q28: 
Please tell us the extent you agree that the following workforce development components exist in your 
community/area 
 

 Strongly 
Disagree 

Disagree Neither 
Agree nor 
Disagree 

Agree Strongly 
Agree 

I don't 
know 

Workers are trained to 
effectively respect and work 
with children and families in 

my community 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

Workers are trained to 
effectively provide high- 

fidelity wraparound 

 
 

 
 

 
 

 
 

 
 

 
 

Workers are trained to 
effectively provide evidence-

based treatments 
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Q 29: 
Please tell us the extent you agree that the following social marketing and communication components 
exist in your community or area: 
 
 
 

 Strongly 
Disagree 

Disagree Neither 
Agree nor 
Disagree 

Agree Strongly 
Agree 

I don't 
know 

There is a local social 
marketing/strategic 

communication plan to 
inform people about the 

system of care 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

Key community leaders are 
partners in efforts to 

communicate about the 
system of care 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

Data and family stories are 
used in communications 
about the system of care 

 
 

 
 

 
 

 
 

 
 

 
 

 
 
 
 
Q 30: 
Please tell us the extent you agree that the following high fidelity wraparound (family centered practice) 
components exist in your community/area: 
 

 Strongly 
Disagree 

Disagree Neither 
Agree nor 
Disagree 

Agree Strongly 
Agree 

I don't 
know 

People are working in 
partnership to support high- 
fidelity wraparound (family 
centered practice) in my 

area 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

Fiscal policies are in place 
in my area to support and 

sustain high-fidelity 
wraparound (family centered 

practice) 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

My community/area tracks 
outcomes and adherence to 

high-fidelity wraparound 
(family centered practice) 
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Please tell us the extent you agree that the following prevention components exist in your 
community/area: 
 
Q31: 
There is a strong effort in my community/area to redeploy funds from higher cost to lower cost services 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 

 
Q32: 
There is a strong effort in my community/area to focus on prevention services 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 

 
Q33: 
There is a strong effort in my community/area to focus on early intervention services 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 
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You are almost done 
 
Now we are going to ask you to think about the entire State of Nebraska, not just your community or 
area, as you answer the next set of questions. 
 
Q34: 
There is a formal interagency State level team for joint decision making across child-serving systems 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Q35: 
There is clear accountability for making State level policy decisions for services to children & families 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Q36: 
State agencies jointly collect or analyze outcome data to improve the quality of children and family 
services 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 
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Please tell us the extent you agree that the following trauma informed care components exist at the 
state level in Nebraska: 
 
Q37: 
Agencies work together at the State level to plan for the needs of children and families who have 
experienced trauma 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 

 
Q38: 
Interagency collaboration exists at the state level to equip workers to address the needs of children and 
families who have experienced trauma 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Please tell us the extent you agree that the following service and support components exist at the State 
level in Nebraska: 
 
Q39: 
An appropriate array of services for children and families is available statewide 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 

 
Q40: 
There is an interagency effort to ensure high quality services for children and families at the State level 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 
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Q41: 
Coordination of care for children and families across services and systems occurs regularly at a State 
interagency level 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Please tell us the extent you agree that the following youth and family partnerships exist at the State 
level in Nebraska: 
 
Q42: 
At the State level, families are influential partners working with agencies to decide youth/family policies 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 

 
Q43: 
At the State level, youth are influential partners working with agencies to decide youth/family policies 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 

 
Q44: 
Families have strong statewide advocacy organizations 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 
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Q45: 
Youth have strong statewide advocacy organizations 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Q46: 
Please tell us the extent you agree that the following culturally and linguistically appropriate 
care components exist at the State level in Nebraska: 
 
 
 

 Strongly 
Disagree 

Disagree Neither 
Agree nor 
Disagree 

Agree Strongly 
Agree 

I don't 
know 

Individuals working 
together to improve 
children and family 

services, represent the 
diversity of the state 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

Agencies work together to 
effectively address 

racial/ethnic disparities in 
service delivery (State 

level) 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

Agencies work together to 
ensure services for children 
and families are culturally 

and linguistically appropriate 
(State level) 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
Please tell us the extent you agree that the following financial components exist at the State level in 
Nebraska: 
 
Q47: 
The State has an effective approach to coordinate funding across child serving systems 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 
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Q48: 
The State maximizes the use of federal funds (e.g., Medicaid, federal grants, other federal entitlements) 
for children and family services 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Q49: 
There is a clear and feasible plan for sustaining fiscal support for children and family services in 
Nebraska 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Q50: 
Please tell us the extent you agree that the following workforce development components exist at a 
State level in Nebraska 
 

 Strongly 
Disagree 

Disagree Neither 
Agree nor 
Disagree 

Agree Strongly 
Agree 

I don't 
know 

Nebraska has an effective 
approach to ensure workers 
are trained in the system of 

care approach 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

Workers are trained to 
effectively provide high- 

fidelity wraparound (State 
level) 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

Workers are trained to 
effectively provide evidence-

based treatments (State 
level) 
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Q 51: 
Please tell us the extent you agree that the following social marketing and communication components 
exist at the State level in Nebraska: 
 
 
 

 Strongly 
Disagree 

Disagree Neither 
Agree nor 
Disagree 

Agree Strongly 
Agree 

I don't 
know 

A state-wide social 
marketing/strategic 

communication plan to 
inform key stakeholders 
about the system of care 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

Key state leaders are 
partners in state efforts to 
communicate about the 

system of care 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

Data and family stories are 
used to communicate about 

the system of care at the 
State level 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 

 
 

Q52: 
Please tell us the extent you agree that the following high fidelity wraparound (family centered practice) 
components exist at the State level in Nebraska: 
 

 Strongly 
Disagree 

Disagree Neither 
Agree nor 
Disagree 

Agree Strongly 
Agree 

I don't 
know 

Agencies are working in 
partnership to support high- 
fidelity wraparound (family 
centered practice) at the 

State level 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

 

 
 
 

Fiscal policies are in place 
at the state level to support 

and sustain high-fidelity 
wraparound (family centered 

practice) 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

The State tracks outcomes 
and adherence to high- 

fidelity wraparound (family 
centered practice) 
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Please tell us the extent you agree that the following prevention components exist at the State level in 
Nebraska: 
 
Q53: 
There is a strong state effort to redeploy funds from higher cost to lower cost services 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 

 
Q54: 
There is a strong state effort to focus on prevention services 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 

 
Q55: 
There is a strong state effort to focus on early intervention services 

 Strongly Disagree 
 Disagree 
 Neither Agree nor Disagree 
 Agree 
 Strongly Agree 
 I don't know 
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Q56: For your community, please rate up to 6 System of Care (SOC) components for each group by 
putting the number 1 next to the most important, 2 to the second most important etc. Please do not rank 
more than six (6) items for each group. 
 

 
Community - current strengths 

These are components that currently exist in 
your community/area that are important in 
meeting the needs of children and families 

Community - current greatest needs 
These are components that don’t exist but are 

most needed to better meet the needs of 
children and families. 

______ Formal interagency team to make 
decisions about SOC 

______ Formal interagency team to make 
decisions about SOC 

______ Clear accountability for SOC policy 
decisions 

______ Clear accountability for SOC policy 
decisions 

______ Collaboration to improve trauma 
informed care 

______ Collaboration to improve trauma 
informed care 

______ Broad array of effective services ______ Broad array of effective services 
______ Coordination of care across systems ______ Coordination of care across systems 

______ Accessible services ______ Accessible services 
______ Families partnering on policy decisions ______ Families partnering on policy 

decisions 
______ Youth partnering on policy decisions ______ Youth partnering on policy decisions 

______ Strong family advocacy groups ______ Strong family advocacy groups 
______ Strong youth advocacy groups ______ Strong youth advocacy groups 
______ Reduce disparities in service delivery ______ Reduce disparities in service delivery 

______ Culturally & linguistically appropriate 
services 

______ Culturally & linguistically appropriate 
services 

______ Coordinated/sustainable funding 
across systems 

______ Coordinated/sustainable funding 
across systems 

______ Maximize federal funding ______ Maximize federal funding 
______ Highly trained work force ______ Highly trained work force 
______ Training in system of care approach ______ Training in system of care approach 

______ Social marketing/strategic 
communication about SOC 

______ Social marketing/strategic 
communication about SOC 

______ Agencies partnering to improve high 
fidelity wraparound 

______ Agencies partnering to improve high 
fidelity wraparound 

______ Outcome measurement & quality 
improvement systems 

______ Outcome measurement & quality 
improvement systems 

______ Focus on prevention ______ Focus on prevention 
______ Focus on early intervention ______ Focus on early intervention 
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Q 57: For the State of Nebraska, please rate up to 6 System of Care (SOC) components for each 
group by putting the number 1 next to the most important, 2 to the second most important etc. Please 
do not rank more than six (6) items for each group. 
. 
 

State of Nebraska - current strengths These 
are components that currently exist in your 

community/area that are important in meeting 
the needs of children and families 

State of Nebraska - current greatest needs 
These are components that don’t exist but are 

most needed to better meet the needs of 
children and families. 

______ Formal interagency team to make 
decisions about SOC 

______ Formal interagency team to make 
decisions about SOC 

______ Clear accountability for SOC policy 
decisions 

______ Clear accountability for SOC policy 
decisions 

______ Collaboration to improve trauma 
informed care 

______ Collaboration to improve trauma 
informed care 

______ Broad array of effective services ______ Broad array of effective services 
______ Coordination of care across systems ______ Coordination of care across systems 

______ Accessible services ______ Accessible services 
______ Families partnering on policy decisions ______ Families partnering on policy 

decisions 
______ Youth partnering on policy decisions ______ Youth partnering on policy decisions 

______ Strong family advocacy groups ______ Strong family advocacy groups 
______ Strong youth advocacy groups ______ Strong youth advocacy groups 
______ Reduce disparities in service delivery ______ Reduce disparities in service delivery 

______ Culturally & linguistically appropriate 
services 

______ Culturally & linguistically appropriate 
services 

______ Coordinated/sustainable funding 
across systems 

______ Coordinated/sustainable funding 
across systems 

______ Maximize federal funding ______ Maximize federal funding 
______ Highly trained work force ______ Highly trained work force 
______ Training in system of care approach ______ Training in system of care approach 

______ Social marketing/strategic 
communication about SOC 

______ Social marketing/strategic 
communication about SOC 

______ Agencies partnering to improve high 
fidelity wraparound 

______ Agencies partnering to improve high 
fidelity wraparound 

______ Outcome measurement & quality 
improvement systems 

______ Outcome measurement & quality 
improvement systems 

______ Focus on prevention ______ Focus on prevention 
______ Focus on early intervention ______ Focus on early intervention 
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Q 58: 
What other recommendations do you have to develop and improve systems of care and high-
fidelity wraparound (family centered practice) for children, youth and families across Nebraska 
communities? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Thank you for taking the time to complete this survey 
 
If you have questions or concerns about a child or youth in Nebraska you can contact the 
Nebraska Family Helpline 1-888-866-8660 
 
 
 
Please return this survey to your Regional Behavioral Health Office or mail it to: 
 

 
University of Nebraska Public Policy Center 
PO Box 880228 
Lincoln, NE  68588-0228 

55 | P a g e  
 



Nebraska SOC Readiness Assessment  

APPENDIX 2: FOCUS GROUP QUESTIONS 

System of Care Focus Group/Interview Questions: 

1. Identify region, role, systems involvement, positions, race/ethnicity of participants 
2. How are child or youth/family systems working together in your community developing 

systems of care (see definition)? 
a. What does interagency collaboration look like here? 
b. What elements are in place? 
c. What are the strengths of your community in this area? 
d. What are the needs? 
e. What are the barriers? 
f. What exists that hasn’t been helpful? 
g. What financing strategies support systems of care (optional depending on group)? 
h. What social marketing efforts are there to promote systems of care? 

3. How are systems and organizations developing high-fidelity wraparound (see definition)?  
a. Strengths 
b. Gaps 

4. How are families and youth involved in these efforts? 
a. Strengths 
b. Gaps 

5. What are the service strengths and gaps in your community? 
a. Array of evidence based/effective services? 
b. Trauma informed care?  
c. Prevention? 
d. Training/workforce development? 
e. Culturally and linguistically appropriate services? 

6. What else could improve the State/community’s approach to improving the lives of youth 
and families? 
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APPENDIX 3: PARTICIPANT CHARACTERISTICS 

Participants identified themselves in a variety of roles. The most common were direct service 
provider and other roles (see Figure 3.1). Most of the “other” descriptions indicated they were 
likely service providers: counselor, school counselor, guidance counselor, nurse, and school 
nurse were the most common. 

 

 

 

Participant had a range of experience (see Figure 3.2) 

 

 

216 

141 

116 

99 

88 

60 

38 

12 

8 

8 

Other (Please Specify)

Direct Service Provider

Administrator

Teacher

Parent/Family Member (past or present)

Supervisor

Advocate

Foster Parent/Guardian

Youth

Judiciary

Table 3.1: Participant Primary Role 

0-4 years 5-9 years 10-14 years 15-19 years 20 years or
longer

194 
177 

133 

105 

177 

Table 3.2: Years of Experience in Primary Role 
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Participants were primarily white, non-Hispanic (see Figure 3.3) 

 

 

 

Participants were involved in a variety of youth-serving systems. Table 3.1 shows the systems in 
which participants were involved and Figure 3.4 shows the number of systems of in which 
participants were involved. “Other” includes legislative aides, mentoring programs, faith-based 
organizations, homeless prevention programs, mediation, services for the visually impaired, and 
violence prevention programs. 

 

System Family Youth Stakeholder Respondent 
(Duplicative) 

Child Welfare 15.1% 0.4% 84.5% 238 

Developmental Dis. 20.7%   79.3% 140 

Early Childhood 13.2%   86.8% 144 

Education 8.5%   91.5% 365 

Healthcare 23.8% 1.0% 75.2% 105 

Mental Health 18.4% 2.3% 79.3% 305 

Substance Abuse 10.2% 1.9% 88.0% 108 

Vocational Rehabilitation 11.4% 2.3% 86.4% 44 

African American/Black, non-Hispanic

Asian/Pacific Islander, non-Hispanic

Caucasian/White, non-Hispanic

Native American/American Indian, non-…

Multiracial/Other, non-Hispanic

Latino/Hispanic, any race

13 

3 

719 

6 

10 

28 

Table 3.3: Respondent Race/Ethnicity 
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Juvenile Justice 14.1% 1.4% 84.5% 213 

Other 14.5% 1.8% 83.6% 55 

     

Table 3.4: Percent of Participants Involved by Number of Systems  
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APPENDIX 4: RATINGS OF STATE/COMMUNITY 
STRENGTHS/NEEDS  
 
Table 4.1: Rating of Community SOC Strategies (“1” indicating strongly disagree to”5” 
strongly agree that component exists) 

SOC Component Core 
Strategy 

Rating 

There is a strong effort in my community/area to redeploy funds from higher cost to 
lower cost services 

Prevention 3.92 

There is an appropriate array of services for children and families in my community or 
area 

Services 3.58 

Workers are trained to effectively respect and work with children and families in my 
community 

Workforce 3.22 

There is a strong effort in my community/area to focus on early intervention services Prevention 2.92 
Services in my community/area are high quality Services 2.89 
Agencies work together  to ensure services for children and families are culturally and 
linguistically appropriate 

Culture 2.89 

Workers are trained to effectively provide evidence-based treatments Workforce 2.87 
People are working in partnership to support high-fidelity wraparound (family centered 
practice) in my area 

Wraparound 2.87 

My community/area has a formal interagency community team for joint policy decision 
making across child-serving systems 

Policy 2.84 

Workers are trained to effectively provide high-fidelity wraparound Workforce 2.82 
Agencies work together to effectively address racial/ethnic disparities in service delivery Culture 2.79 
Individuals working together to improve children and family services, represent the 
diversity of my community or area 

Culture 2.76 

Service providers are well trained in addressing the needs of children and families who 
have experienced trauma in my community/area 

Trauma 2.74 

Services are accessible in my community/area Services 2.68 
There is a strong effort in my community/area to focus on prevention services Prevention 2.67 
Community/area agencies jointly collect or analyze outcome data to improve the quality 
of children and family services 

Policy 2.65 

Families have strong advocacy organizations in my community/area Youth/ 
Family 

2.63 

My community/area tracks outcomes and adherence to  high-fidelity wraparound (family 
centered practice) 

Wraparound 2.62 

In my community/area, families are influential partners working with agencies to decide 
youth/family policies 

Youth/ 
Family 

2.60 

Data and family stories are used in communications about the system of care Communicat
ion 

2.55 

Youth have strong advocacy organizations in my community/area Youth/ 
Family 

2.54 

Key community leaders are partners in efforts to communicate about the system of care Communicat
ion 

2.54 

Youth and families are able to direct their own care by choosing services and supports 
that meet their needs in my community/area 

Youth/ 
Family 

2.53 

There is strong collaboration across agencies to plan for the needs of children and 
families who have experienced trauma in my community/area 

Trauma 2.52 
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SOC Component Core 
Strategy 

Rating 

There is clear accountability for making community/area policy decisions for services to 
children & families 

Policy 2.47 

Coordination of care across services and systems occurs regularly in my community or 
area 

Services 2.46 

Agencies work together to effectively coordinate funding across child serving systems in 
my community/area 

Finance 2.44 

In my community/area, flexible funding can be used to address the unique needs of each 
child and family 

Finance 2.42 

Fiscal policies are in place in my area to support and sustain high-fidelity wraparound 
(family centered practice) 

Wrap 
around 

2.40 

In my community/area, youth are influential partners working with agencies to decide 
youth/family policies 

Youth/ 
Family 

2.30 

There is a local social marketing/strategic communication plan to inform people about 
the system of care 

Communicat
ion 

2.25 

There is a clear and feasible plan for sustaining fiscal support for children and family 
services in my community/area 

Finance 2.22 
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Table 4.2: Rating of State SOC Strategies (“1” indicating strongly disagree to”5” strongly 
agree that component exists) 

SOC Component Core 
Strategy 

Rating 

There is a strong state effort to redeploy funds from higher cost to lower cost services Prevention 2.88 
There is a formal interagency State level team for joint decision making across child-
serving systems 

Policy 2.79 

Agencies work together  to ensure services for children and families are culturally and 
linguistically appropriate (state level) 

Culture 2.73 

Individuals working together to improve children and family services, represent the 
diversity of the state 

Culture 2.68 

Agencies work together to effectively address racial/ethnic disparities in service delivery  Culture 2.68 
State agencies jointly collect or analyze outcome data to improve the quality of children 
and family services 

Policy 2.66 

There is a strong state effort to focus on early intervention services Prevention 2.64 
Families have strong statewide advocacy organizations Youth/ 

Family 
2.6 

Workers are trained to effectively provide evidence-based treatments (state level) Work force 2.59 
Agencies are working in partnership to support high-fidelity wraparound (family centered 
practice) at the state level 

Wrap 
around 

2.59 

The state tracks outcomes and adherence to high-fidelity wraparound (family centered 
practice) 

Wrap 
around 

2.58 

Nebraska has an effective approach to ensure workers are trained in the system of care 
approach 

Workforce 2.55 

Workers are trained to effectively provide high-fidelity wraparound (state level) Workforce 2.55 
Agencies work together at the state level to plan for the needs of children and families who 
have experienced trauma 

Trauma 2.50 

Key state leaders are partners in state efforts to communicate about the system of care Communic
ation 

2.50 

Data and family stories are used to communicate about the system of care at the state level Communic
ation 

2.50 

There is a strong state effort to focus on prevention services Prevention 2.50 
There is an interagency effort to ensure high quality services for children and families at the 
state level 

Service 2.44 

Youth have strong statewide advocacy organizations Youth/ 
Family 

2.42 

Interagency collaboration exists at the state level to equip workers to address the needs of 
children and families who have experienced trauma 

Trauma 2.40 

A state-wide social marketing/strategic communication plan to inform key stakeholders 
about the system of care 

Communic
ation 

2.36 

At the state level, families are influential partners working with agencies to decide 
youth/family policies 

Youth/ 
Family 

2.31 

Fiscal policies are in place at the state level to support and sustain high-fidelity wraparound 
(family centered practice) 

Wrap 
around 

2.30 

There is clear accountability for making State level policy decisions for services to children 
& families 

Policy 2.27 

Coordination of care for children and families across services and systems occurs regularly 
at a state interagency level 

Service 2.26 

At the state level, youth are influential partners working with agencies to decide 
youth/family policies 

Youth/ 
Family 

2.2 

The State maximizes the use of federal funds (e.g., Medicaid, federal grants, other federal Finance 2.14 
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SOC Component Core 
Strategy 

Rating 

entitlements) for children and family services 
An appropriate array of services for children and families is available statewide Service 2.02 
There is a clear and feasible plan for sustaining fiscal support for children and family 
services in Nebraska 

Finance 2.02 

The State has an effective approach to coordinate funding across child serving systems Finance 2.00 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

63 | P a g e  
 



Nebraska SOC Readiness Assessment  

Table 4.3: Rank Ordering of Community Strengths and Needs (lower ranking indicates 
greater strength and greater need) 

 Community Strengths  Community Needs  
1 Focus on early intervention 5.45 Accessible services 5.03 

2 Focus on prevention 5.86 Broad array of effective services 5.34 
3 Broad array of effective services 5.97 Focus on prevention 5.47 
4 Accessible services 5.97 Focus on early intervention 5.73 
5 Strong family advocacy groups 5.97 Coordination of care across systems 5.75 
6 Highly trained work force 6.01 Collaboration to improve trauma 

informed care 
5.96 

7 Collaboration to improve trauma informed care 6.11 Reduce disparities in service delivery 5.96 

8 Culturally & linguistically appropriate services 6.13 Coordinated/sustainable funding across 
systems 

5.99 

9 Formal interagency team to make decisions 
about SOC 

6.17 Highly trained work force 6.03 

10 Agencies partnering to improve high fidelity 
wraparound 

6.17 Maximize federal funding 6.11 

11 Training in system of care approach 6.32 Culturally & linguistically appropriate 
services 

6.23 

12 Strong youth advocacy groups 6.33 Clear accountability for SOC policy 
decisions 

6.26 

13 Coordination of care across systems 6.35 Agencies partnering to improve high 
fidelity wraparound 

6.30 

14 Outcome measurement & quality improvement 
systems 

6.48 Families partnering on policy decisions 6.34 

15 Maximize federal funding 6.67 Youth partnering on policy decisions 6.46 

16 Families partnering on policy decisions 6.69 Strong family advocacy groups 6.47 

17 Youth partnering on policy decisions 6.69 Formal interagency team to make 
decisions about SOC 

6.48 

18 Reduce disparities in service delivery 6.69 Strong youth advocacy groups 6.50 

19 Coordinated/sustainable funding across systems 6.80 Outcome measurement & quality 
improvement systems 

6.54 

20 Clear accountability for SOC policy decisions 6.83 Training in system of care approach 6.56 

21 Social marketing/strategic communication 
about SOC 

6.87 Social marketing/strategic communication 
about SOC 

6.78 

 
  
Range from 1= greatest strength/need to 7= Not ranked 
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Table 4.4: Rank Ordering of State Strengths and Needs (lower ranking indicates greater 
strength and greater need) 

 State Strength  State Need  
1 Focus on early intervention 5.64 Accessible services 5.20 

2 Strong family advocacy groups 5.88 Maximize federal funding 5.59 

3 Focus on prevention 5.93 Broad array of effective services 5.69 

4 Collaboration to improve trauma informed 
care 

6.01 Coordination of care across systems 5.69 

5 Broad array of effective services 6.03 Reduce disparities in service delivery 5.73 

6 Culturally & linguistically appropriate 
services 

6.14 Focus on prevention 5.73 

7 Highly trained work force 6.15 Focus on early intervention 5.8 

8 Outcome measurement & quality 
improvement systems 

6.22 Coordinated/sustainable funding across 
systems 

5.85 

9 Formal interagency team to make decisions 
about SOC 

6.26 Clear accountability for SOC policy 
decisions 

5.95 

10 Training in system of care approach 6.27 Highly trained work force 5.96 

11 Coordination of care across systems 6.39 Agencies partnering to improve high 
fidelity wraparound 

6.23 

12 Accessible services 6.40 Collaboration to improve trauma informed 
care 

6.24 

13 Agencies partnering to improve high fidelity 
wraparound 

6.45 Families partnering on policy decisions 6.41 

14 Maximize federal funding 6.50 Outcome measurement & quality 
improvement systems 

6.48 

15 Families partnering on policy decisions 6.54 Strong family advocacy groups 6.50 

16 Strong youth advocacy groups 6.59 Culturally & linguistically appropriate 
services 

6.50 

17 Clear accountability for SOC policy decisions 6.63 Training in system of care approach 6.55 

18 Reduce disparities in service delivery 6.73 Strong youth advocacy groups 6.59 

19 Youth partnering on policy decisions 6.76 Youth partnering on policy decisions 6.60 

20 Social marketing/strategic communication 
about SOC 

6.81 Formal interagency team to make decisions 
about SOC 

6.65 

21 Coordinated/sustainable funding across 
systems 

6.82 Social marketing/strategic communication 
about SOC 

6.71 

 
  
Range from 1= greatest strength/need to 7= Not ranked 
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APPENDIX 5: RATINGS/RANKINGS ANALYSIS BY AREA OF THE 
STATE 
 
Community System of Care Components Region of the State 

1 2 3 4 5 6 State 

There is clear accountability for making 
community/area policy decisions for services to 
children & families 

2.64 2.63 2.43 2.82* 2.45 2.31 2.36 

My community/area has a formal interagency 
community team for joint policy decision making 
across child-serving systems 

2.91 3.31 2.83 3.12 2.82 2.67 2.76 

Community/area agencies jointly collect or analyze 
outcome data to improve the quality of children and 
family services 

2.74 3.00* 2.49 3.00* 2.68 2.55 2.45 

There is strong collaboration across agencies to plan for 
the needs of children and families who have 
experienced trauma in my community/area. 

2.85 2.84 2.45 2.69 2.41 2.53 2.36 

Service providers are well trained in addressing the 
needs of children and families who have experienced 
trauma in my community/area. 

3.06* 2.92 2.79 3.07* 2.60 2.69 2.31 

There is an appropriate array of services for children 
and families in my community or area 

3.73 3.41 3.67 3.52 3.45 3.61 3.72^ 

Coordination of care across services and systems occurs 
regularly in my community or area 

2.50 3.16* 2.52 2.76 2.37 2.35 2.11 

Services in my community/area are high quality 3.00 2.85 2.72 3.00 2.93 2.98 2.63 

Services are accessible in my community/area 2.66 2.69 2.67 2.76 2.76 2.63 2.55 

Youth and families are able to direct their own care by 
choosing services and supports that meet their needs in 
my community/area 

2.61 2.88* 2.46 2.84* 2.50 2.40 2.50 

In my community/area, families are influential partners 
working with agencies to decide youth/family policies 

2.43 2.81 2.69 2.87 2.55 2.55 2.35 

In my community/area, youth are influential partners 
working with agencies to decide youth/family policies 

2.52* 2.54# 2.38 2.54* 2.21 2.17 2.10 

Families have strong advocacy organizations in my 
community/area 

2.54 2.85 2.59 2.58 2.71 2.61 2.58 

Youth have strong advocacy organizations in my 
community/area 

2.73 2.85 2.54 2.75 2.53 2.38 2.31 

Individuals working together to improve children and 
family services, represent the diversity of my 
community or area 

3.27* 3.05 2.82 2.94 2.59 2.67 2.71 

Agencies work together to effectively address 
racial/ethnic disparities in service delivery 

2.98 3.23 2.82 2.91 2.75 2.65 2.76 
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Community System of Care Components Region of the State 

1 2 3 4 5 6 State 

Agencies work together  to ensure services for children 
and families are culturally and linguistically appropriate 

3.16 3.00 2.89 3.05 2.81 2.82 2.85 

Agencies work together to effectively coordinate 
funding across child serving systems in my 
community/area 

2.83* 2.92* 2.53* 2.71* 2.23 2.27 2.39 

There is a clear and feasible plan for sustaining fiscal 
support for children and family services in my 
community/area 

2.49 2.77* 2.23# 2.70* 2.09# 2.07# 1.86# 

In my community/area, flexible funding can be used to 
address the unique needs of each child and family 

2.62* 2.7* 2.57* 2.66* 2.34 2.24 2.29 

Workers are trained to effectively respect and work 
with children and families in my community 

3.18 3.54^ 3.27 3.32 3.24 3.16 2.95 

Workers are trained to effectively provide high-fidelity 
wraparound 

2.79 3.52* 2.86 3.05 2.73 2.78 2.38 

Workers are trained to effectively provide evidence-
based treatments 

2.97 3.52* 2.88 2.98 2.83 2.81 2.50 

There is a local social marketing/strategic 
communication plan to inform people about the system 
of care 

2.51* 2.61* 2.31 2.40# 2.16 2.14 1.94 

Key community leaders are partners in efforts to 
communicate about the system of care 

2.76 2.87 2.48 2.65 2.48 2.56 2.31 

Data and family stories are used in communications 
about the system of care 

2.67 2.83 2.54 2.67 2.53 2.54 2.29 

People are working in partnership to support high-
fidelity wraparound (family centered practice) in my 
area 

2.93 3.35 2.89 3.12 2.73 2.87 2.58 

Fiscal policies are in place in my area to support and 
sustain high-fidelity wraparound (family centered 
practice) 

2.31*# 3.19* 2.53 2.70 2.27 2.26 2.14 

My community/area tracks outcomes and adherence to  
high-fidelity wraparound (family centered practice) 

2.74 3.19* 2.71 2.80 2.50 2.63 2.09 

There is a strong effort in my community/area to 
redeploy funds from higher cost to lower cost services 

4.09^ 3.32 4.25*^ 4.03^ 4.07^ 3.71^ 3.17 

There is a strong effort in my community/area to focus 
on prevention services 

3.02* 3.08* 2.63 3.19* 2.57 2.46 2.53 

There is a strong effort in my community/area to focus 
on early intervention services 

3.19* 3.28* 2.86 3.17* 3.02* 2.74 2.48 

Yellow* indicates significantly higher ratings than most or all other geographic areas for the component (rows) 
Green^ indicates highest rated item within each geographic area (column); blue# indicates lowest rated item within 
geographic area (column). For these questions: 
1 = Strongly Disagree; 2 = Disagree; 3 = Neither Agree nor Disagree; 4 = Agree; and 5 = Strongly Agree 
 

67 | P a g e  
 



Nebraska SOC Readiness Assessment  

State System of Care Components Region of the State 

1 2 3 4 5 6 State 

There is a formal interagency State level team for joint 
decision making across child-serving systems 

2.77 3.18 2.82 2.98 2.72 2.73 2.63^ 

There is clear accountability for making State level 
policy decisions for services to children & families 

2.29 2.64* 2.34 2.65* 2.14 2.11 2.30 

State agencies jointly collect or analyze outcome data 
to improve the quality of children and family services 

2.82 2.91 2.58 3.04 2.63 2.56 2.43 

Agencies work together at the state level to plan for 
the needs of children and families who have 
experienced trauma 

2.72 2.77 2.51 3.04* 2.42 2.30 2.36 

Interagency collaboration exists at the state level to 
equip workers to address the needs of children and 
families who have experienced trauma 

2.61* 2.91* 2.55* 2.79* 2.27 2.18 2.16 

An appropriate array of services for children and 
families is available statewide 

2.07 2.32# 2.13 2.46*# 1.91 1.80# 2.08 

There is an interagency effort to ensure high quality 
services for children and families at the state level 

2.55 2.95* 2.38 2.98* 2.35 2.26 2.37 

Coordination of care for children and families across 
services and systems occurs regularly at a state 
interagency level 

2.43 3.00* 2.24 2.80* 2.17 2.03 2.05 

At the state level, families are influential partners 
working with agencies to decide youth/family policies 

2.20 2.55 2.48 2.77* 2.26 2.10 2.16 

At the state level, youth are influential partners 
working with agencies to decide youth/family policies 

2.28 2.70* 2.37* 2.67* 2.11 1.95 2.00 

Families have strong statewide advocacy organizations 2.78 3.45*^ 2.65 2.74 2.52 2.42 2.58 

Youth have strong statewide advocacy organizations 2.69 3.05* 2.46 2.64 2.44 2.2 2.09 

Individuals working together to improve children and 
family services, represent the diversity of the state 

2.85 3.21* 2.88*^ 3.05* 2.56 2.47 2.42 

Agencies work together to effectively address 
racial/ethnic disparities in service delivery (state level) 

2.88 3.37* 2.80 3.02* 2.53 2.53 2.36 

Agencies work together  to ensure services for 
children and families are culturally and linguistically 
appropriate (state level) 

2.91 3.32* 2.87 3.00* 2.61 2.58 2.42 

The State has an effective approach to coordinate 
funding across child serving systems 

1.89# 2.52* 2.01# 2.68* 1.93 1.81 1.84 

The State maximizes the use of federal funds (e.g., 
Medicaid, federal grants, other federal entitlements) 
for children and family services 

2.06 2.86* 2.24 2.89* 2.01 1.89 1.94 

There is a clear and feasible plan for sustaining fiscal 
support for children and family services in Nebraska 

2.03 2.7* 2.09 2.69* 1.88# 1.81 1.80# 

Nebraska has an effective approach to ensure workers 
are trained in the system of care approach 

2.47 3.3* 2.67 3.07* 2.37 2.45 2.14 
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State System of Care Components Region of the State 

1 2 3 4 5 6 State 

Workers are trained to effectively provide high-fidelity 
wraparound (state level) 

2.36 3.35* 2.70 3.29* 2.32 2.43 2.15 

Workers are trained to effectively provide evidence-
based treatments (state level) 

2.59 3.35* 2.63 3.24* 2.42 2.49 2.18 

A state-wide social marketing/strategic 
communication plan to inform key stakeholders about 
the system of care 

2.69* 2.68* 2.49* 2.61* 2.28 2.12 2.26 

Key state leaders are partners in state efforts to 
communicate about the system of care 

2.58 2.94* 2.48 3.02* 2.33 2.44 2.24 

Data and family stories are used to communicate about 
the system of care at the state level 

2.26 3.00 2.51 2.73 2.44 2.47 2.34 

Agencies are working in partnership to support high-
fidelity wraparound (family centered practice) at the 
state level 

2.69 2.85 2.67 3.09* 2.41 2.56 2.24 

Fiscal policies are in place at the state level to support 
and sustain high-fidelity wraparound (family centered 
practice) 

2.26 2.80* 2.51 2.95* 2.09 2.11 2.00 

The state tracks outcomes and adherence to high-
fidelity wraparound (family centered practice) 

2.58 3.15* 2.82 3.16* 2.45 2.33 2.23 

There is a strong state effort to redeploy funds from 
higher cost to lower cost services 

2.94 3.10 2.79 3.41*^ 2.93^ 2.79^ 2.43 

There is a strong state effort to focus on prevention 
services 

2.85* 3.00* 2.57 2.96* 2.43 2.24 2.19 

There is a strong state effort to focus on early 
intervention services 

3.05^ 3.05 2.64 3.12* 2.73 2.30 2.19 

Yellow* indicates significantly higher ratings than most or all other geographic areas for the component (rows) 
Green^ indicates highest rated item within each geographic area (column); blue# indicates lowest rated item within 
geographic area (column). For these questions: 
1 = Strongly Disagree; 2 = Disagree; 3 = Neither Agree nor Disagree; 4 = Agree; and 5 = Strongly Agree 
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Community Strengths Region of the State 

1 2 3 4 5 6 State 

Formal interagency team to make decisions about SOC 5.29^ 5.06^ 6.23 6.71 6.31 6.31 5.89 

Clear accountability for SOC policy decisions 6.61 6.69 6.70 6.86 6.94# 6.89# 6.82 

Collaboration to improve trauma informed care 5.36 5.44 6.25 6.60 5.84 6.26 6.61 

Broad array of effective services 6.07 6.81 6.00 6.26 5.84 5.93 5.46^ 

Coordination of care across systems 5.71 5.00^ 6.44 6.02 6.31 6.75 6.79 

Accessible services 5.87 5.75 6.61 6.19 5.85 5.64^ 5.89 

Families partnering on policy decisions 6.39 7.00# 6.82 6.52 6.57 6.86 6.57 

Youth partnering on policy decisions 6.52 7.00# 6.65 6.52 6.79 6.64 6.86 

Strong family advocacy groups 6.45 6.13 6.09 5.76 5.67 6.15 5.79 

Strong youth advocacy groups 6.10 5.81 6.07 6.26 6.62 6.22 7.00# 

Reduce disparities in service delivery 7.00# 6.38 6.79 6.71 6.61 6.68 6.61 

Culturally & linguistically appropriate services 6.36 6.44 5.55 6.10 6.31 6.26 6.14 

Coordinated/sustainable funding across systems 6.65 6.94 6.80 6.69 6.93 6.69 7.00# 

Maximize federal funding 6.77 7.00# 6.65 6.95# 6.72 6.60 6.11 

Highly trained workforce 6.03 5.88 6.48 5.62 5.81 6.07 5.93 

Training in system of care approach 6.77 6.38 6.48 6.41 6.15 6.30 5.93 

Social marketing/strategic communication about SOC 7.00# 6.88 6.92# 6.86 6.88 6.75 7.00# 

Agencies partnering to improve high-fidelity wraparound 5.81 5.81 5.90 5.91 6.50 6.23 6.57 

Outcome measurement & quality improvement systems 6.48 6.38 6.75 6.19 6.60 6.32 6.39 

Focus on prevention 5.39 5.56 5.72 4.91^ 6.05 6.20 6.43 

Focus on early intervention 5.74 5.25 5.30^ 4.98 5.46^ 5.66 5.54 

Green^ indicates greatest strength by geographic area; blue# indicates least strength by geographic area 

 

Scores range from 1 to 7 with 1 indicating the highest ranked and 7 indicating the component was not ranked; hence 
lower numbers indicate higher rankings. 

• There is a significant difference across Regions in the ranking of community strengths.  
• Regions 1 and 2 respondents consider “Formal interagency team to make decisions about SOC” (#1) to be 

the greatest strengths in their community, much more so than did other areas. 
• For Region 3 and Region 5 respondents, “Focus on early intervention” (#21) is the greatest strength; other 

regions and state respondents also gave this item a fairly high ranking. 
• Region 4 respondents think “Focus on prevention” (#20) is a strength in their community, more than do 

other areas.  
• Region 6 respondents think “Accessible services” (#6) is their community’s greatest strength.  
• Statewide respondents consider “Broad array of effective services” (#4) to be the greatest strength, more 

than respondents in specific Regions. 
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Community Needs Region of the State 

1 2 3 4 5 6 State 

Formal interagency team to make decisions about SOC 6.37 6.71 6.66 6.38 6.35 6.59 6.17 

Clear accountability for SOC policy decisions 6.23 5.88 6.15 6.64 6.26 6.22 6.34 

Collaboration to improve trauma informed care 6.20 4.88 6.22 6.02 5.70 6.14 5.66 

Broad array of effective services 4.51^ 4.47 5.08 5.28 5.43 5.79 5.46 

Coordination of care across systems 5.63 6.59 5.76 5.96 5.61 5.69 5.80 

Accessible services 5.06 4.00^ 4.43^ 5.08^ 5.41 5.23^ 5.14^ 

Families partnering on policy decisions 6.31 6.00 6.65 6.26 6.39 6.18 6.23 

Youth partnering on policy decisions 6.54 5.94 6.67 6.00 6.52 6.53 6.29 

Strong family advocacy groups 6.60 6.53 6.34 6.24 6.60 6.55 6.31 

Strong youth advocacy groups 6.83# 6.35 6.38 5.88 6.56 6.71 6.49 

Reduce disparities in service delivery 5.74 5.88 5.87 6.44 5.75 5.93 6.54 

Culturally & linguistically appropriate services 6.23 5.88 6.18 6.00 6.30 6.21 6.66 

Coordinated/sustainable funding across systems 5.86 6.29 6.18 5.92 6.14 5.67 6.20 

Maximize federal funding 5.97 6.65 6.30 6.02 6.21 5.87 6.14 

Highly trained workforce 6.26 6.41 6.21 6.28 5.95 5.88 5.63 

Training in system of care approach 6.37 6.82# 6.48 6.72# 6.66 6.53 6.40 

Social marketing/strategic communication about SOC 6.66 6.77 6.74# 6.24 6.95# 6.91# 6.83# 

Agencies partnering to improve high-fidelity wraparound 6.06 5.94 6.28 6.12 6.30 6.49 6.31 

Outcome measurement & quality improvement systems 6.51 6.77 6.70 6.60 6.60 6.49 5.94 

Focus on prevention 6.49 6.18 5.45 5.86 5.19^ 5.24 5.43 

Focus on early intervention 5.89 6.47 5.88 5.90 5.63 5.40 6.03 

Green^ indicates greatest need by geographic area; blue# indicates least need by geographic area 

Scores range from 1 to 7 with 1 indicating the highest ranked and 7 indicating the component was not ranked; hence 
lower numbers indicate higher rankings. 

• There is a significant difference across Regions in the ranking of community needs.  
• Region 1 respondents think “Broad array of effective services” (#4) is the greatest need; this item was 

ranked similarly highly by all Regions except Region 6.  
• Regions 2, 3, 4, and 6, and statewide participants ranked “Accessible services” (#6) as a big need; Region 1 

and 5 respondents also ranked this among their top needs .  
• Region 5 respondents think “Focus on prevention” (#20) is a need in their community; this view is shared 

by Region 6 respondents, but less so by other respondents (especially those in Regions 1 and 2). 
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State Strengths Region of the State 

1 2 3 4 5 6 State 

Formal interagency team to make decisions about SOC 6.39 5.07^ 5.79 6.49 6.59 6.21 6.67 

Clear accountability for SOC policy decisions 6.48 6.43 6.71 6.54 6.59 6.73 6.71 

Collaboration to improve trauma informed care 4.87^ 6.50 5.63 6.11 6.13 6.27 6.43 

Broad array of effective services 6.00 6.64 6.23 6.03 6.12 5.97 5.10^ 

Coordination of care across systems 6.39 6.21 6.50 5.80 6.38 6.77 6.00 

Accessible services 6.61 6.29 6.94# 6.66 6.38 6.26 5.10^ 

Families partnering on policy decisions 6.52 6.71 6.54 6.49 6.28 6.77 6.57 

Youth partnering on policy decisions 6.61 7.00# 6.81 6.54 6.77 6.84 6.71 

Strong family advocacy groups 6.00 5.50 5.92 6.51 5.65 5.76^ 6.05 

Strong youth advocacy groups 6.52 6.29 6.58 6.71 6.62 6.51 6.86 

Reduce disparities in service delivery 6.65 6.36 6.81 6.83# 6.84# 6.59 6.91# 

Culturally & linguistically appropriate services 6.17 6.50 5.75 6.26 6.24 6.24 5.91 

Coordinated/sustainable funding across systems 6.78 6.93 6.88 6.80 6.87# 6.83 6.57 

Maximize federal funding 6.87# 7.00# 6.42 6.11 6.71 6.34 6.43 

Highly trained workforce 6.22 6.36 6.46 5.49^ 6.15 6.14 6.43 

Training in system of care approach 6.17 5.71 6.54 5.83 6.41 6.49 5.71 

Social marketing/strategic communication about SOC 6.83 6.79 6.73 6.83# 6.84# 6.90# 6.57 

Agencies partnering to improve high-fidelity wraparound 6.13 6.00 6.31 6.23 6.63 6.59 6.76 

Outcome measurement & quality improvement systems 6.44 6.21 6.56 5.86 6.44 5.81 6.38 

Focus on prevention 5.39 5.29 5.90 5.51 5.82 6.31 6.76 

Focus on early intervention 6.00 5.43 5.23^ 5.51 5.25^ 6.13 6.14 

Green^ indicates greatest strength by geographic area; blue# indicates least strength by geographic area 

Scores range from 1 to 7 with 1 indicating the highest ranked and 7 indicating the component was not ranked; hence 
lower numbers indicate higher rankings. 

• There is a significant difference across Regions in the ranking of State strengths.  
• Region 1 respondents think “Collaboration to improve trauma informed care” (#3) is the greatest State 

strength, much more than do respondents from other regions. 
• Region 2 respondents think “Formal interagency team to make decisions about SOC” (#1) is the greatest 

State strength, more than do other respondents. 
• Region 3 and 5 respondents think “Focus on early intervention” (#21) is the greatest State strength; similar 

average rankings were provided by Regions 2 and 4, but not by other areas. 
• For Region 4 respondents, “Highly trained work force” (#15) is the greatest State strength; this view was 

not shared by respondents from other areas. 
• Region 6 respondents did not rank items greatly different from item to item; they consider “Strong family 

advocacy groups” (#9) to be the State’s greatest strength. 
• State respondents think “Broad array of effective services” (#4) and “Accessible services” (#6) are the 

greatest State strengths, but other respondents did not share this view. 
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State Needs Region of the State 

1 2 3 4 5 6 State 

Formal interagency team to make decisions about SOC 6.17 7.00# 6.72 6.35 6.69 6.79# 6.45 

Clear accountability for SOC policy decisions 5.66 6.88 5.85 6.15 5.95 5.99 5.65 

Collaboration to improve trauma informed care 6.93# 5.44 6.56 6.28 5.95 6.12 6.52 

Broad array of effective services 5.93 5.00 5.76 5.75 5.32^ 5.89 6.07 

Coordination of care across systems 5.28 5.94 5.63 5.90 5.68 5.69 5.84 

Accessible services 5.62 3.94 5.39^ 5.13^ 5.33^ 5.06^ 5.13^ 

Families partnering on policy decisions 6.21 6.25 6.64 6.43 6.56 6.27 6.07 

Youth partnering on policy decisions 6.38 6.56 6.78^ 6.43 6.75 6.55 6.29 

Strong family advocacy groups 6.52 6.69 6.46 6.10 6.63 6.43 6.87 

Strong youth advocacy groups 6.17 6.56 6.60 6.08 6.86# 6.60 6.77 

Reduce disparities in service delivery 5.35 5.94 5.74 5.53 5.66 5.92 5.81 

Culturally & linguistically appropriate services 6.69 6.00 6.30 6.18 6.66 6.55 6.84 

Coordinated/sustainable funding across systems 4.48^ 6.69 6.08 6.15 5.78 5.85 5.94 

Maximize federal funding 5.28 4.69^ 5.76 6.15 5.42 5.52 5.97 

Highly trained workforce 6.72 6.25 5.89 6.75# 5.73 5.89 5.19 

Training in system of care approach 6.83 6.69 6.36 6.50 6.58 6.62 6.45 

Social marketing/strategic communication about SOC 6.76 6.50 6.63 6.18 6.86# 6.79# 6.94 

Agencies partnering to improve high-fidelity 
wraparound 

5.79 6.31 5.89 6.15 6.35 6.48 6.26 

Outcome measurement & quality improvement systems 6.00 7.00# 6.41 6.63 6.51 6.60 6.13 

Focus on prevention 6.52 5.88 5.80 6.00 5.62 5.58 5.26 

Focus on early intervention 6.17 5.88 5.60 6.15 6.09 5.59 5.32 

Green^ indicates greatest need by geographic area; blue# indicates least need by geographic area 

Scores range from 1 to 7 with 1 indicating the highest ranked and 7 indicating the component was not ranked; hence 
lower numbers indicate higher rankings. 

• There is a significant difference across Regions in the ranking of State needs.  
• All statewide and region respondents except those in Region 1 rank “Accessible service” (#6) as the among 

the greatest State needs.  
• Region 5 respondents also think “Broad array of effective services” (#4) is  a need, Region 2 respondents 

think “Maximize federal funding” (#14) is a need, and statewide respondents think “Highly trained work 
force” (#15) is a need.  

• Region 1 respondents think “Coordinated/sustainable funding across systems” (#13) is the greatest need. 
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APPENDIX 6: RATINGS/RANKINGS ANALYSIS BY SERVICE 
SYSTEM 
Because participants could indicate involvement in more than one service system, average ratings could not be 
compared directly between service systems. Instead, stepwise regression analysis was used to determine which 
service system involvement was most related to the system of care components. Once the most-related system was 
included, then the remaining systems were examined to see if they contributed additional explanatory power to the 
analysis. If they still had a significant relationship to the component after the one with the strongest relationship was 
included, then the subsequent systems were also included. 
 
For most analyses, only one service system was needed to explain the ratings. For some analyses, more than one 
system explained the ratings better than a single system. For other analyses, there were no systems related to the 
ratings. 
 
Community System of Care Components Service Delivery System 

CW DD EC ED HC MH SA VR JJ O 

There is clear accountability for making community/area 
policy decisions for services to children & families 

2.39 2.40 2.52 2.41 2.25 2.35
# 

2.48 2.33 2.42 2.53 

My community/area has a formal interagency 
community team for joint policy decision making across 
child-serving systems 

2.74 2.66 2.88 2.84 2.44
# 

2.77 2.79 2.46 2.84 30.3 

Community/area agencies jointly collect or analyze 
outcome data to improve the quality of children and 
family services 

2.51 2.44
# 

2.69 2.61 2.50 2.56 2.64 2.61 2.69 3.00
^ 

There is strong collaboration across agencies to plan for 
the needs of children and families who have experienced 
trauma in my community/area. 

2.41 2.38 2.53 2.43
# 

2.32 2.39
# 

2.47 2.15 2.41 2.71 

Service providers are well trained in addressing the 
needs of children and families who have experienced 
trauma in my community/area. 

2.59
# 

2.59 2.78 2.78 2.70 2.68 2.93
^ 

2.63 2.57
# 

2.87 

There is an appropriate array of services for children and 
families in my community or area 

3.67 3.55 3.44 3.61 3.57 3.69 3.77 3.91 3.75
^ 

3.40 

Coordination of care across services and systems occurs 
regularly in my community or area 

2.43 2.38 2.47 2.44 2.24 2.38 2.44 2.03
# 

2.41 2.37 

Services in my community/area are high quality 
 

2.81
# 

2.79 3.08
^ 

2.80
# 

2.65
# 

2.90 3.02
^ 

2.54 2.79 2.89 

Services are accessible in my community/area 
 

2.73 2.70 2.76 2.65 2.51 2.62 2.67 2.61 2.64 2.79 

Youth and families are able to direct their own care by 
choosing services and supports that meet their needs in 
my community/area 

2.49 2.53 2.54 2.55 2.54 2.45 2.52 2.18
# 

2.57 2.61 

In my community/area, families are influential partners 
working with agencies to decide youth/family policies 

2.42
# 

2.58 2.47 2.64 2.54 2.51 2.65 2.37 2.53 2.75 

In my community/area, youth are influential partners 
working with agencies to decide youth/family policies 

2.23 2.24 2.27 2.28 2.23 2.20
# 

2.37 2.08 2.24 2.41 

Families have strong advocacy organizations in my 
community/area 

2.63 2.68 2.77 2.60 2.58 2.63 2.57 2.38. 2.70 2.77 

Youth have strong advocacy organizations in my 
community/area 

2.62 2.44 2.59 2.48 2.46 2.48 2.55 2.28 2.63 2.64 

Individuals working together to improve children and 
family services, represent the diversity of my 
community or area 

2.71 2.78 2.98
^ 

2.70 2.83 2.74 2.77 2.49 2.63
# 

3.14
^ 
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Community System of Care Components Service Delivery System 

CW DD EC ED HC MH SA VR JJ O 

Agencies work together to effectively address 
racial/ethnic disparities in service delivery 

2.72 2.75 2.96 2.79 2.78 2.73 2.76 2.67 2.69 2.73 

Agencies work together  to ensure services for children 
and families are culturally and linguistically appropriate 

2.81 2.92 3.03 2.89 2.89 2.88 2.93 2.63 2.78 2.84 

Agencies work together to effectively coordinate 
funding across child serving systems in my 
community/area 

2.36 2.33 2.48 2.41 2.26 2.33
# 

2.45 2.21 2.38 2.35 

There is a clear and feasible plan for sustaining fiscal 
support for children and family services in my 
community/area 

2.13 2.02 2.30 2.17 2.04 2.10
# 

2.09 2.03 2.15 2.15 

In my community/area, flexible funding can be used to 
address the unique needs of each child and family 

2.32 2.34 2.44 2.36 2.25 2.26
# 

2.40 2.39 2.38 2.54 

Workers are trained to effectively respect and work with 
children and families in my community 

3.13 3.22 3.35 3.27 3.05 3.11
# 

3.28 3.21 3.14 3.02 

Workers are trained to effectively provide high-fidelity 
wraparound 

2.77 2.67 2.77 2.82 2.76 2.74 2.85 2.64 2.76 2.72 

Workers are trained to effectively provide evidence-
based treatments 

2.75
# 

2.74 2.93 2.85 2.73 2.76
# 

3.09
^ 

2.82 2.79 2.93 

There is a local social marketing/strategic 
communication plan to inform people about the system 
of care 

2.16 2.28 2.26 2.17 2.30 2.23 2.14 2.09 2.16 2.54
^ 

Key community leaders are partners in efforts to 
communicate about the system of care 

2.61 2.53 2.69 2.45 2.37 2.55 2.51 2.26 2.60 2.95
^ 

Data and family stories are used in communications 
about the system of care 

2.56 2.59 2.65 2.48 2.55 2.59 2.52 2.38 2.56 2.84 

People are working in partnership to support high-
fidelity wraparound (family centered practice) in my 
area 

2.77 2.73 2.86 2.78 2.72 2.84 2.77 2.44
# 

2.84 3.15 

Fiscal policies are in place in my area to support and 
sustain high-fidelity wraparound (family centered 
practice) 

2.28
# 

2.26 2.27 2.29
# 

2.19 2.30 2.23 2.24 2.41 2.53 

My community/area tracks outcomes and adherence to  
high-fidelity wraparound (family centered practice) 

2.61 2.57 2.62 2.47
# 

2.58 2.70 2.73 2.39 2.59 2.82 

There is a strong effort in my community/area to 
redeploy funds from higher cost to lower cost services 

3.66 3.92 4.14 4.24
^ 

3.47
# 

3.77 3.40 3.70 3.47
# 

3.84 

There is a strong effort in my community/area to focus 
on prevention services 

2.60 2.42
# 

2.75 2.63 2.54 2.55 2.63 2.50 2.64 2.98 

There is a strong effort in my community/area to focus 
on early intervention services 

2.92 2.87 3.17
^ 

2.94 2.71 2.75
# 

2.82 3.06 2.82 2.95 

Green^ indicates system rated component higher than those not in that system; Blue# indicates system rated 
component lower than those not in that system. 

 
CW = Child Welfare MH=Mental Health 
DD=Developmental Disability SA=Substance Abuse 
EC=Early Childhood VR=Vocational Rehabilitation 
ED=Education JJ=Juvenile Justice 
HC=Healthcare O=Other (e.g., faith-based organization, childcare, 

legislative aid, services for visually impaired, 
mentoring programs, violence prevention) 
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State System of Care Components Service Delivery System 

CW DD EC ED HC MH SA VR JJ O 

There is a formal interagency State level team for joint 
decision making across child-serving systems 

      #   ^ 

There is clear accountability for making State level 
policy decisions for services to children & families 

   #  #    ^ 

State agencies jointly collect or analyze outcome data to 
improve the quality of children and family services 

      #   ^ 

Agencies work together at the state level to plan for the 
needs of children and families who have experienced 
trauma 

         ^ 

Interagency collaboration exists at the state level to 
equip workers to address the needs of children and 
families who have experienced trauma 

         ^ 

An appropriate array of services for children and 
families is available statewide 

  ^ #  #   #  

There is an interagency effort to ensure high quality 
services for children and families at the state level 

   #  #     

Coordination of care for children and families across 
services and systems occurs regularly at a state 
interagency level 

   #  #     

At the state level, families are influential partners 
working with agencies to decide youth/family policies 

          

At the state level, youth are influential partners working 
with agencies to decide youth/family policies 

          

Families have strong statewide advocacy organizations 

 

          

Youth have strong statewide advocacy organizations 

 

 #         

Individuals working together to improve children and 
family services, represent the diversity of the state 

          

Agencies work together to effectively address 
racial/ethnic disparities in service delivery (state level) 

          

Agencies work together  to ensure services for children 
and families are culturally and linguistically appropriate 
(state level) 

          

The State has an effective approach to coordinate 
funding across child serving systems 

   #  #  ^   

The State maximizes the use of federal funds (e.g., 
Medicaid, federal grants, other federal entitlements) for 
children and family services 

   #       

There is a clear and feasible plan for sustaining fiscal 
support for children and family services in Nebraska 

   #  #     
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State System of Care Components Service Delivery System 

CW DD EC ED HC MH SA VR JJ O 

Nebraska has an effective approach to ensure workers 
are trained in the system of care approach 

     #     

Workers are trained to effectively provide high-fidelity 
wraparound (state level) 

     #     

Workers are trained to effectively provide evidence-
based treatments (state level) 

          

A state-wide social marketing/strategic communication 
plan to inform key stakeholders about the system of care 

         ^ 

Key state leaders are partners in state efforts to 
communicate about the system of care 

   #      ^ 

Data and family stories are used to communicate about 
the system of care at the state level 

   #       

Agencies are working in partnership to support high-
fidelity wraparound (family centered practice) at the 
state level 

   #      ^ 

Fiscal policies are in place at the state level to support 
and sustain high-fidelity wraparound (family centered 
practice) 

   #  #     

The state tracks outcomes and adherence to high-fidelity 
wraparound (family centered practice) 

   #       

There is a strong state effort to redeploy funds from 
higher cost to lower cost services 

          

There is a strong state effort to focus on prevention 
services 

   #  #     

There is a strong state effort to focus on early 
intervention services 

     #     

Green^ indicates system rated component higher than those not in that system; Blue# indicates system rated 
component lower than those not in that system. 

 
CW = Child Welfare MH=Mental Health 
DD=Developmental Disability SA=Substance Abuse 
EC=Early Childhood VR=Vocational Rehabilitation 
ED=Education JJ=Juvenile Justice 
HC=Healthcare O=Other (e.g., faith-based organization, childcare, 

legislative aid, services for visually impaired, 
mentoring programs, violence prevention) 
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APPENDIX 7: SUMMARY OF QUALITATIVE ANALYSIS 
 

Policy/Administration/Regulation 

Model collaboration at the state level  

“It has to start from the top.  If the agencies at the state level aren't talking to each other, it is 
impossible for collaboration to occur regionally or locally.”  

• Medicaid and Child Welfare need to participate fully 
• Schools need to participate in policy changes 
• Implement systems of care philosophy in state services 

o Use high fidelity wraparound (family centered practice) in all state systems 
o Monitor fidelity to EBPs in state systems (e.g., caseload) 

• Provide framework, data and resources for local implementation of systems of care 
o Create policies that allow for creativity by local collaborations to meet local needs 
o Identify mechanisms to encourage and fund community collaboration 

development  
“There needs to be agreement about what the outcomes should be, but then allow 
communities to be flexible and creative to achieve solutions that work within their 
communities.” 

Align and streamline administrative procedures so they are family friendly 

• Create one shared intake process that does not need to be repeated across systems 
o Create mechanisms for information among systems that respect confidentiality 
o Consider one application covering all state funded programs (e.g., Medicaid, Food 

Stamps) 
• Balance efficiency with being family centered 
“Families prefer to talk with a live person when contacting DHHS” 

• Review procedures to speed eligibility determination in multiple systems at once 
o Discontinue requirement of failure at lower levels of care before higher intensity 

services can be accessed 
 

Review and align service definitions, reimbursement rates and funding roadmaps 

“Medicaid has made it difficult for low income families to find high quality services. Many 
providers do not accept Medicaid families due to low reimbursement rates.” 

• Require insurance to cover child mental health /developmental services 
• Review Medicaid reimbursement rates and covered services 

o Ensure Medicaid covers and reimburses EBPs  
o Create a policy that reimburses providers for participation in team meetings 

• Review eligibility, stop dates and rules for state funded or Medicaid services for children 
and youth across systems 

78 | P a g e  
 



Nebraska SOC Readiness Assessment  

o Identify gaps and contradictions among system procedures and rules with families 
at the table  

“Insurance and program eligibility shouldn't dictate if my kid gets help; if they need help 
why can't there be one organization that provides it, period.” 

• Create shared mechanisms for flexible funding of support resources across systems 
• Prioritize service development of prevention, early intervention and crisis services for 

children and youth  
o Identify and advocate for policies that support EBPs for Autism spectrum 

 

Develop workforce capabilities to use EBPs 

• Identify preferred evidence based practices  
o Coordinate with funders to ensure evidence based practices covered 
o Create incentives for provider adoption of evidence based practices 

• Investigate why there is such a high turnover of caseworkers and tprovide appropriate 
support to retain good workers 

• Identify and implement common education/training for everyone working in child 
serving systems  

o Instill a culture of customer service and family centered practice in state funded 
systems 

• Create education system standards for safety, working with children who have complex 
behaviors and team meetings (family centered) 
 

Create system measures that are transparent, accessible and used for system adjustment 

• Incorporate fidelity monitoring in system quality assurance measures 
• Collect and aggregate data around performance measures across systems 

o Create shared data points across systems 
• Identify common system measures for use across child serving systems (including 

schools) 
• Produce both quantitative and qualitative measures of system development 

o Monitor perceptions as well as numbers 
• Monitor and provide feedback to communities on status of DHHS/Probation changes 
• Evaluate impact of “zero tolerance” policies in schools on children and their families 

(e.g., truancy rules; bullying rules) 
• Monitor data for trends (disproportionality) 

 
Trauma Informed Care 

 
Create a common understanding of trauma across systems 
“Early intervention, and education and training are key, and say trauma is trauma not just bad 
behavioral and what trauma causes” 

• Use a common curriculum to educate professionals in all systems about trauma (child 
welfare, education, behavioral health, and medical/health)   
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• Educate families about trauma and what professionals should know about trauma 
• Educate the public about trauma impacts across the age span 

 
Systematically implement practices that are trauma informed in all systems 
“We’ve have the training but how do we help each other operationalize that?” 

• Identify and promote specific evidence based practices that are trauma informed 
o Promote EBPs for schools; foster parenting; court/justice; medical;  child 

welfare; law enforcement; clinical settings 
o Monitor fidelity of trauma informed practice implementation 

• Implement common assessment tools to create a shared understanding of trauma 
impacts that can be shared across systems 

• Review system administrative processes to ensure they are trauma sensitive (e.g., 
conducting investigations) 

 
Create and implement systemic plans to address and prevent secondary/vicarious trauma of 
workers  

• Assess potential trauma impacts of institutional or system change prior to 
implementation 

• Disseminate best practices for prevention of vicarious trauma across systems 
 
 

Family and Youth Involvement 
 
“Listen to what the family says.  Too much is based on evaluations done by doctors that see the 
child for maybe 45 minutes.” 

• Families believe professionals don’t communicate with them well while providers and 
stakeholders repeatedly pointed to communication as their strength. 

In our situation we had county attorneys, OJS, tracker, supervised visits, there 
were about a dozen people and there was no set communication. That’s where my 
support worker and p2p helped calm me and get people together, but even then it 
seemed they didn’t take their responsibilities seriously.  

• Involve parents in team meetings  
o Family view: 

 Recognize that often the family system is under stress  
 Tolerance and understanding is needed to work well with families 

Truly involve the parents in the planning, don’t assume they are bad 
parents. …Stay with the family for a longer period of time… The 
family should have feedback as to how long they are worked with, 
instead of being told; “’we think you are doing great so we are going 
to complete your plan, is that okay?”   

 Schedule meetings at times parents and advocates can attend 
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 Professionals see things only through their own lens  
 Intervention is often “blame based”  
 Power differentials in team meetings limit family voice (us vs. them) 

o Provider view: 
 Recognize some parents aren’t ready to advocate for child’s best interest 
 Parental accountability is important 

Some parents don’t want better things for their kids. Some parents 
don’t want to look bad. Parents expect systems to fix kids. Parents 
need to understand their responsibilities and how to raise their kids.   

o School view: 
 Involve school personnel who work with children most of the day 

• Increase opportunities for system level involvement for youth and families 
o Don’t rely solely on family organizations to represent all families and all youth 

It appears that one or two families and one youth represent the "family" and 
"youth" voice at all meetings (I see the same person or two people) which is 
not a fair or accurate representation.  There is not a good mechanism for 
sharing the consumer/family perspective.   

o Equip family members and youth so they know how to participate 
 Provide education about how to be involved  
 Hold community collaborative meetings when families/youth can attend 

o Project Everlast is a strength – but is limited to foster care youth 
o Magellen My Life is a potential strength – but it is not grassroots 

• Youth face extra barriers to involvement 
o Not taken seriously at team or system level meetings 
o Basic needs must be met before system level involvement can be expected 
o Sometimes parents try to protect youth by excluding them from team meetings 

Parents keep kids out because if the meetings aren’t strength based there is a 
reason the youth isn’t there.   

 

Cultural and Linguistic Competence 
 

“I’m not even sure we even have a good definition for cultural and linguistic competence” 
 
. 
Prepare the child serving system workforce to work with diverse cultures 

• Attract, develop and retain bilingual provider staff, especially Spanish 
“Hiring bilingual bicultural workers is hard because they don’t always test or interview 
well. We need to dig into references to find out who a person really is.” 
“For us to hire bilingual staff is really a training period for others to hire them away from 
DHHS.” 

• Develop professional interpreters (including sign language) with knowledge of 
systems and cultures 
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“Interpreters need to be trained in mental health world and should address their 
secondary trauma.” 

• Cultural issues impact understanding of mental health for workforce members  
“International professionals in the community working in systems need education about 
American system and mental health.” 

• Workforce needs education about using interpretation services (in person and via 
technology) 

Cultural is more than race and ethnicity  
• Gender; Poverty; LGBT 
• Family culture; Religion 
• System culture (courts; mental health; substance abuse; child welfare) 
• Rural vs. Urban 

“When you try to get funding they want you to be culturally competent but funders 
don’t recognize rural/frontier culture” 

 
Incorporate diversity in system planning, implementation and evaluation 
“We don’t involve people of color in system building; takes a big effort to get a diverse voice 
and we will build another system that is again not capturing the diverse voice. “ 
 
“Use of data to drive decisions about disproportionality is lacking; need to standardize 
information collected and to invest in data interpretation” 

 

Financing 

 

Overall, More funding is needed for children’s behavioral health services 

“More funding has to be infused - schools and providers can’t absorb any more without 
additional resources and support” 

• Build in a plan to sustain funding over time 
“Often, after a couple years the funding goes away and is not sustained. The problem is it takes 
resources out of other programs while they are trying to meet the demands of the funded 
program.” 

Allocate funding to locate behavioral health services in schools 

“Look at how you can allocate funding and push services and trained providers and 
caseworkers into the school setting as a place for services to start.  This is where we often 
identify the mental health needs, where we can monitor student growth, where we can begin 
to build relationships with families, where we can bring resources to isolated communities.” 

• School systems should have social workers in more schools 
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“If funding were available, I think an excellent improvement in child services would be to 
place a full-time, highly qualified social worker and child counselor in each Title I school 
and half-time ones in each non-Title I school.”   

Make flexible funding available for formal and informal supportive services 

“Would like to see some sort of flex funding be made available for youth/families before they 
enter in to costly systems of care” 

Adjust policies and regulations to create funding streams supporting EBPs and system of care 
team participation  

• Adjust rules for authorizing services that are EBPs 
“Magellen doesn’t approve when it deems it behavioral rather than mental health so it is 
hard to get payment for service authorized” 

• Fund development and sustainment of EBP capacity (e.g., MST; ABI; EMDR) 
“If we don’t have a lot of kids in a service the service may not have enough business to 
sustain it.” 

“Bruce Perry talks about treatments kids need to overcome trauma and at the same time 
Medicaid says they won’t pay for it. Seems like one part of the state (bh) says it works 
and use it and Medicaid won’t pay for it (EMDR; art therapy; play therapy)”   

• Consider ways to braid funding streams so they follow the child 
• Create service coordination rates for providers 

“Fund the necessary case coordination efforts that the teams provide. Set a fair rate for 
home based MH treatment” 

• Fund cross-system youth crisis teams  
• Align billing and administrative forms/procedures across systems (child welfare, regions, 

behavioral health and Medicaid)   
o Use a common definition for medical necessity 
o Create a single overarching group with power to review and align system 

procedures; referee funding for children with needs that cross systems; and 
provide oversight for mapping fund usage across child serving systems 

 

Address low reimbursement rates across all systems 

• Create incentives for EBP use, team participation and provider investment in system 
coordination 

• Create travel reimbursement rate 
“Lack of funding for providers to take the time to build relationships with families that 
have high trauma and stigma needs. Lots of work that needs to be done on non-billable 
time” 

• Incentivize family care over foster care  
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“If a child goes into foster care they would have received somewhere between 700-1000 
a month compared to 200 for families.”  

 

Workforce Development 

 

Nebraska has a shortage of behavioral health professionals with expertise working with 
children/youth  

• Child psychiatrists  
• Therapists and counselors with specific expertise in EBPs for children and youth 

o School social workers are underutilized 
o DHHS should use more qualified social workers  

• Substance abuse treatment professionals with expertise working with children and youth  
• Providers with expertise working with co-occurring problems 
• Autism spectrum specialists 
• Recruit, educate and retain foster parents to care for children with complex behavior 

problems  
• Recruit, educate and retain more family/youth peer advocates in all areas of the state 
• Recruit and retain a more diverse workforce in all child serving systems 

 

Compensation of providers specializing in work with children is too low 

“You can teach the skills of high-fidelity wraparound to anyone, but there are workers that are truly skilled 
providers that are severely underpaid and overworked. This causes workers to leave the field and leaves 
families, agencies and youth at a loss.” 

• Encourage use of evidence based treatments by paying for development of capacity 
o Create financial incentives for service providers to use EBPs 

• Adjust rates or create reimbursement for “windshield time” for rural/frontier providers 
• Create financial incentives or rates for participation in coordination teams 
• Create financial incentives to attend or obtain education about EBPs  

 

Families want the workforce in child serving systems to be informed, understanding and 
available 

• Education for all professionals in child serving systems should include the topics of 
trauma, social/emotional development, screening for problems, family centered practice 
and active listening  (to enhance understanding) 

• Provide regular education about system of care and high fidelity wraparound principles to 
prepare workforce for team participation 

• Promote cross-training among the workforce 
o Child welfare workers should understand treatments; law enforcement should 

understand wraparound etc.  
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• Promote coordination and referral by fostering a workforce that embraces the “no wrong 
door policy” 

• Review caseload requirements and keep them low 
• Youth and family want providers who understand culture   

“We are in desperate need of professionals such as psychiatrists, therapists, social workers, 
teachers, advocates, doctors, and nurses that are knowledgeable in the diversity of each culture 
and their beliefs along with the family dynamics.” 

• Families want child serving workforce to be available weekends and evenings  
 

Develop workforce skills to ensure specialty treatment and intervention is available when needed  

• Encourage and fund competency based training to create expertise in: 
o Gender  (working with girls, LGBT issues, gender identity)  
o Sex trafficking and sexual assault 
o Teen mothers 
o Gang prevention/education 
o In-home therapy  
o School based therapy 
o EBPs (High Fidelity Wraparound, Multisystemic therapy ; Applied Behavioral 

Intervention) 
o Treatment of Reactive Attachment Disorder 
o Behavioral intervention (not mental health intervention) 
o Crisis intervention  

 

Marketing and Strategic Communications 

 

Conduct a public awareness campaign emphasizing success 

“Lack of awareness – mental health doesn’t share success and things that work so people know 
that things work” 

• Use a Public Health approach (e.g., health literacy) 
• Make awareness material clear, direct and understandable 

o Use positive language to educate public about mental illness 
o Use stories to illustrate effects of getting help 

 Equip families and youth with skills to help them tell their stories 
• Educate general public about what a system of care is 

o Enlist champions and culture brokers to carry the message 
 

Educate families and helpers to keep children and youth safe 

• Families want concise information about suicide, safety and managing crisis behaviors 
o Include information to help families ask questions of professionals to help them 

keep their children and youth safe 
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• Helpers want information to help with them assess behaviors and make appropriate 
referrals 

o Families want helpers to know how to manage serious behaviors 
o Families want helpers to know how to keep children and youth safe 

 

Social marketing must address stigma 

 

• Families and youth fear being labeled  
“Make services more known and break the stigma connected to mental illness so that you 
don't feel ashamed to get help.” 

• General community has preconceived negative ideas about who mental illness affects 
o Messages should emphasize that mental illness can be in any family 

• Professionals have negative preconceived ideas about the families involved with child 
welfare and behavioral health systems  
“Most agencies look down their noses at our clients.” 

o Misunderstanding of services and who they are for limits referrals and utilization 
rates  

“We have a lot of stigma around what it takes to access services for families, and in turn 
we have underutilized services, but we have family programs for anyone whether youth 
have mental health diagnosis or not, and we had 3 referrals last year.” 

• Educate legislators about mental health and stigma 
 

Market where and how to get help 

• Families want a single person, place or location to get information about behavioral 
health conditions, resources/treatment options, eligibility for resources, and how to access 
them 

• Professionals want information about services to help educate families about local 
options 

• Information about services should be simple and easy to understand 
• Information about behavioral health should use positive language (hope) 

 

Marketing should contain a specific plan to reach at-risk families 

• Education/engagement plans must reach culturally and linguistically diverse families  
• Multiple modes of marketing are needed to reach families  

“We are all grouped together because we have children with mental health issues the best way to 
reach us is a variety of ways so some families that you may not reach can be reached . We are 
individuals and need to be related to on a case by case basis.” 

• Personalize outreach locally when possible (Email; small group meetings with food and 
daycare) 
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• Utilize natural gathering places for families and youth to get messages (schools; sports; 
activity centers; physician offices) 

• Equip helpers with information for at-risk families (Cultural centers; therapists; teachers; 
lawyers; youth leaders; faith leaders; AA groups)  
 

Wraparound 

• Support development of local interagency teams 
• Allow local teams flexibility to identify services and supports needed in their area  

“By NE assuming on a state or policy level that they know what each community 
needs, a gross generalization is being made that contradicts the implementation 
of high fidelity wraparound.  Provide the framework, tools, data on a state level. 
Distribute that to communities with specific expectations and timelines for 
implementation.  For communities that do not have a formalized interagency 
team- pull individuals from communities that do to help them first build their 
collaborations.  Do not expect every community or region to progress at the same 
rate” 

• Fund high fidelity wraparound as a direct service  
• Adjust the service definition for wraparound to extend beyond 90 days 

“When working with a family to improve all aspects of life, the wrap around partner 
should NOT have a stop date for care. The families ask for support when their lives are in 
shambles. To lose the support, only adds more trauma to an already volatile situation” 

• Consistently implement the same training for family centered practice across all child 
serving systems 

o Include facilitation training for wraparound teams 
• Identify service coordination options as an alternative to high fidelity wraparound 

“There are families who will not respond to high-fidelity wraparound - for a 
variety of reasons but which often include substance abuse issues.  We need to be 
able to intervene quickly to provide care, support, and stability for kids who are 
in situations here their family is not healthy and not moving toward being 
healthy.” 

• Make high fidelity wraparound affordable for all income levels by adjusting eligibility 
requirements 

o Identify wraparound alternatives for children age 3-9 
 

 

Prevention and Early Intervention 

 

Fund and promote more preventative services 
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“This will require a paradigm shift in mindset and focus away from reacting and towards 
proactive policies beginning with an emphasis on early childhood and family support through 
community based strengthening efforts.” 

• Locate prevention programs in schools and medical settings  
• Replicate Nebraska Children and Families Foundation local community initiatives 
• Fund prevention programs focused on early childhood 
• Fund prevention programs focused on risky behaviors for youth (suicide, substance use, 

safety, bullying) 
• Educate professionals to promote social/emotional development in children 
• Promote a culture that values education to prepare adults to be parents 
• Include early childhood providers in community collaborative teams (e.g., Head Start) 
• Prepare mentors to work with children with complex problems 

o Create support networks for working with high risk children and youth 
 

Build  and fund an array of early intervention services  

• Promote early childhood screening and behavioral health assessment  
o Address barriers to sharing assessment data among child serving systems 
o Support and encourage colocation of mental health and primary care 

• Screen children and youth regularly for developing behavioral health issues 
• Ensure wraparound services are available to families with young children  
• Promote EBPs for use in early childhood in a variety of settings (school, daycare, home) 

o Ensure EBPs for early childhood are reimbursable services (Medicaid; Magellen)  
o Address limits on eligibility and number of covered services/visits for young 

children 
o Subsidize development of EBP capacity for providers and schools 
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• TTI Study – focus on trauma and peer 
support in general 

• Certification Study – focus on peer 
support and wellness certification process  

Two Studies 



TTI Survey/Focus Group Results 

  
Adult 

Consumer 

Family 
Consumer 

Adult Peer 
Specialist 

Family 
Peer 

Specialist 
Number of Valid 
Surveys 70 34 16 26 

Number of 
Focus Group 
Participants 

57 34 25 31 



TTI Survey Results 

Type of Trauma  
Adult 

Consumer 

Family 
Consumer 

Adult Peer 
Specialist 

Family 
Peer 

Specialist 
Trauma 

81.1% (30) 70.6% (24) 93.8% (15) 96.2% (25) 

Vicarious Trauma 
45.7% (16) 47.1% (16) 87.5% (14) 76.0% (19) 

Compassion Fatigue 
54.1% (20) 57.6% (19) 75.0% (12) 80.8% (21) 

Any Trauma 
84.2% (32) 85.3% (29) 100% (16) 100% (26) 

Percent of respondents indicating they experienced trauma 



  
Trauma Scales 

Trauma 
Scale 

Adult 
Consumer 

(N=32) 

Family 
Consumer 

(N=29) 

Adult 
Specialist 

(N=16) 

Family 
Specialist 

(N=26) 
All Groups 
Combined 

POST 
TRAUMATIC 
GROWTH 
TOTAL SCORE  
Range=0–105 

66.97 
(22.90) 

68.39 
(25.12) 

79.07 

(21.26) 
77.16 

(14.97) 
71.83 

(21.89) 

PTSD 
Symptom 
Checklist 
OTAL SCORE 
Range = 17 – 85  

58.04 
(15.74) 

45.77 
(19.01) 

38.23 
(10.41) 

35.38 
(14.64) 

45.23 

(18.05) 

I have 
increased my 
use of alcohol 

or drugs. 

1.17 (1.30) 1.07 (0.37) 1.07 (0.26) 1.12 (0.43) 
1.28 

(0.23) 

Mean scores and (standard deviations) - Higher scores indicate more growth and more symptoms 



  
Focus Group Results - Trauma 

• Trauma training – peer support specific 
• Vicarious trauma/compassion fatigue 
• Self care 
• Employers need to understand trauma 
• How not to trigger trauma 
• Training on trauma screening tools 
• Trauma training for providers/systems 



  
Satisfaction Scales 

Satisfaction 
Dimension 

Average (1-5) 
(Standard Deviation) 

Scoring all “5”s Percent greater 
than “3” 

Access 4.22 (0.81) 25.9% 93.2% 

Quality & 
Appropriateness 

4.19 (0.74) 23.3% 92.3% 

Outcomes 3.78 (0.77) 8.9% 87.9% 

Participation in 
Services 

4.03 (1.05) 34.4% 81.1% 

General 
Satisfaction 

4.41 (0.75) 43.5% 93.4% 

Ability to Cope 3.93 (0.83) 15.4% 89.0% 

Social 
Connectedness 

3.39 (0.90) 19.8% 83.5% 



  
Current Peer Support Services 

  

Adult 
Peer 

Specialist 

Family 
Peer 

Specialist 
What proportion of your work time do you currently spend providing peer 
support services? 

0-25% 
14.3% (2) 8.3% (2) 

26-50% 
35.7% (5) 12.5% (3) 

51-75% 
7.1% (1) 25.0% (6) 

76-99% 
28.6% (4) 37.5% (9) 

100% 
14.3% (2) 16.7% (4) 

Percent by respondent category 



  
Current Peer Support Services 

  
Adult Peer 
Specialist 

Family 
Peer 

Specialist 

What proportion of your time is spent working with individuals with 
mental health and/or substance abuse issues? 

Mostly mental health 
40.0% (6) 36.4% (8) 

Mostly substance abuse 
0% (0) 0% (0) 

Mostly co-occurring mental health and substance 
abuse 26.7% (4) 40.9% (9) 

Equally divided among mental health, substance 
abuse and co-occurring disorders 33.3% (5) 22.7% (5) 

Percent by respondent category 



  
Current Peer Support Services 

  
Adult Peer 
Specialist 

Family Peer 
Specialist 

How many years have you provided peer support services? 

0-5 years 
66.7% (10) 66.7% (16) 

5-10 years 
26.7% (4) 20.8% (5) 

10-15 years 
0% (0) 8.3% (2) 

Over 15 years 
6.7% (1) 4.2% (1) 

Percent by respondent category 



  
Current Peer Support Services 

  
Adult Peer 
Specialist 

Family Peer 
Specialist 

How would you characterize the agency you work for? 

Consumer Organization 
26.7% (4) 4.2% (1) 

Family Organization 
0% (0) 87.5% (21) 

Provider Organization/Other 
73.3% (11) 8.4% (2) 

Percent by respondent category 



  
Focus Group Results 

• Peer support specialists feel supported – 
state, region, agencies 

• 24 hour peer warm line/drop in centers 
• Program evaluation 
• Facilitator Circle – longer/larger 
• Expand/more resources 
• Access (e.g., transportation) 



  
Focus Group Results 

• Need for greater communication 
– State/regional trainings 
– Social media 
– Web page forum 
– Networking about resources/lessons learned 

• Marketing 
– Providers 
– System partners/Funders 
– Consumers/Public 



  
Adult Peer Support Training Needs 

Competency Areas (Rating from 1 - not valuable to 4 – very valuable) 

Adult Peer 
Specialist 

Means 

Commitment to  recovery, growth, evolution, inspiring hope 3.57 

Personal and relational accountability 3.29 

The power of language (e.g., using language free of jargon, 
judgments, etc.) 3.21 

Direct honest respectful communication 3.36 

Consciousness raising/critical learning 3.23 

Worldview/diversity/holding multiple truths/trauma informed 3.57 

Mutual responsibility: Belief in the power of relationship 3.64 

Shared risk (e.g., ability to negotiate fear, anger, conflict) 3.64 

Moving towards the positive 3.62 

Creating community/social change 3.62 

Code of Ethics 3.36 



  
Family Peer Support Training Needs 

Competency Areas (Mean scores - Rating from 1 - not valuable to 4 – very 
valuable) 

Family 
Peer 

Specialist 
Effective use of lived experience 3.33 

Listening skills and cultural competence 3.25 

Confidentiality and ethics 2.83 

Effective assertive written and verbal communication 3.00 

Mentoring leadership in others 3.29 

Cultural diversity and use of family-driven/youth-guided 
resiliency/recovery oriented approach to emotional health 3.42 

Current issues in child developmental, emotional, 
behavioral, or mental health 

3.42 

Parenting for resiliency and wellness 3.46 

Coaching for personal change and crisis prevention 3.50 



  
Focus Group Results - Training 

• Suicide/self harm 
• Recovery 
• Communication with other professionals 
• Consumer/Family Engagement 
• Self Care/Trauma 
• Listening/Motivational Interviewing 
• Medication management 



  
Focus Group Results - Training 

• Working with schools 
• Chemical dependency 
• Coaching skills 
• Rural models 
• Cultural needs of special populations 
• Conflict resolution 
• Court systems 
• Family dynamics 
• Sharing lived experience/boundaries 

 



  
Nebraska Certification Study 

Clarification of Terms: 
• Current Certification Process 
• Certification Process Through Formal 

Regulations Process 
• Licensure 
• Accreditation 

 
 



  
Nebraska Certification Study 

Methods: 
• Literature Review 
• Review of Certification Technical/ Legal 

Standards 
• Survey 
• Focus Groups 
Recommendations 

 
 



  
Nebraska Certification Study 

Current OCA Certification Process: 
• TTI Development of Training Curriculum and 

Two Rounds of Train the Trainer 
• Any Person with Behavioral Health Lived 

Experience and 40 Hours Training is Eligible 
• 34-Item Written Test (74% pass rate) 
• Interview with Three Reviewers 
• Continuing Certification Recommendations: 

Continuing Education and Co-Supervision 
• No Certification Process for Family Peer Support 



  
Family Peer Support Certification 

Certification Organization (Mean scores 
Rating from 1 - not valuable to 4 – very valuable) 

Family 
Peer 

Specialist 
Nebraska certification for family 
peer support 3.36  

National certification for family peer 
support 3.27 

Certification from a private agency 
for family peer support 3.32 



  
Adult Peer Support Certification 

Perceived Value of Certification Areas  (Mean scores 
- Rating from 1 - not valuable to 4 – very valuable) 
 

Adult 
Peer 

Specialist 
State/region sponsored initial Nebraska 
Intentional Peer Support Training 

3.54 

The written quiz administered after the training 3.00 

The oral quiz administered after the training 2.54 

State/regional continuing education 
opportunities (e.g., state conference, webinars) 

3.54  

State sponsored quarterly co-supervision 
sessions 

2.09  



  
Focus Group: Family Peer Support 

Certification 
• Certification promotes quality of service, 

provides structure for training, and legitimizes 
the service 

• Needs to be tailored to unique aspects of 
Nebraska family support 



  
Focus Group: Adult Peer Support 

Certification 
• Nebraska has made great progress 
• NE IPS is good 
• Testing is hard but fair 



  
Focus Group: Adult Peer Support 

Certification 
• WRAP as prerequisite to IPS 
• Background checks 
• Three IPS trainers 
• Break up IPS training 
• Test immediately after training 
• Humanize oral exam 



  
Focus Group: Adult Peer Support 

Certification 
• Track CEUs 
• Recorded trainings/links to online training 
• Pre-determine CEU credits 
• Minimum CEU requirements/topics 
• Co-supervision – in-person/interactive 
• More networking/training 



  
Peer Support Certification 

Recommendations 
• Continue working on family peer support 

certification 
• WRAP as a prerequisite to Nebraska Peer 

Support Training 
• Increase access to Nebraska Peer Support 

Training 
• Formal appeals and complaint process 



  
Peer Support Certification 

Recommendations 
• Establish recertification process 
• Certification revocation process 
• Co-supervision and supervision processes 
• Evaluation and Continuous Quality 

Improvement 
 



  
Peer Support Certification 

Recommendations 
• Certification through formal regulatory 

process 
• Separation of certification from training 
• Consider how competencies fit with broader 

behavioral health competencies 
• Consider national/other state certification & 

program accreditation  
• Consider financial sustainability  
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SECTION 1: STUDY OVERVIEW AND METHODS 
 
To improve the lives of people with behavioral health challenges, Nebraska has invested 
resources in developing and providing peer support services (services provided by “persons with 
lived experience with a behavioral health condition” to support other consumers).  These services 
include both adult peer support and family peer support. The state is justified in funding these 
services since peer support services have been demonstrated to be effective in improving the 
lives of persons with mental health and substance abuse challenges. To ensure peer support 
services are high quality, the Nebraska Department of Health and Human Services, Division of 
Behavioral Health, Office of Consumer Affairs has developed a standard curriculum and 
certification process for adult peer support services. Curricula are being developed for family 
peer support services, core competencies have been identified, and discussions are occurring 
about a certification process for family peer support.  
 
This study is designed to examine Nebraska’s current certification process for peer support 
services and to identify strengths and areas for improvement. The questions we hope to answer 
through this study include the following: 

 
1. Nebraska desires to have a valid and reliable peer support certification process. What is 

the role of the state in establishing standards for competency, training, and certification? 
2. What are the standards for effective certification processes and to what extent does 

Nebraska meet those standards? 
3. How well does the process support all components of behavioral health (adult mental 

health, adult substance abuse, family peer support)? Does peer support apply differently 
to each area? 

4. How does Nebraska’s peer support certification process fit with emerging national efforts 
to standardize peer support competencies, training, and certification (e.g. National 
Federation of Families)? 

 
We employed four primary methods for this study: 1) a review of the literature on peer support 
with a focus on certification processes and an analysis of Nebraska’s current certification process 
in relation to this literature, 2) a review of legal and technical standards for certification 
processes and an analysis of Nebraska’s current certification process in relation to these 
standards, 3) a survey of peer support specialists regarding their perspectives on peer support 
certification, and 4) focus groups conducted in each region with adult and family peer support 
specialists.  
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SECTION 2: OVERVIEW OF NEBRASKA’S 
CERTIFICATION PROCESS 
 
To orient the reader to Nebraska’s Peer Support and Wellness Specialist Training and 
Certification Process, it may be useful to define and distinguish among four different terms: 
 

1. Current Certification Process. Nebraska currently has a certification process for adult 
behavioral health peer support specialists. The details of this process are discussed below. 
“Certification” indicates an individual has met certain requirements such as attending 
training, passing a written examination, and meeting other requirements of the 
certification process. Once the individual meets certification requirements, that person 
may claim to be a certified peer support specialist; however, unlike “licensure” discussed 
below, certification is not intended to restrict practice to individuals who meet these 
requirements. Individuals who are not certified may still provide peer support services; 
however, they may not claim to be “certified” peer support specialists. Nebraska’s current 
peer support certification process has not gone through the formal State rules and 
regulations process. Because Nebraska’s current certification process has no legal basis in 
regulation or statute, there is no authority to restrict the credential of “peer support and 
wellness specialist” to individuals who have met the requirements for certification.  
 

2. Formal Certification Process. Formal certification refers to a certification process that is 
implemented through Nebraska’s rules and regulations procedures, and thereby has the 
force of law behind it. Formal certification would allow title protection for peer support 
and wellness specialists by allowing the imposition of sanctions on uncertified 
individuals claiming certification, providing a legal basis for background checks, and 
including provisions for revocation of certification. Promulgating regulations in Nebraska 
is a four step process: 
 

a. Regulation Drafting – State agencies develop draft rules and regulations and often 
include stakeholders in this process. This is a period of public input and free 
exchange of ideas about how the certification process should work and what 
stakeholders will support. 

b. Public Notice – Once the draft certification process is ready, the draft regulations 
must be made available for the public to review. The state agency must provide 
notice of the public hearing at least 30 days in advance. 

c. Public Hearing – The hearing provides an opportunity for citizens and 
stakeholders to comment on the draft regulations. Comments may be taken at the 
hearing and online. All comments are documented and available for review. 
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d. Submission for Review and Adoption – After the public hearing, the draft 
regulations are submitted to the State Attorney General to review for compliance 
with Nebraska law, then to the Governor for policy review and approval, then to 
the Secretary of State for final adoption and publication.   
 

3. Licensure. Licensure indicates a process adopted through statutory or formal rules and 
regulations procedures that restricts the practice of a profession to only those individuals 
who have met the licensure requirements. For example, if Nebraska had a peer support 
licensure process, an unlicensed person could be subject to legal sanctions for providing 
peer support services. Most states rely on certification processes to regulate peer support 
specialist; however, at least one state has considered peer support licensure (Montana 
Legislature, 2012). In Nebraska, physicians and clinical psychologists are examples of 
professions that have licensure requirements. 
 

4. Accreditation. Certification and licensure refer to processes to regulate individual 
professional such as peer support specialists. Accreditation, on the other hand, is 
designed to provide standards and assess organizations and programs such as those 
delivering peer support services. For example, the Council on Accreditation of Peer 
Recovery Support Services (CAPRSS) LLC, has established an accreditation process for 
peer support services (CAPRSS, 2013).  

 
In this section, we describe Nebraska’s current Peer Support and Wellness Specialist Training 
and Certification Process (often, throughout this report, we use “certification process” to refer to 
the current Nebraska approach). Through a Transformation Transfer Initiative (TTI) grant from 
the National Association of State Mental Health Program Directors, the Nebraska Department of 
Health and Human Services, Division of Behavioral Health (DHHS) developed core 
competencies for peer support and wellness specialists. Through this same grant, DHHS 
developed a training curriculum based on the core competencies, code of ethics and the 
Intentional Peer Support approach. This process involved an extensive involvement of 
stakeholders. The Behavioral Health Division contracted with the University of Nebraska Public 
Policy Center (PPC) to administer a competitive bid process to select a highly qualified 
organization to develop and provide the peer support training across Nebraska as well as training 
trainers to provide Peer Support Training. The PPC in consultation with the Division, created a 
Peer Support Steering Committee to develop a Request for Proposals (RFP) and to participate in 
the review process. This Steering Committee consisted primarily of consumers of behavioral 
health services. The Steering Committee began meeting on July 27, 2009 and developed the 
Request for Proposals that was issued September 15, 2009. Proposals were received and 
reviewed and Focus on Recovery – United was selected to develop the curriculum and conduct 
the training for Nebraska. The curriculum is available to use in Nebraska and the initial “train the 
trainers” session was conducted in 2010.     
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DHHS sponsored train the trainer sessions to sustain the training initiative and in August 2013 
conducted a new round of train the trainers for ten additional trainers. The state currently 
provides peer support training using these trainers and the curriculum. The training is 40 hours 
and is conducted in-person rather than on-line or self-study and is held twice per year. 
 
Certification of adult peer support specialists is administered by the DHHS Office of Consumer 
Affairs. Individuals who have behavioral health challenges and who have completed 40 hours of 
any peer support training are eligible for certification. DHHS administers a 34-item written test 
that assesses knowledge about the core competencies, ethics and other aspects of peer support 
based on the training curriculum and code of ethics. The test takes approximately 30 minutes to 
complete. Individuals must meet a certain standard on the test to be certified as a peer support 
specialist. The exam has about a 74% pass rate.  Individuals seeking certification as peer support 
specialists must also participate in an interview with three reviewers and answer seven oral 
questions. Based on the interview, reviewers can approve or disapprove peer support 
certification. 
 
To keep certification active, peer specialists are expected to maintain a minimum of six hours of 
continuing education per year and to participate in quarterly two-hour call-in co-supervision 
sessions. Co-supervision focuses on what is and what is not working well related to the four 
tasks of Intentional Peer Support. When an individual submits continuing education hours and 
participates in co-supervision calls, these hours are recorded and maintained in a DHHS data 
base. If an individual does not keep up their certification requirements, they are expected to take 
the test again and be re-certified. However, since there was not a defined process for revoking 
certification, co-supervision and continuing education are no longer required for continued 
certification. In addition, there is no formal or standard process for de-certification in instances 
of ethics violations. 
 
A standard training evaluation is administered after each training session. The questionnaire is a 
paper and pencil survey that asks trainees to rate aspects of the training such as objectives, 
materials, trainers, etc. There is no pre-post evaluation. DHHS has done a telephone survey of 
peer support and wellness specialists; however, this was a one-time evaluation. There is no 
ongoing required evaluation of certified peer support specialist competencies.  
 
Through the leadership of the Nebraska Federation of Families for Children’s Behavioral Health, 
its local affiliates, and the Office of Consumer Affairs, there has been substantial progress in 
developing core competencies for family peer support specialists. These core competencies may 
form the basis for developing a family peer support certification process in Nebraska. The 
competencies are as follows (it should be noted that these competencies are still in development 
and may evolve over time): 
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1. Effective use of lived experience 
2. Listening skills and cultural competence 
3. Confidentiality and ethics (including the Code of Ethics) 
4. Effective and assertive written and verbal communication 
5. Mentoring leadership in others 
6. Cultural diversity and the use of family-driven and youth-guided resiliency-/recovery-

oriented approach to emotional health 
7. Current issues in children’s developmental, emotional, behavioral (including substance 

use) or mental health 
8. Parenting for resiliency and wellness 
9. Coaching for personal change and crises prevention 
10. Development and use of community resources, including natural support 
11. Advocacy across and within systems (education, health, public benefits, behavioral 

health, etc.) 
12. Data collection, evaluation & achieving outcomes 
13. Networking 
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SECTION 3: LITERATURE REVIEW 
 
1. Origin and development of peer support services 
 
The first President Commission on Mental Health (1978) and The New Freedom Commission 
Report (2003) favored the transformation of traditional mental health services into client-
centered community-based mental health services focusing on clients’ recovery. This 
transformation proposed an evolution from passive to proactive clients advocating for their own 
recovery. In this sense, peer support services have had a key role in both enhancing the 
connection between the community and mental health costumers and empowering costumers so 
they could become advocates of their own recovery. 
 
Three important trends have facilitated the integration of peer support within current behavioral 
health delivery systems; first, is the increasing research base demonstrating the efficacy and cost 
effectiveness of peer support services (Repper & Carter, 2011); second, based on the recognition 
of peer support services as effective interventions, the trend to finance these services through 
traditional financing mechanisms such as Medicaid and Federal Mental Health Block Grant 
funding (Sabin & Daniels, 2003); and third, the development of peer support services  gave rise 
to suggestions for ensuring and enhancing the quality of services through mechanisms such as 
certification of peer support specialists (Daniels et al., 2010).  
 
2. Definition and types of peer support services 
 
Peer support services are currently defined as those services in which consumers, who are 
successful in their recovery and have experience in navigating the behavioral health system, are 
employed or volunteer in the mental health system to offer guidance and assistance to current 
consumers (Mead, Hilton, & Curtis, 2001). While this specific role of successful peers as models 
for current clients has been recently developed, other roles of peer providing advice and 
assistance have a long tradition.  
 
Davison, Chinman, Kloos, Weingarten, Stayner, and Tebes (1999) identified three different types 
of peer support. The first two originated as an alternative of traditional mental health system and 
have a long tradition. These types are Natural mutual support and Consumer-run organizations. 
The third type considers peer specialists as mental health providers and has received major 
attention from empirical and practical perspectives. This is the most recognized type of peer 
support and when policy makers refer to peer support in general, they usually refer to this 
specific type. 
 
Natural mutual support is the least sophisticated form of peer support in which two persons 
share common experiences that help to understand their situation (Davison, Chinman, Kloos, 
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Weingarten, Stayner, & Tebes, 1999). The recovery process in this type of peer support is based 
exclusively on mutuality between the provider and the costumer (Repper & Carter, 2011). An 
example of this service is the GROW organization (Gracia et al, 2005). This type of intervention 
has led to positive outcomes in inpatient populations with severe mental illness (Bouchard & 
Gross, 2010). Goldstrom et al. (2006) estimated that there are 3,315 groups in the U.S. under the 
category of mutual support groups with an approximate attendance of 41,363 persons per 
meeting. 
 
Consumer-run organizations are the second type of peer support. In this type, consumers run 
structured programs that do not operate under the conventions of therapeutic work. There is 
currently a trend in which these programs cooperate with state mental health agencies (Davison 
et al., 1999; Repper & Carter, 2011). Current literature supports the effectiveness of these types 
of programs in clients’ recovery (Segal, Silverman, & Temkin, 2011; Tanenbaum, 2012a; 
Tanenbaum, 2012; Yates et al., 2011). Goldstrom et al. (2006) estimated that there are 1133 
groups in the U.S. under the category of consumer-operated services serving a total of 534,551 
clients a year. 
 
Peer specialist as a mental health provider is the most widespread role in peer support services. 
Contrary to the other two types, the peer specialist is a part of the staff in a mental health agency. 
Therefore, peers specialists receive formal training and are supervised by another mental 
professional (Solomon, 2004). To date, approximately 30 states have certified peer support 
workers and 16 of these states are obtaining Medicaid reimbursement for this service (Daniels et 
al., 2010; Grant, Reinhart, Wituk, & Meissen, 2012). 
 
 
3. Peer support specialists as mental health providers 
 
A. Efficacy and effectiveness of peer specialists as mental health providers 
 
Efficacy and effectiveness of peer providers’ interventions has been supported by randomized 
and non-randomized control trials with different populations, in different settings, different 
forms of intervention, and with different treatment delivery options.  
 
Population and settings 
 
Peer support has led to positive outcomes with clients with severe mental illness in randomized 
(Cook et al., 2012; Davinson, Chinman, Sells, & Rowe, 2006; Sells, Davinson, Jewell, Falzer, & 
Rowe, 2006; Sledge, Lawless, Sells, Wieland, O’Connell, & Davinson, 2011) and non-
randomized (Demartis, Galanter, Trujillo, Rahman-Dujarric, Ramaglia, & LaGressa, 2006) 
control trials with both inpatient (Demartis, Galanter, Trujillo, Rahman-Dujarric, Ramaglia, & 
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LaGressa, 2006; Sledge, Lawless, Sells, Wieland, O’Connell, & Davinson, 2011) and outpatient 
(Cook et al., 2012; Sells, Davinson, Jewell, Falzer, & Rowe, 2006) populations. Similarly, peer 
support has become a crucial tool in the prevention (Cuijpers, 2002) and treatment (Blondell et 
al., 2011) of substance abuse, reducing the impact of catastrophes/trauma survivors (Hardiman 
& Jaffee, 2008; Renner, Bänninger-Huber, & Peltzer, 2011), coping with bereavement (Aho, 
Tarkka, Astedt-Kurki, Sorvari, & Kaunonen, 2011; Barlow et al., 2010), and other general 
Medicaid problems such as hosing (Tsai & Rosenheck, 2012).  
 
Further supporting the efficacy of peer specialist interventions, literature showed that these types 
of interventions are equally effective compared to the best available treatments in randomized 
control designs. Thus, in the case of depression (Pfeiffer et al., 2011), and trauma survivors 
(Renner, Bänninger-Huber, & Peltzer, 2011) the effect of peer support interventions was equal to 
empirically based treatments and superior to usual care or minimal attention conditions in 
reducing clients’ symptomatology. 
 
Forms of intervention 
 
Literature indicates that there are some major training programs that are considered specific 
peer-led interventions which have showed to be efficient in helping psychiatric clients recover in 
randomized control trials. These specific interventions are currently part of the certification and 
training program of peer specialists. Among them, the most relevant are the Wellness Recovery 
Action Planning (WRAP) (Cook et al., 2012), Health and Recovery Peer (HARP) (See Cook, 
2011), Building Recovery of Individual Dreams and Goals (BRIDGES) (Picket et al., 2012) and 
other specific interventions within the NAMI Training Programs (Burtland & Nemec, 2007). 
 
Different forms of treatment delivery 
 
With respect to service delivery, while the majority of the studies highlight client-peer specialist 
interactions occurring in group sessions or individual meetings, current studies are expanding on 
these forms of treatment delivery to incorporate other forms such as online chats (Fukkink, 2011) 
or phone calls (Dalgin, Maline, & Driscoll, 2011).  
 
B. Peer support specialist benefits and challenges when promoting clients’ recovery  
 
Repper and Carter (2011) reviewed seven randomized control trials in order to uncover the 
impact of the employment of peer support specialists as mental health providers. These authors 
noted that benefits for consumers of peer support services were varied in nature but could be 
summarized in major areas. First, engaging in positive relationships with peer specialist exposes 
costumers to different role models that increase their understanding of their own illness. Second, 
gaining understanding increases self-acceptance and reduced the negative impact of social 
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stigma. Third, with self-acceptance comes hope in a better future. Fourth, the increase in hope 
results in costumers becoming active agents of their own recovery. Fifth, by facilitating 
adaptation, costumers feel empowered and able to find their own solutions in the community 
services. Sixth, increases in problem-solving skills translate into decreases in the hospital 
admissions rates and increases in the sense of belonging to the community. 
 
In addition to the positive outcomes for mental health costumers, current literature indicates that 
providing peer support is not only beneficial for those who receive the service (Repper & Carter, 
2011;Moran, Russinova, Gidugu, Yim, & Sprague, 2012) but also for those delivering the 
service (Bracke, Christiaens, & Verhaeghe, 2008). 
 
While benefits of peer support interventions are sound, the development of the peer support 
profession has experienced challenges. Repper and Carter (2011) identified four issues: 1) the 
impact of boundary crossing in peer-costumer relationships because peers specialists are usually 
perceived as “friends” and not mental health professionals, 2) formalizing peer support may 
move the peer support relationship away from the original goal of mutuality of peer 
relationships, which increases power imbalance, 3) the possibility that peer specialists might 
experience stress by their occupation (including vicarious trauma and compassion fatigue) and 
experience relapse in their own recovery, and 4) issues around how peer specialists might be held 
accountable for interventions. 
 
C. State mental health administration: Certification of peer specialists and Medicaid 
reimbursement 
 
To date, there is wide variability of certification programs that states can follow. Similarly, there 
are alternatives to incorporate peer support services under Medicaid programs. How each 
program is certified and incorporated under Medicaid programs is highly dependent on each 
state’s needs. However, in some instances most states follow the Georgia and Arizona models 
because they were the first states incorporating peer support to their Medicaid programs in 2001. 
 
Certification process 
 

Requirements for peer specialists 
 
Johnson (2008) found that the common requirements for peer support specialists were: 
 

1. Have reached certain age (i.e., 18 or 21 years old) 
2. Certain education level, which usually was GED 
3. Have a primary diagnosis of mental illness 
4. Be a current or former customer of mental health services 
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5. Demonstrate leadership and advocacy skills 
6. Have a strong dedication to recovery 
7. Some states incorporate the requirement to have work experience 

 
Training process 
 
Johnson (2008) analyzed the different options that states can adopt in order to meet the 
requirement of formal training of peer support specialist if Medicaid reimbursement for this 
service was one of their goals. These programs could either be module-based training or require 
a minimum number of hours (Daniels et al., 2010). These options are: 
 

1. States could develop their own training curriculum. This option is the case of 
Washington and Maine. 
 
2. States could adapt the Georgia 40-hour training program. This option was the case 
of Hawaii, Michigan, South Carolina, Washington DC, and Iowa for example. 
 
3. Pennsylvania and North Carolina have adopted the Recovery Opportunity Center 
(META). 
 
4. Approximately 17 of the remaining states have adopted the ROC Peer Employment 
Training (80-hour course). 

 
The state of Nebraska adopted the Transformation Transfer Initiative from SAMHSA or TTI 
Grant in 2009. This grant allowed the state to purchase training from Focus on Recovery United, 
which included Heather McDonald of FOR-U, Chyrell Bellamy of Yale University, and Shery 
Mead and Chris Hansen of Shery Mead Consulting. A curriculum for the State of Nebraska’s 
Office of Consumer Affairs was purchased that focuses on trauma-informed Intentional Peer 
Support. The state of Nebraska offers one or two trainings a year. 
 
Certification exams 
 
According to Johnson (2008), only Pennsylvania and North Carolina do not require a 
certification exam. The rest of the states have their own certification exams (e.g., Washington, 
Georgia, Illinois, Missouri, and Hawaii) or if they have adopted the ROC Peer Employment 
Training, there was a specific test designed for its content. 
 
In the state of Nebraska, all persons that take the 40 hours of any Peer Support training are 
invited to sit for a statewide exam to become Certified Peer Support and Wellness Specialists. To 
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keep one’s certification in Active Status, the State recommends a person maintain quarterly co-
supervision and six hours of continuing education annually.  
 
Ethical sanctions  
 
Similar to other mental health professionals, peer support specialists are bound to specific codes 
of conduct that provide a standard of practice that they might follow. While each state has its 
own ethical code, they usually include the following major elements: 
 

1. Maintain high standards of personal conduct 
2. Ensure that all their interventions are destined to promote costumers’ recovery 
3. Do not participate in any form of discrimination 
4. Peer support specialists respect privacy and confidentiality 
5. Never engage in sexual/intimate activities with consumers they serve 
6. Shall not accept gifts of significant value from those they serve 
7. Will not abuse substances under any circumstance 
8. Acknowledge the limits of their expertise 
9. Will not use relationships with people they serve to financial gain or to put that person 

at risk of exploitation 
 
At present, states like Texas that are currently developing the policy and procedure manuals for 
peer support certification (Via Hope Texas Mental Health Resource, 2011), are incorporating not 
only codes of conduct, but also rules of conduct, complaints procedures, and sanctions that might 
be imposed if a certified peer specialist violates any professional rule. 
 
Medicaid reimbursement 
 
Center for Medicaid and State Operations: General requirements 
 
On August 15, 2007, the Center for Medicaid and State Operations (CMS) offered guidance for 
states interested in covering peer support providers to Medicaid eligible adults with mental 
illnesses and/or substance use disorders. While CMS allows each state to develop its own mental 
health and substance use delivery system, the state Medicaid agency continues to have the 
authority to determine the specific service delivery system, medical necessity criteria, and to 
define the amount, duration, and scope of the service. In the case of peer support specialists, the 
policy guidance includes requirements for supervision, care-coordination, and minimum training 
criteria for peer support providers that have to be defined by the state. Therefore, in order to be 
considered for federal reimbursement states must identify the Medicaid authority and describe 
the service, the provider of the service, and their qualifications. 
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Three approaches for Medicaid reimbursement 
 
Johnson (2008), as part of a consultant’s report assessing the Minnesota Peer Support 
Implementation, identified three different approaches in which states incorporated their peer 
support services under the Medicaid programs: 
 

1. Included as a discrete service - The states of Arizona, Georgia, Pennsylvania, and 
Washington are examples of this approach. 

 
2. As part of another Medicaid reimbursed service - The states of Georgia, Hawaii, 
North Carolina, Maine Illinois, Wisconsin, South Carolina, Michigan, and Oregon are 
examples of this approach. 
 
3. Provided through a licensed or credentialed “Peer Support organization”- The 
states of Arizona, Georgia and New Hampshire are examples of this approach. 
Nationally, peer-run organizations have expanded greatly and have increased the types of 
activities they engage in, including peer support services (Lived Experience Research 
Network, 2013). 

 
4. Conclusions 
 
The need to transform the traditional mental health system in the U.S. into client-centered 
community-based services stresses the need to promote the role of peer support specialists. Peer 
support specialists empower clients to advocate for their own recovery and at the same time re-
connected them with the community.  
 
At present, peer support specialists are treated similar to other mental health providers within the 
mental health system. For this reason, research has been conducted to demonstrate empirical 
efficacy and effectiveness of peer support interventions and major efforts have been made to 
ensure peer support specialists have the skills needed to provide high-quality peer support 
services such as developing standard training curricula and establishing certification processes.  
 
Thus, peer support is an evidence-based practice that is continuously testing its efficacy and cost-
effectiveness with different populations, settings, and forms of intervention. In this sense, the 
different forms of interventions follow the same form of efficacy checking as psychological 
empirically supported treatments. This means that most of the efficacy of peer support 
interventions is tested using specific experimental designs (i.e., randomized control trials) by 
different researchers in different settings. 
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Similarly, peer support certification processes have emerged in many states, which includes 
providing peer support specialists with formal training and meeting requirements of competency-
based evaluations. After obtaining certification, these specialists often are required to accomplish 
a certain amount of hours of continuing education. 
 
The major consequence of the integration of peer support specialists in the mental health 
agencies is that these services are eligible for Medicaid reimbursement. While each state has 
their own requirements and accreditation process to certify peer specialist, there are common 
requirements they must follow. These requirements include 1) professional supervision in the 
setting of practice, 2) care-coordination that integrates the intervention of peer specialist within 
the costumers’ treatment goals, and 3) specific training criteria for peer support providers. 
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SECTION 4: LEGAL AND PROFESSIONAL STANDARDS 
 

Overview of Legal Liability Concerns and Certification of Peer Specialists 
 
Peer support specialists are specially trained and certified individuals with personal experiences 
in addiction and recovery. As a result of their experiences and special training, they are able to 
provide peer support and assistance to consumers in need. As peer support approaches have 
become increasingly popular in recent years, concerns about liability for training and 
employment of peer support specialists have arisen. Certification procedures exist for peer 
support workers to become Certified Peer Specialists (CPS) in many states.  
 
Professional certification is different from licensure. Certification is a public statement that a 
particular standard of quality or knowledge has been achieved by a professional. Licensure, in 
contrast, is typically a governmental permission to practice a profession or render a service after 
a minimum level of competence has been obtained (Institute for Credentialing Excellence).  
 
Certification of peer specialists is considered an indication of quality, and not a license to 
practice, or an indication that they are professionally associated with or obligated to the 
certifying state government. Most legal liability concerns are raised in the licensing context 
because of the importance of licensing to the practice and regulation of professions. Licensing is 
mandatory in order to practice professionally. Certification is voluntary, and serves as a 
statement of quality or accomplishment. For these reasons, there is generally less legal scrutiny 
of the peer specialist certification processes than there would be for licensing processes; 
however, liability issues that apply in the licensing context should be considered in the 
certification context as well. 
 
There are five general areas in which liability concerns could arise in regards to CPS: 1) 
Negligence, 2) Due Process, 3) Anti-trust, 4) Defamation/Libel, and 5) Civil Rights/ADA. 
 
Negligence  
A negligence concern may exist if there is fear that liability would extend to a certifying body for 
the acts of a peer specialist. Liability theory traditionally requires that a duty of care is owed to a 
potential plaintiff by a certifying body, and that a breach of duty occurred (negligently or 
recklessly) that caused some harm to a plaintiff. In the case of a certifying body, it is presumed 
that the act of certification must be somehow tied to a resulting harm, which would be a difficult 
causal connection to make. It is more likely that other forms of vicarious liability for the actions 
of a peer specialist might exist for a peer specialist’s employer. A principal question determining 
liability is whether the certifying body had control over the actions of a certified peer specialist 
(Snyder v. American Association of Blood Banks, 1996). Without control, it would be difficult 
to assert that a certifying body should be liable for the negligent actions or omissions of a peer 
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support specialist (Salzer & Kundra, 2010). Nevertheless, negligence is a potential cause of 
action that may arise from a poorly designed certification process. 
 
Due Process 
Due process concerns traditionally involve assertions that the government is depriving “life, 
liberty, or property, without due process of law.” In the licensing context, due process assertions 
are raised if the licensing body —typically a government entity—revokes a license, or denies a 
license, without fair procedural or substantive due process, thus depriving someone of being able 
to practice their profession. The federal courts have examined due process claims and created 
requirements for administrative hearings by government entities (Goldberg v. Kelly, 1970; 
Mathews v. Eldridge, 1976). Generally speaking, due process requirements in licensing reviews 
include providing sufficient notice, opportunities to be heard by the applicant, presentation of 
evidence, impartial adjudicators, and opportunities for judicial review (Garris v. Governing 
Board of South Carolina Reinsurance Facility, 1998). It should be noted again that due process 
concerns have typically been associated with licensing processes, because professional licensing 
dictates whether an individual can practice their profession. It is less clear how certification 
processes might be implicated, but as a general recommendation, it is advisable that certification 
processes be administered with the same standards in mind: consistently applied, transparent, and 
fair processes and standards.  
 
Anti-trust 
Anti-trust concerns in the licensing context are traditionally associated with allegations that 
licensing denial or revocation unfairly serves as a barrier to competition in commercial activity. 
For example, if a professional licensing process barred a class of individuals from competition 
with no reasonable basis for that bar (e.g. gender, race, etc.), an anti-trust claim may exist as to 
that licensing scheme. Because certification is not a requirement to practice, it is unlikely that 
certification processes would implicate anti-trust theories, especially if certification processes are 
transparent and reasonably related to professional competencies. Both certification and licensing 
processes can impose requirements or restrictions if they are rationally related to legitimate 
professional objectives, such as educational requirements, standards of conduct, and so on. 
Unrelated restrictions with no intent other than to restrain competition would be scrutinized 
under anti-trust theories (Havighurst & King, 1983).   
 
Defamation/Libel 
Defamation (verbal) and libel (written) concerns might arise in the certification process. This 
generally refers to the communication of harmful and false information about a person or entity 
to a third party. Defamation can occur in a wide variety of contexts not specific to certification or 
peer support. As a general precaution, conclusions made about a certification applicant should 
not be shared outside of the certification context. Considerations should be given to adequate 
training and screening of certification reviewers. 
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Civil Rights/ADA 
Discrimination claims might arise in certification revocation or denial contexts. The principle 
legal scheme that might be implicated is the Americans with Disabilities Act (ADA). The ADA 
prohibits discrimination against persons with disabilities in all government activities, thereby 
including state licensing or certification activities. In ADA claims, a plaintiff can prove 
discrimination if he or she is perceived to be disabled and is qualified for a job, but is not hired, 
or is subjected to heightened scrutiny or different dispositions. There are several exceptions to 
the ADA; an important exception in the mental health area is that a hiring need not occur if there 
is a legitimate determination that it may result in a threat to the health or safety of others.  
 
Within the licensing context, several ADA lawsuits have been filed asserting discrimination 
against mentally ill individuals (Clark v. Virginia Board of Bar Examiners, 1995; Ellen v Florida 
Bd. Bar Examiners, 1994). The typical concern is that a licensing board may feel compelled to 
reject an application or revoke a license if a person is deemed a threat to health or safety because 
of a mental health or medical condition. It is important to note that real risks of threat due to 
mental health or medical reasons can exist, and several courts have ruled that ADA protections 
do allow for licensing revocations in those circumstances (Kirbens v. Wyo. State Bd. of Med., 
1999; Colorado St. Bd. Medical Examiners v. Ogin, 2002). However, actual “threats” to health 
or safety must exist, rather than just generalized fears based on an individual’s mental or 
behavioral health condition. A rejection, revocation, or dismissal based on a generalized fear 
would amount to the type of discrimination that the ADA was intended to prohibit. Likewise, if 
an individual is unable to adhere to certain essential conduct standards of a job due to a 
disability, that does not entitle that person to ADA protections (Starnes, 1999). Certification 
processes should be designed to ensure they do not violate ADA requirements.  
 

Overview of Certification Standards 
 
There are a number of national accreditation bodies and institutes that provide guidance for 
certification processes and standards including the Institute for Credentialing Excellence, the 
American National Standards Institute – Standards for the Accreditation of Certification 
Processes and the BSI Standards for Bodies Operating Certifications of Persons. The following is 
a summary of relevant standards that may provide guidance for Nebraska’s Peer Support 
Credentialing Process.  
 
Generally, the certifying entity should have a documented objective and reliable certification 
process. The certification should be based on solely on competency to the skills and knowledge 
required to perform specified duties and responsibilities. Certification should be based solely on 
information gained through the certification process and not on extraneous information. The 
structure of the certification process must have the necessary resources, management 
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components and information management capacity to ensure quality, validity and reliability. The 
certification structure should include 1) criteria for initial certification and recertification, 2) 
assessment methods for initial certification and recertification, 3) surveillance method and 
criteria to ensure continuing adherence to standards, and 4) criteria for withdrawing certification. 
The certifying entity should identify and document the associated threats to its impartiality on an 
ongoing basis; the entity should have a documented process to demonstrate how it eliminates or 
minimizes those threats. 
 
The certification entity should have documentation to demonstrate a job or practice analysis that 
is conducted and updated to include the following: 

• Identify the tasks for successful performance 
• Identify the required competence for each task 
• Identify prerequisites necessary for the competencies 
• Confirm the assessment mechanisms and examination content 
• Identify the recertification requirements and interval required for recertification 

The certification entity should ensure the certification scheme is reviewed and validated on an 
ongoing, systematic basis. The process should be published and readily available to any 
interested individual.  
 
The certification process should include an agreement that is signed by the certified person 
covering the following: 

• Compliance with certification process requirements such as a code of ethics 
• A commitment to discontinue claims to certification if certification is suspended 
• A promise to inform the certification body of matters that affect capability of the certified 

person 
• Non-disclosure agreement to not disclose examination materials 
• Consent to providing review information related to the certification process 

 
There are a number of guidelines to ensure the certifying entity has sufficient resources dedicated 
to the certification process. The certification entity should provide its personnel with documented 
instructions describing their duties and responsibilities and require its personnel to sign a 
document by which they commit themselves to comply with the rules defined by the certification 
entity, including those related to confidentiality, impartiality and conflict of interests. The 
certification entity should monitor the performance of examiners and assess the reliability of 
examiner judgments. The certification body should have a documented description of the 
responsibilities and qualifications of other personnel involved in the assessment process. The 
certification body should have a legally enforceable agreement covering the arrangements 
including confidentiality and conflict of interest with each body that provides outsources work 
related to the certification process. 
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Special safeguards may be necessary when training and certification are administered within the 
same legal entity; this combination poses a potential threat to impartiality. Efforts should be 
made to ensure independence of the two processes. There should be ongoing assessment of 
threats to impartiality. There should be a separation of trainers and examiners; this may include 
restrictions such as having a defined period of time from the end of training to the point at which 
a trainer can act as an examiner for a former trainee. Finally, there should be no impression given 
that participation in the training from the certification entity will provide an advantage to the 
applicant.  
 
The certification entity must have the capacity to maintain high quality records and information 
to support the certification process. This capacity should include maintaining records to confirm 
the status of a certified person, ensuring confidentiality and integrity of records, having policies 
for maintenance/release of information, and providing a unique certificate for each certified 
person.  Procedures should be in place to ensure certified individuals inform the certification 
body about any issues that may impact the person’s ability to meet the certification requirements. 
The certification entity should enact procedures preventing fraudulent exam practices; these 
procedures may include requiring candidates to sign non-disclosure statements, having adequate 
supervision of the testing process, and monitoring testing results for evidence of cheating.  
 
The certifying body should maintain an ongoing evaluation system to continuously assess its 
testing procedures and certification processes. This evaluation system should include 1) 
monitoring the consistency of testing administration, including conformity with established and 
written testing procedures, 2) reviewing state of art in performance standards to ensure up-to-
date information is included in the testing process, 3) monitoring test result data to protect 
against disparities based on factors such as race, ethnicity, gender, or socio-economic status, 4) 
managing audits to ensure all aspects of the certification process meet best certification practice 
standards, and 5) gathering feedback from applicants and certified persons related to the 
certification process. The evaluation system should include a process for identifying actions to 
remedy deficiencies and objective measures to document how and when deficiencies are 
remedied. Ideally, the evaluation system should have a process to identify and prevent potential 
nonconformities, document corrective actions and monitor the success of these actions. 
 
The certifying body should have standard procedures in place for appeals related to the 
certification process including procedures to accept and review appeals, make decisions, and 
notify appellants about progress and final decisions. Standard procedures for receiving and 
addressing complaints about the certification process or certified individuals should be 
developed. The certifying body should have documented procedures for maintaining ongoing 
certification including any requirements for continuing education and processes to document 
these requirements. Procedures for recertification including any time frames for re-testing or 
other ongoing assessment should also be developed. The certification body should have 
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procedures to suspend or withdrawal certification for individuals no longer meeting certification 
requirements; these procedures should include requirements that the individual no longer claim 
certification.   
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SECTION 5: SURVEY AND FOCUS GROUP RESULTS 
 
The University of Nebraska Public Policy Center conducted a survey and focus groups in each of 
the behavioral health regions of Nebraska during September and October 2013. Included in both 
the surveys and focus groups were questions about Nebraska’s peer support certification process. 
The results from the survey and focus groups are discussed separately. It should be kept in mind 
this report summarizes the responses of participants in the focus groups and surveys; the 
University of Nebraska has not endorsed the recommendations proposed nor verified the 
accuracy of statements made. 
 
Survey Results 
 
The survey included two respondent groups: 26 Family Peer Support Specialists and 16 Adult 
Peer Support Specialists. There is not a separate certification process for family peer support 
specialists. The 26 Family Peer Support Specialist participants were asked how valuable they 
believed certification would be based on who administered the certification process: State of 
Nebraska, National Group, or Private Group. As shown in Table A1, the average respondent 
thought certification would be quite or very valuable for family peer support specialists. There 
were no substantial differences regarding the organization that should administer the certification 
process.  
 
Table A1: Family Peer Support Specialist Perceived Value of Certification by Certifying 
Organization - Mean (Standard Deviation) 
Certification Organization Family Peer 

Specialist 
a. Nebraska certification for family peer support 3.36 (0.90) 
b. National certification for family peer support 3.27 (0.99) 
c. Certification from a private agency for family peer support 3.32 (0.84) 

1= Not valuable  
2= A little valuable  
3= Quite valuable  
4= Very valuable  
 
Fourteen of the 16 Adult Peer Support Specialists answered whether they were certified; 12 of 
the respondents were certified and two were not. Of the two who were not certified, one 
indicated he or she had not taken the test yet, and the other indicated lack of training in Nebraska 
had been a barrier.  
 
Adult Peer Support Specialists were asked their opinions about the value of different areas of the 
certification process. As shown in Table A2, Adult Peer Support Specialists considered the 
state/region sponsored Nebraska IPS training and state/regional continuing educational 
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opportunities to have the greatest value. The state-sponsored quarterly co-supervision sessions 
were considered “a little valuable.” 
 
Table A2: Adult Peer Support Specialist Perceived Value of Certification Areas - Mean 
(Standard Deviation) 
Certification Areas   Adult Peer 

Specialist 
1. State/region sponsored initial Nebraska Intentional Peer Support Training 3.54 (0.78) 
2. The written quiz administered after the training 3.00 (1.23) 
3. The oral quiz administered after the training 2.54 (1.20) 
4. State/regional continuing education opportunities (e.g., state conference, 

webinars) 
3.54 (0.66) 

5. State sponsored quarterly co-supervision sessions 2.09 (1.22) 
1= Not valuable  
2= A little valuable  
3= Quite valuable  
4= Very valuable  
 
Adult Peer Support Specialists were asked an open ended question regarding what could be done 
to improve the peer support certification process. The following are the responses: 
 

• 1. Have more facilitator training; 2. Have co-supervision face to face; 3. Have a 
curriculum of webinars; 4. Provide networking for peer consumers; 5. Have a website 
with peer resources and peer contact numbers; 6. Make credentials have a higher social 
value 

• Available to anyone who pursues regardless of ability to pay, transportation, resources 
(i.e. Western Nebraska - way out west) 

• Have more trainers. Make it more accessible for those who can't take a week off of work 
to complete. Have more opportunities to "take the test" closer to when you finish the 
training 

• Have more training so that more people can be certified. Have each certified specialist 
submit one or two questions for the certification test 

• I believe that our state peer support certification process is amazing already. At this 
time; I cannot think of any improvements 

• More frequent trainings 
• The board of certification recognizes the credentials like they have in Iowa. I believe a 

national credential is soon on the horizon also. The more we can do to professionalize 
the career option for Peer Support the better. I think also it should be made more known 
as a way to transition out of disability for those skilled enough to provide Peer Support 
full time 
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• The entire process needs to be looked at - from the availability of training to the testing 
of competence, to ensure that peer support remains a legitimate and viable service. In 
addition, the existing code of ethics needs to be rewritten in a professional manner to 
better reflect professional work competencies, responsibilities and focus of service (see 
International Association of Peer Supporters Draft National Practice Standards 
http://inaops.org/national-standards/) 

• Train region specific 
 
Focus Group Results 
 
Family peer support specialists were asked what they thought of certification. Many participants 
supported certification for family peer support specialists and thought it would provide 
recognition of peer support as a legitimate service. Many thought certification would provide a 
structure for ongoing education and ensure requirements for skill enhancement.  Other comments 
about family peer support certification include the following: 
 

• It is unclear what the best criteria would be for certification. Having life experience and 
passion is the most important characteristic of a successful peer support specialist. That is 
a difficult characteristic to measure or identify because it is so intangible.  

• Having a certification process would be helpful because it provides a foundation for 
training. It also helps to keep skilled professionals in the sector. It is important that there 
is an incentive to keep good family support specialists working in this area. There needs 
to be a process to identify and recognize those individuals who are really experienced and 
passionate in this area. 

• If there is a certification process, having both a State of Nebraska certification and a 
national recognition or certification process would be good. National certification 
recognizes evidence-based practices that have been tested elsewhere.  

• There should be a way for people who have been doing the work for many years to be 
grandfathered in to certification without having to take any tests. It is unfair to have to 
test those peer support workers, particularly because many peer support specialists may 
be in a phase of their life where they are beyond studying and testing. 

• Certification can be very important because it assures the family member that you are 
qualified and have undergone some form of quality assurance. However, the form of the 
certification process is very important. Any sort of test should be constructed by someone 
who is familiar with family peer support. A very good component would be to have a 
member of the certification board observe you in your work so they know you are 
competent. Thus, you need to have both a classroom test and a “field test” so the 
reviewers know that candidates know what they are doing, particularly in times of crisis. 
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• A state certification process is preferable over a national one. It needs to be geared 
towards Nebraska and Nebraska families. Nebraska is not Louisiana, it is not New York. 
The needs are too different for there to be a national certification. 

• Family peer support advocates need to have a say in developing the testing process for 
certification. They know what works and what does not. The proper input is needed so 
the testing reflects the skills and knowledge that are necessary. It is hard to define or limit 
the roles and responsibilities of family peer support. They do it all. They encounter all 
sorts of different, completely unpredictable situations. They manage the best and worst of 
life in all situations. They are life coaches. How can one “test” to all the situations that 
could be encountered as part of the job? 

 
Adult peer support specialists were asked detailed follow up questions about certification. Many 
participants indicated their belief that Nebraska has made great progress in recent years in peer 
support certification and peer support services in general. Most people felt the Nebraska Model 
Training – Intentional Peer Support (IPS) was good and the written and oral testing processes 
were appropriate and an integral part of the certification process. Some indicated the testing 
process was effective in filtering out candidates who are not qualified. Some participants found 
the testing and oral exam petrifying but thought going through the process ensured they had the 
requisites to do peer support. A number of participants indicated the training was based on 
internalizing the training and not memorizing the materials, focusing on how to use the training 
in one’s own life and as a peer support specialist. They agreed with the philosophy from the 
Office of Consumer Affairs that the training was not designed to produce “trained parrots.” A 
number of participants thought the co-supervision calls were valuable because they enable 
specialists to work through problems they may be experiencing and generate appropriate 
solutions. 
 
Peer support specialist recommendations for improving the certification process included the 
following: 
 

• Some participants suggested Wellness Recovery Action Plan (WRAP) training should be 
a pre-requisite for the Nebraska Model (IPS) training. Individuals are given a book on 
WRAP, but it is meant to be facilitated training and not just self-taught. There is little 
funding for WRAP training and what is offered isn’t well attended. Providing funding 
and mandating would be worthwhile. There should be more recruiting and advertising of 
WRAP training and facilitators should be paid. 

• Some participants recommended clear standards for certification (the standards seem to 
change and are not widely communicated) and they should be the same for everyone (it 
appears some requirements are waived for some individuals). Making the standards 
consistent for all people will ensure legitimacy of the certification process. 
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• Some participants suggested doing background checks on individuals applying for 
certification to make sure individuals with criminal backgrounds or sex offenders could 
not hold themselves out as certified peer support specialists 

• Some participants indicated previously there was a requirement that facilitators had to go 
through IPS training before they went through facilitator training. This requirement is 
apparently gone, but should be reinstated. 

• Some participants thought there should be three facilitators for the Nebraska IPS training. 
Some trainings apparently had two trainers and two was not enough. Many of the topics 
bring back painful memories or trauma and trainees need to step out of the training; 
having three trainers allows one to check on these individuals. 

• There were mixed ideas about breaking up the Nebraska IPS training across multiple 
weeks. Some participants recognized that having it during one week makes it more likely 
individuals will attend all sessions because they have set aside this time for the training. 
If a person misses more than four hours of the training, he or she has to retake the 
training. However, participants also recognized advantages of extending the training over 
several weeks including 1) allowing more time for homework and opportunities to 
practice what they learn in class and 2) avoiding burnout by trainees and trainers; some 
believe that at the end of a full week of training, trainees were not able to retain much 
information and trainers were tired. 

• Some respondents thought that regional level training, particularly in rural areas, is 
needed since issues faced by peer support specialists are often unique to each region of 
the State. This would reduce the need to make them travel long distances. There are few 
funds available to help individuals travel long distances to take the test. 

• Many participants indicated they were nervous going through the oral exam. One aspect 
of the oral exam that made them particularly nervous was the flat effect and lack of eye 
contact with examiners. Although participants understood the reason for this is to provide 
an objective testing environment and to avoid giving unintentional clues to test takers, 
many thought testers could still accomplish this but should at least acknowledge that they 
hear and understand what the test taker has to say. The oral exam would be a more 
humanizing experience if testers would make eye contact and give attention to the test 
taker while they talk, then do their writing after the tester completes his or her response. 

• Some participants thought the test should be given right after the training. Conducting the 
test a month after the training requires additional travel time and time away from work. 

• Some individuals thought the quiz and oral exam had tricky wording that tried to catch 
people, so test takers would try to guess what examiners were looking for instead of 
concentrating on what was important in peer support. There was not consensus on this 
point. Many participants thought the test was fair but felt they had climbed Mount 
Everest when they got through it. Some thought peer support specialists should have 
input into the test questions and the testing process to make it less intimidating. 
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• There was also discussion about whether the test focused too much on Intentional Peer 
Support. Some thought the state had gone through an extensive process to choose the 
curriculum and it was appropriate to have the testing process focus on this curriculum; 
from their perspective, the test appropriately reflected the curriculum. Others thought the 
current test deviated too much from the IPS curriculum and the test questions should 
come directly from [Shery] Mead to more closely reflect the curriculum. Still others 
thought the testing should be broader and include materials from other courses. 

• Participants had different ideas about requiring continuing education units for ongoing 
certification. Most thought Continuing Education Units (CEUs) should be required, but 
some participants thought the requirements were hard to meet and took time away from 
their work or their families. There were a number of suggestions about improving the 
CEU process: 

o Some participants thought there should be requirements for CEUs and they should 
be tracked by individual at the state level; tracking CEUs honors the people doing 
peer support and recognizes their efforts participating in training. Other 
participants thought CEUs could be tracked at the regional level. 

o Some participants would like a library with recorded trainings or web site with 
links to training, including SAMHSA training and other national webinars, so 
they could complete training on their own time and have resources for learning 
key topic areas. Webinars that individuals could access at their convenience 
would be ideal. Others however, thought that webinars were hard to access 
technologically for some people and the human connection is lacking. For in-
person training, the trainings should be announced well in advance so that people 
can plan to attend. 

o Some participants thought the amount of CEU credits should be determined up 
front before attending in-person trainings and participating in recorded or on-line 
trainings. Currently, it is not clear how many credits are assigned to any given 
training and it is hard to know how many CEUs an individual has earned. 

o Some participants thought one person should not have the sole responsibility to 
determine what training is acceptable for CEUs. One option would be for the 
facilitators group and others to be involved in these decisions. 

o Some participants thought some agencies such as Community Alliance offer good 
training. These types of trainings should be recognized as eligible for CEUs. 

o Some participants thought continuing education should include specific topics 
such as peer support resiliency, vocational peer support, WHAM, Rent Wise, 
Living Well, WRAP for trauma, and smoking cessation. If people can decide 
what CEUs to take, they may take the path of least resistance. Determining the 
courses or topics up front establishes clear standards for competencies. 

o Participants were in agreement that the Transformation Transfer Initiative (TTI) 
focus on trauma-informed care has been a welcome addition. Many expressed the 
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desire for more training in this area and that this training should be required as 
part of CEUs. 

• Some participants thought the quarterly co-supervision calls are very helpful while others 
thought in-person co-supervision meetings would be more beneficial than the calls. The 
calls sometimes include personal questions and individuals feel “put on the spot” and 
“humiliated.” Some people don’t feel comfortable discussing their personal issues on a 
call when they don’t know all of the people who may be participating on the call. Some 
participants indicated they did not like the directed questions by one person on the calls 
and “wrong” answers are corrected; they would rather have more of an open forum in 
which peer support specialists could have more dialogue about what works and what 
doesn’t. They would like more sharing of information across regions to better connect 
with peer support specialists across the State.  

• Many respondents indicated they liked the statewide Success, Hopes and Dreams 
Conference. However, some thought the statewide conference seems to have grown to 
include more providers and administrators. While it is good these individuals are 
becoming more exposed to the consumer movement, there is a loss in the ability of 
consumers to share and connect with each other. 

• Some individuals thought the Office of Consumer Affairs could do more to support local 
mini-conferences related to peer support. Some mentioned peer support meetings and 
trainings at the local level that were unattended by any staff form the Office of Consumer 
Affairs.  

• Some participants thought the certification process should be moved to an independent 
peer certification board or to a state agency that does certification for other health and 
human services professionals, which is the model Iowa follows. 

 
Summary and Conclusions 
 
Results of the survey and focus groups provided useful information for peer support certification 
in Nebraska. Family peer support specialists thought certification would be beneficial for 
Nebraska. There was not a preference about the type of entity that should administer the 
certification process: national, state, or private. Many respondents thought certification would 
lend legitimacy to family peer support and help ensure that specialists are trained and qualified. 
A certification process should recognize the uniqueness of and be tailored to family peer support. 
 
Many of the focus group participants thought Nebraska had made great strides in its certification 
process for adult peer support. Adult peer support specialists rated the Nebraska Intentional Peer 
Support Training (IPS) highly. Participant recommendations for improving the Nebraska IPS 
training include the following: 

• Have more facilitators so more training can be conducted. 
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• Strengthen the pre-requisites for being trained in Nebraska IPS including in-person 
WRAP training 

• Make sure Nebraska WRAP training is accessible to those in rural areas 
• Some participants recommended splitting up the training across multiple weeks to avoid 

trainer/trainee burnout and to allow for practicing skills between sessions. Participants 
also recommended having three trainers for the Nebraska IPS training sessions. 

Participants generally thought the testing was tough but fair. Some suggested the test be given 
immediately after the training so they would not have to make a separate trip to take the test. 
 
Many participants thought it was important for the State to develop standards for continuing 
education units and track individuals who complete those requirements. Participants proposed a 
number of recommendations for improved continuing training including the following: 

• Maintaining a web site with training links and recorded trainings that would count for 
CEUs 

• Pre-determining the amount of CEU credits for particular trainings 
• Determining the content of training that needs to be taken to maintain certification (e.g., 

trauma informed care) 
 
Some participants thought co-supervision meetings should be conducted in person and thought a 
more interactive format would improve the process. A number of participants recommended 
greater opportunities for sharing in decision making about certification requirements such as the 
initial training content, the certification testing process, and continuing education requirements. 
Participants also expressed the desire to have greater networking mechanisms for peer support 
specialists. 
 
It is also evident that there are some misperceptions about Nebraska’s peer support certification 
process. Additional information may be helpful in communicating this process to others. A 
succinct summary of the process is provided by the Nebraska Department of Health and Human 
Services, Division of Behavioral Health, Office of Consumer Affairs and is as follows: 
 

The Office of Consumer Affairs provides a certification as a Peer Support and Wellness 
Specialist from the Division of Behavioral Health within Nebraska Department of Health 
and Human Services.  Certification includes a written and oral quiz offered to anyone 
with 40 hours of any peer support training.  The written component takes approximately 
one to two hours to complete and the oral component takes approximately 30 minutes.  
Usually, a score can be provided on the same day.  At this time, two processes are offered 
to the Certified Peer Support and Wellness Specialist, which are the collection of 
continuing education hours and participation in co-supervision, neither are required by 
the participant.   Obtaining 6 hours of continuing education is recommended and we 
record all continuing education credit hours faxed to us that are related to the work of 
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peer support.  Co-supervision is a 2 hour conference call that is recommended on a 
quarterly basis.  Co-supervision is about two simple questions: what is working well with 
the 4 tasks and what is not working well with the 4 tasks of Intentional Peer Support.  
Participants in these calls may simply pass, if they have nothing to share.  It is also a 
place to network with other peer specialists from across the state.  We record these hours 
also.  Currently there is no such process in place for Family Peer Specialists or 
Navigators, but we are open to creating needed supports.  We welcome all the feedback 
in this report and look forward to improving our services from your feedback.  
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SECTION 6: CONCLUSIONS AND RECOMMENDATIONS 
 
Nebraska has implemented a certification process for adult peer support services similar to 
processes used in other states. The State developed core competencies using a broad-based 
participatory process, selected a contractor to train trainers in Nebraska to provide the peer 
support training based on the competencies and created a certification process to assess the 
capacity of individuals to provide adult peer support services. This process meets the state’s 
goal in trying to improve the quality of peer support services and ensure the individuals who 
deliver this service are appropriately trained and qualified. In this assessment of the current 
certification process, we did not directly observe the testing processes, nor did we 
statistically analyze the results from certification testing. This assessment was a qualitative 
review of the certification process. We conclude from our review that the current 
certification process appears reliable in that it is consistently administered and valid in that 
it relates to the objectives for which it is designed. There are written procedures for 
administering the certification process and the testing process appears to be admininstered 
consistently. Both the written test and the oral quiz appear to be related to the core 
competencies and thereby further the goals of ensuring adult peer support specialists have 
the capacity and skills to deliver high-quality services. Participants in the regional 
discussion groups made a point to note the tremendous progress Nebraska has made in 
recent years in developing and improving adult peer support services including the 
certification process. Certainly there are additional processes that could be implemented to 
more closely assess performance, problem solving, attitudes, and skills (see Bashook, 2005); 
however, the Nebraska peer support specialist certification process has achieved its goals 
within the available resources. 
 
There are, however, changes that could potentially improve the current peer support 
certification process in Nebraska. It is important to ensure the certification process meets 
best practices in implementing certification standards to protect the State from legal liability 
and to ensure the best feasible procedures. Implementation of these enhancements must be 
weighed against the resources required for implementation. The following are recommended 
modifications to the certification process we believe would improve the process: 
 

1. The Office of Consumer Affairs in partnership with the Nebraska Federation of 
Families and other stakeholders will undoubtedly contine working on a certification 
process for family peer support specialists. All parties recogize that family peer 
support specialists require a special skill set supporting families of children with 
serious emotional disorders. Often families they serve are involved in the 1) 
education system and may have an Individual Education Plan, 2) the child welfare 
system which may include the State as guardian and include foster parents, guardians 
ad litem and Court Appointed Special Advocates, 3) the juvenile justice system, 
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which may include probation officers, judicial procedings, law enforcement, local 
juvenilie detention and Youth Rehabilitation and Treatment Centers and 4) transition 
service systems including independent living services, supported housing and 
vocational rehabilitation tailored to the needs of older adolescents and young adults. 
Family peer support specialists assist parents and other caregivers navigate these 
myriad systems and may also assist caregivers access services for their own mental 
health and substance abuse disorders. The skills and competencies required of family 
peer support specialists may be similar to but somewhat different from those of adult 
peer support specialists. These similarities and differences will be reflected in the 
core competencies, the training curricula and certification process for family peer 
support specialists. Stakeholders have made substantial progress in developing core 
competencies for family peer support and thinking through issues related to 
certification. Survey results indicate broad support for a certification process, but 
there was not a preference regarding whether certfication should be administered by 
the state, a private agency or a national organization. We recommend the Office of 
Consumer Affairs continue to participate in and support development of a 
certificaton process for family peer support. A certification process should recognize 
national best practices but also be tailored to recognize the unique culture of 
Nebraska. 
 

2. Some discussion group participants suggested having Wellness Recovery Action 
Plan (WRAP) training as a prerequisite for the Nebraska Model of Intentional Peer 
Support (IPS) training. We recommend the Office of Consumer Affairs give serious 
consideration to this suggestion. The principles of WRAP training would appear to 
provide a solid foundation for the 40-hour Nebraska Model training. However, 
implementing this recommendation poses challenges. WRAP training is intended to 
be facilitated by a trainer rather than self-guided. Expanding WRAP training would 
require resources to train more WRAP trainers and requiring WRAP would result in 
additional formal training hours for Peer Support candidates beyond the 40 hours of 
Nebraska Model training, which could become a burden to candidates and perhaps 
dissuade some individuals from seeking certification. These factors must be balanced 
with the added skills and knowledge WRAP training would provide.  

 
3. We recommend consideration be given to increasing the number and accessibility of 

Nebraska Model IPS training provided. Discussion group participants indicated that 
more trainings would benefit individuals interested in participating. Expanded 
training should be more feasible now that another cadre of trainers has been trained 
under Nebraska’s most recent Transformation Transfer Intitiative. We also 
recommend the Facilitator’s Circle and other stakeholders be involved in considering 
other potential changes to improve the accessibility and quality of the Nebraska IPS 

University of Nebraska Public Policy Center 
33 | P a g e  

 



training including holding the training regionally throughout the state to increase 
access and reduce travel burden for individuals from rural areas, having three 
facilitators involved in providing each training to give more personal attention to 
trainees and reduce training fatigue, and splitting up the 40 hour training into 
multiple sessions to reduce training fatigue and allow trainees to practice skills 
between sessions. 

 
4. We recommend a formal appeals and complaint process be established and 

documented in writing. This process would include processes to address an appeal 
from an individual who did not receive certification, issues raised about the 
certification and recertification process by individuals who are certified and 
complaints by individuals who receive peer support services. 

 
5. We recommend establishing a re-certification process including requirements for 

continuing education credits (CEUs). Because of limited resources, the Office of 
Consumer Affairs (OCA) has focused on the intitial certification process and 
provides guidance for continuing education units and co-supervision that is voluntary 
but not required. This creates a situation in which there is a reasonable certainty that 
individuals who are recently trained and certified have the skills and competencies 
necessary to provide high quality peer support services. However, without continuing 
certification or recertification requirements, individuals, who have Nebraka 
certification, over time may no longer have these skills and competencies. There 
should be clearly established standards for the number of continuing education 
credits required for continuing or re-certification. It may be helpful to have a broad-
based participatory process to establish standards for the types of training that count 
toward CEUs and an objective process for determining how the number of CEUs are 
determined for  particular training. Re-certification may also include requirements 
for minimum hours of practice/experience and supervision.  

 
6. There were mixed opinions about the value of current quarterly co-

supervisionconference calls. This area may be another opportunity to engage peer 
support specialists in discussions regarding how to structure co-supervision to 
maximize the benefits to certified individuals. Many of the discussion group 
participants thought the co-supervision would be more benficial if conducted in 
person and if they were more interactive than didactic. In addition, related to 
recommendation #5 above, we recommend co-supervision be established as a 
requirement for continung certification or re-certification. If the State moves toward 
a “next generation” certification process through the formal regulatory process, 
consideration may be given to separating supervision requirements. As part of the 
current certification process, the Office of Consumer Affairs offers opportunities for 
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co-supervision to improve peer support competencies. Often as part of formal 
certification processes, there are requirements for formal individual supervision as a 
requirement for certification. We suggest that both types of supervisory processes 
can be combined to help ensure peer support specialists have the skills and 
capabilities to provide high quality peer support services. 

 
7. We recommend establishing procedures for revoking certification and handling 

complaints about certified peer support specialists. Peer support specialists should be 
required to sign a statement to inform certification officials about any conditions that 
may compromise their ability to perform high-quality peer support and to discontinue 
claims to certification upon revocation. Conditions for revoking certification should 
be clearly established in written policy. The State should develop the capacity to 
track ongoing certification requirements and investigate consumer complaints and 
situations that may affect the capacity of the certified person to provide peer support 
services. Procedures should include qualifications of investigative staff, timelines for 
investigations, procedures for making decisions and communicating results, and 
procedures for appealing decisions. 

  
8. We recommend ongoing evaluation of the certification process through a continuous 

quality improvement process. The evaluation should include ongoing analysis of 
training satisfaction and improvement surveys, monitoring of trainings to ensure 
consistency and quality, ongoing review and updating of the training curriculum to 
ensure up-to-date research results and best practices are incorporated, regular input 
from certified individuals about how the certfication process can be improved, and 
periodic management audits to assess the degree to which all components of the 
certification process are working as designed. Modifications to the certification 
process resulting from the evaluation should be documented. One special note of 
interest is how well the certification process works for peer support specialists 
working in the areas of substance abuse and addiction; continuing discussions with 
stakeholders involved in this area will be benficial.  

 
9. We recommend moving from the current peer support certification process to a next 

generation certification process through the formal regulations process. This next 
generation process includes checks and balances including ensuring public input into 
the certification process, formalizing written standards, and ensuring consistency 
with Nebraska statutory authority. The move to formal regulatory procedures ensures 
the certification process has the force of law and allows certification procedures to 
be enforced. Continued stakeholder input can be formalized through an advisory 
committee, established through regulations, to oversee the certification process. 
Moving toward a formalized certification process helps enhance protections of 
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consumers of peer support services and increases protections for peer support 
specialists as well. We recognize that a formal certification process will require 
additional resources to effectively implement compared to the current process. 
 

10. On a longer term basis, the Office of Consumer Affairs should consider separation of 
the training and certification  processes. All certification processes in other states we 
reviewed are linked to a training curriculum established or adopted by the state. This 
seems to be a natural starting point for certification development – identifying core 
competencies, developing a training curriculum that incorporates these 
competencies, and establishing a certification process that tests knowledge related to 
the competencies included in the training. State mental health authorities tend to be 
the entities in the best position to develop all three of these processes. However, once 
these procedures are established, it may be beneficial to separate these functions as 
part of the natural evolution of a maturing certification process. Generally, states 
have an entity responsible for  certifying different types of health care professionals. 
Placing the responsibility of certifying peer support specialists with this entity is 
likely to elevate the prestige of peer support certification and avoid potential 
conflicts of interest when an agency has responsibility for both training and 
certification. 
  

11. Consider how the competencies of peer support specialists fit with and differ from 
competencies of other mental health and substance abuse professions to ensure 
quality and harmony across professionals. Scholars have suggested a basic set of 
competencies across all professionals working with individuals with mental health 
and substance abuse challenges (e.g., Hoge et.al, 2009) including shared methods to 
identify and assess competency, competencies to address co-occurring disorders, 
competencies to work as multidisciplinary team members and as system partners, 
competencies to focus on preventative and resiliency-focused models of care, and 
competencies related to cultural and linguistic competence. As Nebraska moves 
forward with its certification process for peer support specialists, we recommend 
attending to the larger effort to build cross-professional competencies for behavioral 
health disciplines and ensure requirements for peer support conform and build upon 
these broader initiatives. Similarly, we recommend continuously assessing 
Nebraska’s peer support certification process in the context of national peer support 
program accreditation efforts. 
 
In addition, we recognize the field of peer support credentialing is evolving. Many 
states have certification processes, and there are discussions about national 
certification. As Nebraska moves toward its next generation peer support 
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certification process, issues about how to recognize peer support certifications from 
other states and from national credentialing organizations will need to be addressed. 
 

12. Multiple sources currently fund or could fund peer support services. Currently, the 
DHHS Division of Behavioral Health and Division of Children and Family Services 
fund peer support in Nebraska. Medicaid and private insurance carriers are examples 
of entities that could fund peer support in the future. As the Office of Consumer 
Affairs and other stakeholders address issues surrounding certification of peer 
support and wellness specialists, these other funders and potential funders should be 
engaged in the dialogue about standards and core competencies to ensure the needs 
of each funding system are met and to develop a more comprehensive model of peer 
support that can be financially sustained.   
 

  

University of Nebraska Public Policy Center 
37 | P a g e  

 



APPENDIX: REFERENCES 
 
Accreditation Services. (n.d.). Institute for Credentialing Excellence. Retrieved May 22, 2013 

from http://www.credentialingexcellence.org/p/cm/ld/fid=4  
  
Aho, A. L., Tarkka, M. T., Åstedt-Kurki, P., Sorvari, L., & Kaunonen, M. (2011). Evaluating a 

Bereavement Follow-Up Intervention for Grieving Fathers and Their Experiences of 
Support After the Death of a Child—A Pilot Study. Death Studies, 35(10), 879-904. 

  
Barlow, C. A., Waegemakers Schiff, J., Chugh, U., Rawlinson, D., Hides, E., & Leith, J. (2010). 

An evaluation of a suicide bereavement peer support program. Death Studies, 34(10), 
915-930.  

Bashook, P. G. (2005). Best practices for assessing competence and performance of the 
behavioral health workforce. Administration and Policy in Mental Health, 32, 563-592 

 
Blondell, R. D., Frydrych, L. M., Jaanimägi, U., Ashrafioun, L., Homish, G. G., Foschio, E. M., 

& Bashaw, H. L. (2011). A randomized trial of two behavioral interventions to improve 
outcomes following inpatient detoxification for alcohol dependence. Journal of addictive 
diseases, 30(2), 136-148. 

 
Bouchard, L., Montreuil, M., & Gros, C. (2010). Peer support among inpatients in an adult 

mental health setting. Issues in Mental Health Nursing, 31, 589-598. 
 
Bracke, P., Christiaens, W., & Verhaeghe, M. (2008). Self-esteem, self-efficancy, and the 

balance of peer support among persons with chronic mental health problems. Journal of 
Applied Social Psychology, 38, 436-459. 

 
Burtland, J., & Nemec, P. (2007). NAMI training programs. Psychiatric Rehabilitation Journal, 

31 (1), 80-82. doi:10.2975/31.1.2007.80.82 
 
CAPRSS (2013). Downloaded on December 21, 2013 from 

http://www.manula.com/manuals/caprss  
 
Clark v. Virginia Board of Bar Examiners, 880 F.Supp. 430 (E.D. Va., 1995). Retrieved from: 

http://www.leagle.com/decision/19951310880FSupp430_11267.  
 
Colorado St. Bd. Medical Examiners v. Ogin, 56 P.3d 1233 (Colo. Ct. App. 2002). 
 
Cook, J. A., Copeland, M. E., Jonikas, J. A., Hamilton, M. M., Razzano, L. A., Grey, D. D., ... & 

Boyd, S. (2012). Results of a randomized controlled trial of mental illness self-

University of Nebraska Public Policy Center 
38 | P a g e  

 

http://www.credentialingexcellence.org/p/cm/ld/fid=4
http://www.manula.com/manuals/caprss
http://www.leagle.com/decision/19951310880FSupp430_11267


management using Wellness Recovery Action Planning. Schizophrenia Bulletin, 38(4), 
881-891. 

 
Cook, J. A. (2011). Peer-delivered wellness recovery services: From evidence to widespread 

implementation. Psychiatric Rehabilitation Journal. 35, 87-89. 
 
Gracia, G., Phelan, S., Keogh, C. B., & Keck, L. (2005). Some recovery processes in mutual-

help groups for persons with mental illness; II: Qualitative analysis of participant 
interviews. Community Mental Health Journal, 41(6), 721-735. 

 
Daniels, A., Grant, E., Filson, B., Powell, I., Fricks, L., & Goodale, L. (2010). Pillars of peer 

support: Transforming mental health systems of care through peer support services. 
Rockville: Substance Abuse and Mental Health Services Administration. 

 
Davidson, L., Chinman, M., Sells, D., & Rowe, M. (2006). Peer support among adults with 

serious mental illness: a report from the field. Schizophrenia Bulletin, 32(3), 443-450. 
 
Davidson, L., Chinman, M., Kloos, B., Weingarten, R., Stayner, D., & Tebes, J. K. (1999). Peer 

support among individuals with severe mental illness: A review of the evidence. Clinical 
psychology: Science and practice, 6(2), 165-187. 

 
Demartis, H., Galanter, M., Trujillo, M., Rahman-Dujarric, C., Ramaglia, K., & LaGressa, D. 

(2006). Evaluation of a model for the treatment of combined mental illness and substance 
abuse. Journal of Addictive Diseases, 25 (3), 69-78. 

 
Ellen v Florida Bd. Bar Examiners, 859 F.Supp. 1489 (S.D. Fla., 1994). 
 
Fukkink, R. (2011). Peer counseling in an online chat service: A content analysis of social 

support. Cyberpsychology, Behavior, and Social Networking, 14, 247-251. 
 
Garris v. Governing Board of South Carolina Reinsurance Facility, 333 S.C. 432, 511 S.E.2d 48 

(1998). 
 
Goldberg v. Kelly, 397 U.S. 254 (1970). 
 
Goldstrom, I. D., Campbell, J., Rogers, J. A., Lambert, D. B., Blacklow, B., Henderson, M. J., & 

Manderscheid, R. W. (2006). National estimates for mental health mutual support groups, 
self-help organizations, and consumer-operated services. Administration and Policy in 
Mental Health and Mental Health Services Research, 33(1), 92-103. 

  

University of Nebraska Public Policy Center 
39 | P a g e  

 



Grant, E. A., Reinhart, C., Wituk, S., & Meissen, G. (2012). An examination of the integration of 
certified peer specialists into community mental health centers. Community mental health 
journal, 48(4), 477-481.  

 
Hardiman, E. R., & Jaffee, E. M. (2008). Outreach and peer-delivered mental health services in 

New York City following September 11, 2001. Psychiatric Rehabilitation Journal, 32(2), 
117-123. 

 
Havighurst, C., & King, N. (1983). Private credentialing of health care personnel: An antitrust 

perspective. Part One. American Journal of Law & Medicine, 9(2), 131-201. 
 
Hoge, M., Morris, J., Stuart, G., Huey, L., Bergeson, S., Flaherty, M., ... & Madenwald, K. 

(2009). A national action plan for workforce development in behavioral health. 
Psychiatric Services, 60(7), 883-887. 

 
Johnson, E. (2008). Minnesota peer support implementation: Consultant’s report. Mental Health 

Program Division, Department of Human Services. Retrieved from: 
http://www.californiaclients.org/pdf/Sue%20Watson%20Presentation%20Attachment.pdf
.  

 
Kirbens v. Wyo. State Bd. of Med., 992 P.2d 1056 (Wyo. 1999). 
 
Lived Experience Research Network (2013). The 2012 National Survey of Peer-Run 

Organizations. Retreived from: 
http://www.lernetwork.org/uploads/9/7/9/2/9792838/national_survey_report_1.pdf.  

 
Mathews v. Eldridge, 424 U.S. 319 (1976). 
 
Mead, S., Hilton, D., & Curtis, L. (2001). Peer support: A theoretical perspective. Psychiatric 

Rehabilitation Journal, 25(2), 134. 
  
Montana Legislature (2012). Senate Bill No. 10. Introduced September 4, 2012.  
 
Moran, G. S., Russinova, Z., Gidugu, V., Yim, J. Y., & Sprague, C. (2012). Benefits and 

mechanisms of recovery among peer providers with psychiatric illnesses. Qualitative 
Health Research, 22(3), 304-319. 

  
Pfeiffer, P. N., Heisler, M., Piette, J. D., Rogers, M. A., & Valenstein, M. (2011). Efficacy of 

peer support interventions for depression: a meta-analysis. General hospital psychiatry, 
33(1), 29-36.  

University of Nebraska Public Policy Center 
40 | P a g e  

 

http://www.californiaclients.org/pdf/Sue%20Watson%20Presentation%20Attachment.pdf
http://www.californiaclients.org/pdf/Sue%20Watson%20Presentation%20Attachment.pdf
http://www.lernetwork.org/uploads/9/7/9/2/9792838/national_survey_report_1.pdf


Pickett, S. A., Diehl, S. M., Steigman, P. J., Prater, J. D., Fox, A., Shipley, P., ... & Cook, J. A. 
(2012). Consumer empowerment and self-advocacy outcomes in a randomized study of 
peer-led education. Community mental health journal, 48(4), 420-430.  

 
Renner, W., Bänninger-Huber, E., & Peltzer, K. (2011). Culture-sensitive and resource oriented 

peer (CROP)-groups as a community based intervention for trauma survivors: A 
randomized controlled study with Chechnyans. Australasian Journal of Disaster and 
Trauma Studies, 1. 

 
Repper, J. & Carter, T. (2011). A review of the literature on peer support in mental health 

services. Journal of Mental Health, 20, 392-411. 
 
Sabin, J. E., & Daniels, N. (2003). Managed care: Strengthening the consumer voice in managed 

care: VII. The Georgia peer specialist program. Psychiatric Services, 54(4), 497-498. 
  
Salzer, M., & Kundra, L. (2010). Liability issues associated with referrals to self-help groups. 

Law & Psychiatry, 61, 6-8. 
 
Slazer, M.S., Schwenk, E.., & Brusilovskiy, E. (2010). Certified peer specialist roles and 

activities: Results from a national survey. Psychiatric Services, 61, 520-523. 
 
Segal, S. P., Silverman, C. J., & Temkin, T. L. (2011). Outcomes from consumer-operated and 

community mental health services: a randomized controlled trial. Psychiatric Services, 
62(8), 915-921. 

  
Sells, D., Davidson, L., Jewell, C., Falzer, P., & Rowe, M. (2006). The treatment relationship in 

peer-based and regular case management for clients with severe mental illness. 
Psychiatric Services, 57(8), 1179-1184. 

  
Sledge, W. H., Lawless, M., Sells, D., Wieland, M., O'Connell, M. J., & Davidson, L. (2011). 

Effectiveness of peer support in reducing readmissions of persons with multiple 
psychiatric hospitalizations. Psychiatric Services, 62(5), 541-544. 

 
Snyder v American Association of Blood Banks, 144 N.J. 269, 676 A.2d 1036 (1996). 
 
Starnes, S. (1999). Psychiatric disabilities & the ADA: An analysis of the conventional defenses 

& EEOC guidelines. The Review of Litigation, 18, 181-205. 
 

University of Nebraska Public Policy Center 
41 | P a g e  

 



Tanenbaum, S. (2010). Consumer-operated service organizations: Organizational characteristics, 
community relationships, and the potential for citizenship. Community Mental Health 
Journal, 48, 397-406.  

 
Tanenbaum, S. (2012). Characteristics associated with organizational independence in consumer-

operated service organizations. Psychiatric Rehabilitation Journal, 34, 248-251.  
 
Tsai, J., & Rosenheck, R.A. (2012). Outcomes of a group intensive peer-support model of care 

management for supported housing. Psychiatric Services, 63 (12), 1186 – 1194. 
 
Yates, B. T., Mannix, D., Freed, M. C., Campbell, J., Johnsen, M., Jones, K., & Blyler, C. R. 

(2011). Consumer-operated service programs: Monetary and donated costs and cost-
effectiveness. Psychiatric Rehabilitation Journal, 35(2), 91-99. 

 
 

University of Nebraska Public Policy Center 
42 | P a g e  

 



 
 
 

Nebraska Peer Support 
Focus Group/Survey Report 

 
 

December 31, 2013 
 
 

 
 
 
Prepared by:  

 
The Public Policy Center 
University of Nebraska 
215 Centennial Mall South, Suite 401 
Lincoln, NE 68588 – 0228 
Phone: 402 – 472 – 5678 
FAX:   402 – 472 – 5679 
Email: ppc@nebraska.edu 
www.ppc.nebraska.edu  
 

 
 
 
 

 

mailto:ppc@nebraska.edu
http://www.ppc.nebraska.edu/


NEBRASKA PEER SUPPORT FOCUS GROUP/SURVEY REPORT - 2013 
 

 

 

 

 

 

 

 

 

This work was funded by the Substance Abuse and Mental health 
Services Administration (SAMHSA) under Contract HHSS283200700020I, Task 
HHSS28300001T, Reference 0283-07-2001; and the National Association of 
State Mental Health Program Directors (NASMHPD), Inc. under Subcontract 
Number SC-1026-NEBRASKA-01. Copyright 2013 All rights reserved.  

UNIVERSITY OF NEBRASKA PUBLIC POLICY CENTER  
  2 
 



NEBRASKA PEER SUPPORT FOCUS GROUP/SURVEY REPORT - 2013 
 

Nebraska Peer Support Focus Group/Survey Report 
 
The University of Nebraska Public Policy Center conducted a survey and focus groups in each of 
the behavioral health regions of Nebraska during September and October 2013. There were 
four groups that participated in the surveys and focus groups: Adult peer support specialists, 
family peer support specialists, consumers of adult peer support, and consumers of family peer 
support. Included in both the surveys and focus groups were questions about 1) demographics, 
2) trauma experience as assessed by two standardized instruments: a) the Posttraumatic 
Growth Inventory and b) the Post Traumatic Stress Disorder (PTSD) Checklist , 3) consumer 
satisfaction with peer support services, and 4) the practice of peer support including Nebraska’s 
peer support certification process. It should be kept in mind this report summarizes the 
responses of participants in the focus groups and surveys and reflects the consumer voice; the 
University of Nebraska has not endorsed the recommendations proposed nor verified the 
accuracy of statements made. Results pertaining to certification are included in a separate 
report and not included in this report. The results for the other areas of inquiry explored by the 
surveys and focus groups are discussed separately below. 
 

Survey Results 
 

Demographic Information 
 
There were 146 respondents to the survey. The largest response group was adult consumers 
(see Table 1).  
 
Table 1: Number of Survey Participants by Respondent Type 

 
Adult 

Consumer 
Family 

Consumer 
Adult Peer 
Specialist 

Family Peer 
Specialist 

Overall number of valid 
surveys 

70 34 16 26 

 
Table 2 shows the demographic characteristics for each of the four respondent groups. Most 
respondents were female, white and non-Hispanic. There were wide disparities in participation 
across regions. For example, there were no consumer surveys completed in Region 6 even 
though the largest proportion of the population lives in that region, while over 80% of the adult 
consumer surveys were completed by consumers in Regions 2 and 3, two rural regions of the 
State. 
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Table 2: Demographic Characteristics by Survey Respondents by Respondent Group 

 
Adult 

Consumer 
Family 

Consumer 
Adult Peer 
Specialist 

Family Peer 
Specialist 

Gender     
Female 65.7% (46) 85.3% (29) 87.5% (14) 92.3% (24) 
Male 
 34.3% (24) 14.7% (5) 12.5% (2) 7.7% (2) 

Ethnicity     
Hispanic 3.0% (2) 21.2% (7) 0% (0) 4.2% (1) 
Non-Hispanic 97.0% (65) 78.8% (26) 100% (16) 95.8% (23) 

Race     
African American / Black 1.4% (1) 3.1% (1) 0% (0) 0% (0) 
Asian / Pacific Islander 0% (0) 0% (0) 0% (0) 0% (0) 
Caucasian / White 92.8% (64) 90.6% (29) 100% (16) 84.6% (22) 
Native American / 
American Indian 2.9% (2) 3.1% (1) 0% (0) 3.8% (1) 

Multiracial or Other 2.9% (2) 3.1% (1) 0% (0) 11.5% (3) 
Location     

Region 1 10.3% (7) 10.0% (3) 7.1% (1) 8.3% (2) 
Region 2 35.3% (24) 23.3% (7) 7.1% (1) 20.8% (5) 
Region 3 48.5% (33) 0.0% (0) 7.1% (1) 25.0% (6) 
Region 4 4.4% (3) 20.0% (6) 28.6% (4) 0% (0) 
Region 5 1.5% (1) 46.7% (14) 42.9% (6) 37.5% (9) 
Region 6 0% (0) 0% (0) 7.1% (1) 8.3% (2) 

 
The Behavioral Health Regions are shown in Figure 1: 
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Trauma  
 
All four respondent group surveys included the two trauma scales, although for a substantial 
number of surveys, consumers either did not receive the trauma scales or declined to complete 
them. The purpose for administering the trauma scales was to determine the level of trauma 
experienced by consumers and peer support specialists, and to determine the potential utility 
of using the scales to assess trauma on an ongoing basis as part of the peer support programs. 
Information from the two scales could be used to 1) help guide peer support interventions and 
referrals and 2) evaluate changes in adaptations and problems resulting from trauma, and 
hence serve as an evaluation tool for peer support services. Table 3 shows the incidence of 
trauma for the four respondent groups. All adult and family peer support specialists reported 
having experienced trauma; over 90% of each group had experienced personal trauma, and 
over 75% of each group had experienced vicarious trauma and/or compassion fatigue. 
Approximately 85% of adult and family consumers who completed this section of the survey 
had experienced trauma; adult consumers were more likely to experience personal trauma 
than family consumers. 
 
Table 3: Trauma Experienced by Respondent Group and Type of Trauma 

 
Adult 

Consumer 
Family 

Consumer 
Adult Peer 
Specialist 

Family Peer 
Specialist 

Trauma 81.1% (30) 70.6% (24) 93.8% (15) 96.2% (25) 
Vicarious Trauma 45.7% (16) 47.1% (16) 87.5% (14) 76.0% (19) 
Compassion Fatigue 54.1% (20) 57.6% (19) 75.0% (12) 80.8% (21) 
Any Trauma 84.2% (32) 85.3% (29) 100% (16) 100% (26) 
 
Table 4 shows responses for each item for the Posttraumatic Growth Inventory. These 
questions were asked only of people reporting any kind of traumatic experience. For each item, 
the following scale was used: 
 
0= Did not experience  
1= Very small degree  
2= Small degree  
3=Moderate degree  
4= Great degree  
5= Very great degree  
 
Ratings of 3 or higher indicate moderate or greater change. We examined the distribution of 
scores for each item by respondent group, the distribution of total scores by group and the 
number of individuals who entered maximum scores for all items (possibly indicating the 
respondent did not consider each item individually). All items have acceptable or good 
distributions, and the scale Total Score has a good distribution. The proportion of individuals 
providing maximum scores for all items was within acceptable standards. We expected adult 
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and family peer support specialists to show greater adaptation to trauma, and the survey 
results support this hypothesis; total scores for adult and family peer support specialists were 
about 10 points higher than scores for adult and family consumers.   
 
Table 4: Average Scores and (Standard Deviations) for each Item on the Posttraumatic Growth 
Inventory by Respondent Group  

Response 

Adult 
Consumer 

(N=32) 

Family 
Consumer 

(N=29) 

Adult 
Specialist 

(N=16) 

Family 
Specialist 

(N=26) 

All 
Groups 

Combined 
1. I changed my priorities about what 
is important in life. 

3.31 
(1.53) 

4.00 
(1.16) 

3.87 
(1.46) 

3.85 
(1.12) 

3.72 
(1.34) 

2. I have a greater appreciation for the 
value of my own life.  

3.50 
(1.52) 

3.90 
(1.35) 

4.20 
(1.21) 

4.08 
(1.38) 

3.86 
(1.40) 

3. I developed new interests.   3.00 
(1.44) 

3.34 
(1.52) 

3.47 
(1.73) 

3.38 
(1.47) 

3.26 
(1.50) 

4. I have a greater feeling of self-
reliance.   

3.23 
(1.31) 

3.62 
(1.40) 

3.33 
(1.63) 

3.77 
(1.39) 

3.50 
(1.40) 

5. I have a better understanding of 
spiritual matters.   

3.47 
(1.52) 

3.21 
(1.70) 

4.00 
(1.25) 

3.62 
(1.44) 

3.51 
(1.52) 

6. I more clearly see that I can count 
on people in times of trouble.   

2.88 
(1.45) 

2.90 
(1.66) 

3.40 
(1.40) 

3.31 
(1.54) 

3.07 
(1.52) 

7. I established a new path for my life.   3.31 
(1.40) 

3.76 
(1.24) 

3.80 
(1.27) 

3.81 
(1.33) 

3.64 
(1.32) 

8. I have a greater sense of closeness 
with others.   

2.56 
(1.74) 

2.59 
(1.82) 

3.40 
(1.40) 

3.19 
(1.47) 

2.85 
(1.67) 

9. I am more willing to express my 
emotions.   

2.97 
(1.81) 

2.69 
(1.82) 

3.47 
(1.51) 

2.92 
(1.41) 

2.95 
(1.67) 

10. I know I can handle difficulties 
better.   

2.75 
(1.50) 

3.28 
(1.49) 

4.20 
(1.15) 

4.15 
(1.05) 

3.47 
(1.46) 

11. I am able to do better things with 
my life.   

3.28 
(1.51) 

3.17 
(1.51) 

4.07 
(1.03) 

3.92 
(1.16) 

3.53 
(1.40) 

12. I am better able to accept the way 
things work out.   

2.78 
(1.21) 

2.83 
(1.51) 

3.80 
(1.01) 

3.65 
(1.06) 

3.17 
(1.31) 

13. I can better appreciate each day.   3.53 
(1.30) 

3.41 
(1.50) 

4.13 
(1.13) 

3.88 
(1.24) 

3.68 
(1.33) 

14. New opportunities are available 
which would not have been otherwise.  

3.31 
(1.31) 

2.59 
(1.86) 

3.80 
(1.15) 

3.58 
(1.53) 

3.25 
(1.56) 

15. I have more compassion for others.   3.39 
(1.63) 

3.59 
(1.32) 

4.13 
(1.13) 

4.35 
(0.69) 

3.80 
(1.32) 

16. I put more effort into my 
relationships.   

3.13 
(1.48) 

3.28 
(1.73) 

3.60 
(1.55) 

3.52 
(1.19) 

3.34 
(1.49) 

17. I am more likely to try to change 
things which need changing.   

3.09 
(1.33) 

3.48 
(1.55) 

3.93 
(1.03) 

4.00 
(0.75) 

3.56 
(1.28) 

18. I have a stronger religious faith.   
3.09 

(1.69) 
 

2.90 
(1.92) 

3.47 
(1.92) 

3.19 
(1.83) 

3.12 
(1.81) 
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Response 

Adult 
Consumer 

(N=32) 

Family 
Consumer 

(N=29) 

Adult 
Specialist 

(N=16) 

Family 
Specialist 

(N=26) 

All 
Groups 

Combined 
19. I discovered I am stronger than I 
thought I was.   

3.28 
(1.49) 

4.00 
(1.31) 

4.20 
(1.15) 

4.50 
(0.95) 

3.93 
(1.34) 

20. I learned a great deal about how 
wonderful people are.   

2.94 
(1.70) 

2.72 
(1.96) 

3.33 
(1.40) 

3.38 
(1.33) 

3.05 
(1.66) 

21. I better accept needing others.  2.94 
(1.74) 

2.93 
(1.62) 

3.47 
(1.41) 

2.85 
(1.41) 

2.99 
(1.57) 

TOTAL SCORE*  
(score range = 0 – 105) 

66.97 
(22.90) 

68.39 
(25.12) 

79.07 
(21.26) 

77.16 
(14.97) 

71.83 
(21.89) 

Scored all ‘5’s 3.3% 
(n=1) 

7.1% 
(n=2) 

6.7% 
(n=1) 

4.0% 
(n=1) 

5.1% 
(n=5) 

 
To assess problems resulting from trauma, we used the Post Traumatic Stress Disorder (PTSD) 
Checklist and added one item about increased drug and alcohol abuse. Table 5 shows responses 
for each item for the scale. These questions were asked only of people reporting any kind of 
traumatic experience. For each item, the following scale was used: 
 
1= Not at all  
2= A little bit  
3= Moderately  
4= Quite a bit  
5= Extremely  
 
Ratings of 3 or higher indicate moderate or greater change. We examined the distribution of 
scores for each item by respondent group, the distribution of total scores by group and the 
number of individuals who entered maximum scores for all items (possibly indicating the 
respondent did not consider each item individually). All items except one have acceptable or 
good distributions, and the scale Total Score (without item 18) has a good distribution (Total 
score is computed only for people who answered all of the first 17 questions). The exception is 
item 18 which is not part of the standard scale; it is highly skewed, with 86% of participants 
choosing a scale value of 1 – Not at all. The proportion of individuals providing maximum scores 
for all items was within acceptable standards. We expected adult and family peer support 
specialists to show fewer problems related trauma, and the survey results support this 
hypothesis; total scores for adult and family peer support specialists were lower than scores for 
adult and family consumers.   
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Table 5: Average Scores and (Standard Deviations) for each Item on the PTSD Scale by 
Respondent Group  

Response 

Adult 
Consumer 

(N=32) 

Family 
Consumer 

(N=29) 

Adult 
Specialist 

(N=16) 

Family 
Specialist 

(N=26) 

All 
Groups 

Combined 
1. I have repeated, disturbing 
memories, thoughts, or images of a 
stressful experience from the past. 

3.61 
(1.31) 

3.03 
(1.45) 

2.67 
(1.18) 

2.50 
(1.07) 

3.02 
(1.33) 

2. I have repeated, disturbing dreams 
of a stressful experience from the past. 

3.35 
(1.54) 

2.55 
(1.55) 

2.80 
(1.21) 

2.12 
(1.21) 

2.72 
(1.48) 

3. I suddenly act or feel as if a stressful 
experience were happening again (as if 
I am reliving it).   

3.03 
(1.45) 

2.38 
(1.50) 

2.20 
(1.15) 

2.08 
(1.09) 

2.48 
(1.38) 

4. I feel very upset when something 
reminds me of a stressful experience 
from the past.   

3.77 
(1.12) 

2.93 
(1.62) 

2.73 
(1.03) 

2.23 
(1.14) 

2.98 
(1.39) 

5. I have physical reactions (e.g., heart 
pounding, trouble breathing, or 
sweating) when something reminds 
me of a stressful experience from the 
past.   

3.68 
(1.42) 

2.69 
(1.54) 

3.00 
(1.07) 

2.42 
(1.24) 

2.97 
(1.44) 

6. I avoid thinking about or talking 
about a stressful experience from the 
past or avoid having feelings related to 
it.   

3.71 
(1.19) 

2.48 
(1.54) 

2.60 
(1.40) 

2.27 
(1.28) 

2.82 
(1.43) 

7. I avoid activities or situations 
because they remind me of a stressful 
experience from the past.    

3.63 
(1.27) 

2.28 
(1.39) 

2.73 
(1.39) 

2.50 
(1.36) 

2.81 
(1.44) 

8. I have trouble remembering 
important parts of a stressful 
experience from the past.     

3.07 
(1.34) 

2.29 
(1.49) 

2.67 
(1.45) 

2.23 
(1.39) 

2.57 
(1.44) 

9. I have loss of interest in things I used 
to enjoy.   

3.27 
(1.44) 

2.62 
(1.40) 

2.20 
(1.01) 

1.85 
(1.29) 

2.55 
(1.42) 

10. I feel distant or cut off from other 
people.   

3.10 
(1.61) 

2.96 
(1.37) 

2.00 
(1.25) 

1.88 
(1.18) 

2.57 
(1.47) 

11. I feel emotionally numb or unable 
to have loving feelings for those close 
to me.   

2.97 
(1.49) 

2.14 
(1.38) 

1.79 
(0.89) 

1.62 
(0.94) 

2.21 
(1.36) 

12. I feel as if my future will somehow 
be cut short.   

2.87 
(1.46) 

2.00 
(1.34) 

2.13 
(1.60) 

1.38 
(0.90) 

2.12 
(1.42) 

13. I have trouble falling or staying 
asleep.   

3.55 
(1.23) 

2.97 
(1.61) 

2.57 
(1.40) 

2.46 
(1.53) 

2.96 
(1.50) 

14. I feel irritable or have angry 
outbursts.  

2.83 
(1.42) 

2.48 
(1.27) 

1.93 
(1.10) 

1.92 
(1.16) 

2.36 
(1.31) 

15. I have difficulty concentrating.   3.42 
(1.18) 

3.14 
(1.43) 

2.67 
(1.29) 

2.19 
(1.17) 

2.91 
(1.34) 
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Response 

Adult 
Consumer 

(N=32) 

Family 
Consumer 

(N=29) 

Adult 
Specialist 

(N=16) 

Family 
Specialist 

(N=26) 

All 
Groups 

Combined 
16. I am “super alert” or watchful on 
guard.   

3.26 
(1.26) 

3.07 
(1.49) 

2.67 
(1.35) 

2.08 
(1.20) 

2.81 
(1.39) 

17. I feel jumpy or easily startled. 3.52 
(1.15) 

2.45 
(1.53) 

2.60 
(1.45) 

1.65 
(0.94) 

2.59 
(1.44) 

^18. I have increased my use of alcohol 
or drugs. 

1.71 
(1.30) 

1.07 
(0.37) 

1.07 
(0.26) 

1.12 
(0.43) 

1.28 
(0.83) 

TOTAL SCORE* (minus item 18) 
(score range = 17 – 85;  
problem score > 50) 

58.04 
(15.74) 

>50 n=16 

45.77 
(19.01) 

>50 n=11 

38.23 
(10.41) 
>50 n=2 

35.38 
(14.64) 
>50 n=5 

45.23 
(18.05) 

>50 n=34 

Scored all ‘5’s 3.8% 
(n=1) 

0% 
(n=0) 

0% 
(n=0) 

0% 
(n=0) 

1.1% 
(n=1) 

^Item 18 was not part of the original scale 
 
Both trauma scales would seem to have utility as initial screening/assessment and ongoing 
evaluation tools. 
 
 
Consumer Satisfaction 
 
Adult and family consumers of peer support services were asked about their level of 
satisfaction about peer support services on a number of dimensions: Access, Quality and 
Appropriateness, Perceived Outcomes, Response, Participation in Service Planning, General 
Satisfaction, Ability to Cope, and Social Connectedness. Table 6 shows responses to the 
satisfaction survey by respondent group and for each subscale. For each item, the following 
scale was used: 
 
1= Strongly disagree  
2= Disagree  
3= Neither agree nor disagree  
4= Agree  
5= Strongly agree   
 
All consumer satisfaction items were examined for acceptable distributions. One item fell 
outside the standard acceptable level for skewness: Access #1 has 94.8% of participants 
selecting either Agree or Strongly Agree. Several items also fell outside acceptable levels for 
kurtosis (peakedness) of the distribution: Access #4; Quality #2, Quality #3, Quality #5; 
Outcomes #1, Outcomes #2; Participation #2; All General items: General #1, General #2, 
General #3; and Social #1, and Social #2. All other items have acceptable distributions. 
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For the average domain scores, all domain averages had an acceptable degree of skewness, but 
only Participation in Service Planning, General Satisfaction, and Social Connectedness had an 
acceptable degree of kurtosis. General Satisfaction items received no ‘1’ ratings, however, so 
the full range of the scale for this domain was not utilized by participants. The cause of the 
remaining average domain scores not having acceptable distributions was because a large 
percentage of people scored the items within the domain with all 4’s or all 5’s, and very few 
provided scores at the lower end of the scale range. If the satisfaction surveys are to be used 
for program evaluation, the “Participation in Service Planning” and “Social Connectedness” 
subscales would appear to offer some degree of utility. 
 
Table 6: Average Scores and (Standard Deviations) Items and Subscales for the Satisfaction 
Survey by Respondent Group 

Response 
Adult 

Consumer 
Family 

Consumer 
All 

Consumers 
Access 
1. The location of services was convenient (parking, public 
transportation, distance, etc.).  4.56 (0.58) 4.37 (0.85) 4.46 (0.73) 

2. Staff were willing to see me/us as often as I felt it was 
necessary.  4.26 (0.94) 4.38 (1.02) 4.32 (0.97) 

3. Staff returned my/our calls in 24 hours.  3.70 (0.87) 4.26 (1.26) 3.98 (1.11) 
4. Services were available at times that were good for me/us.  4.39 (0.74) 4.28 (1.03) 4.33 (0.89) 
5. I/We was/were able to get all the services I/we thought 
I/we needed.  4.39 (0.69) 3.97 (1.24) 4.18 (1.02) 

6. I/We was/were able to see a peer support specialist when 
I/we wanted to. 4.14 (0.93) 4.17 (1.21) 4.16 (1.07) 

Average Access Score   4.22 (0.81) 
Scored all ‘5’s   25.9% (n=15) 
Averaged greater than ‘3’   93.2% (n=54) 
Averaged ‘3’ or lower   6.8% (n=4) 
Quality and Appropriateness 
1. I felt free to complain.  3.89 (0.96) 4.13 (1.17) 3.98 (1.03) 
2. Staff respected my/our wishes about who is and who is not 
to be given information about my [child’s] services.  4.21 (1.02) 4.38 (0.98) 4.26 (1.01) 

3. Staff here believe I/we can grow, change and recover. 4.30 (0.94) 4.40 (0.89) 4.33 (0.92) 
4. Staff were sensitive to my/our cultural background (race, 
religion, language, etc.).  4.08 (0.95) 4.14 (1.09) 4.10 (1.00) 

5. Staff helped me/us obtain the information I/we needed so 
I/we could take charge of managing my/our [child’s] 
recovery.  

4.30 (0.93) 4.21 (1.05) 4.27 (0.96) 

6. I/We was/were encouraged to use consumer-run 
programs (support groups, drop-in centers, crisis phone line, 
etc.). 

4.20 (0.87) 4.30 (0.92) 4.24 (0.88) 

Average Quality Score   4.19 (0.74) 
Scored all ‘5’s   23.3% (n=21) 
Averaged greater than ‘3’   92.3% (n=83) 
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Response 
Adult 

Consumer 
Family 

Consumer 
All 

Consumers 
Averaged ‘3’ or lower   7.7% (n=7) 
Outcomes. As a direct result of services received: 
1. I/We deal more effectively with daily problems.  4.00 (0.82) 3.83 (1.02) 3.94 (0.89) 
2. I/We am/are better able to control my/our life/lives.  3.98 (0.84) 3.83 (1.02) 3.93 (0.90) 
3. I/We am/are better able to deal with crisis.  3.76 (1.01) 3.93 (1.08) 3.82 (1.03) 
4. I am getting/We get along better with/in my/our family.  3.69 (1.04)  3.63 (1.25) 3.67 (1.11) 
5. I/We do better in social situations.  3.68 (0.95) 3.87 (1.11) 3.74 (1.00) 
6. I/We do better in school and/or work.  3.43 (1.15) 3.57 (1.07) 3.48 (1.12) 
7. My/Our housing situation has improved.  3.86 (1.07) 3.90 (1.11) 3.88 (1.08) 
8. My/mental health symptoms are not bothering me/us as 
much.  3.79 (0.86) 3.53 (1.20) 3.70 (0.99) 

Average Outcomes Score   3.78 (0.77) 
Scored all ‘5’s   8.9% (n=8) 
Averaged greater than ‘3’   87.9% (n=79) 
Averaged ‘3’ or lower   12.1% (n=11) 
Participation in Treatment (service) planning 
1. I felt comfortable asking questions about my [child’s] 
recovery and [family] peer support.  3.88 (1.09) 4.33 (0.92) 4.03 (1.05) 

2. I/We, not staff, decided my/our recovery goals.  4.09 (0.94) 4.27 (0.91) 4.15 (0.93) 
^Average Participation Score   4.09 (0.88) 
Scored all ‘5’s   34.4% (n=31) 
Averaged greater than ‘3’   81.1% (n=73) 
Averaged ‘3’ or lower   18.9% (n=17) 
General Satisfaction 
1. I/We like the services I/we received here.  4.43 (0.62) 4.45 (0.96) 4.43 (0.75) 
2. If I had other choices, I would still get services from this 
agency.  4.30 (0.80) 4.55 (0.77) 4.38 (0.80) 

3. I would recommend this agency to a friend or family 
member.  4.36 (0.82) 4.55 (0.77) 4.42 (0.80) 

Average General Score   4.41 (0.65) 
Scored all ‘5’s   43.5% (n=40) 
Averaged greater than ‘3’   93.4% (n=86) 
Averaged ‘3’ or lower   6.6% (n=6) 
Ability to Cope. As a Direct Result of Services I Received:  
1. My symptoms are not bothering me as much./ We are 
better able to address our child’s symptoms. 3.78 (0.89) 4.16 (1.13) 3.91 (0.99) 

2. I/We do things that are more meaningful to me/us.  4.08 (0.82) 4.10 (1.08) 4.09 (0.91) 
3. I/We am/are better able to take care of my/our needs.  4.02 (0.77) 4.03 (1.17) 4.02 (0.92) 
4. I/We am/are better able to handle things when they go 
wrong.  3.78 (1.02) 3.97 (1.08) 3.84 (1.04) 

5. I/We am/are better able to do the things I/we want to do.  4.00 (0.91) 3.90 (1.19) 3.97 (1.01) 
6. I/We am/are better able to handle school/work. 3.63 (1.02) 3.77 (1.09) 3.68 (1.04) 
7. I/We am/are better able to participate in 
social/recreational activities. 
 

4.02 (0.82) 3.87 (1.12) 3.97 (0.93) 
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Response 
Adult 

Consumer 
Family 

Consumer 
All 

Consumers 
Average Coping Score   3.93 (0.83) 
Scored all ‘5’s   15.4% (n=14) 
Averaged greater than ‘3’   89.0% (n=81) 
Averaged ‘3’ or lower   11.0% (n=10) 
Social Connectedness 
1. I am happy with the friendships I have.  4.17 (0.87) 3.74 (1.24) 4.02 (1.02) 
2. I have people with whom I can do enjoyable things.  4.07 (0.97) 4.16 (0.93) 4.10 (0.96) 
3. I feel I belong to my community.  3.83 (1.09) 3.61 (1.23) 3.76 (1.14) 
4. In a crisis, I would have the support I need from family or 
friends.  3.88 (1.01) 3.71 (1.22) 3.82 (1.08) 

^Average Social Score   3.93 (0.90) 
Scored all ‘5’s   19.8% (n=18) 
Averaged greater than ‘3’   83.5% (n=86) 
Averaged ‘3’ or lower   16.5% (n=15) 
 
 
Peer Support Services 
 
We asked adult and family peer support specialists about their work. Table 7 provides the 
results for both respondent groups. A small percentage of respondents in both groups provided 
peer support services full time. A greater proportion of adult peer support specialists than 
family peer support specialists spent 50% or less of their time providing peer support; however 
the results of this question are difficult to interpret. It is unclear whether participants answered 
this question based on 1) their total time available (hence 50% would mean they work half time 
in peer support),  2) their total work time (hence 50% would mean they work 50% in peer 
support and 50% in other areas), or 3) the percentage of time they do face to face peer support 
as opposed to other activities such as administration. We recommend this question be modified 
or eliminated in future surveys.  
 
Both respondent groups reported working with individuals with mental health or co-occurring 
mental health and substance abuse problems; no respondents reported working with primarily 
individuals with substance abuse challenges. The majority of peer support specialists in both 
groups reporting making between $10 and $20 per hour. No one reported making $30 or more 
per hour. The majority of respondents in both groups reported having five years or less 
experience.  
 
There were a variety of terms used to label peer support specialists: nearly 27% of adult peer 
support specialists   were called “Peer Support and Wellness Specialists,” and about 54% of 
family peer support specialists were called “Family Advocates.” Adult peer support specialists 
worked for a variety of organization types including service provider organizations, consumer 
organizations, and behavioral health regions; family peer support specialists worked primarily 
for family organizations. 
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Table 7: Response Percentages and (Number) for Adult and family Peer Support Specialists 

 
Adult Peer 
Specialist 

Family Peer 
Specialist 

What proportion of your work time do you currently spend providing peer support services? 
0-25% 14.3% (2) 8.3% (2) 
26-50% 35.7% (5) 12.5% (3) 
51-75% 7.1% (1) 25.0% (6) 
76-99% 28.6% (4) 37.5% (9) 
100% 14.3% (2) 16.7% (4) 
What proportion of your time is spent working with individuals with mental health and/or substance 
abuse issues? 
Mostly mental health 40.0% (6) 36.4% (8) 
Mostly substance abuse 0% (0) 0% (0) 
Mostly co-occurring mental health and substance abuse 26.7% (4) 40.9% (9) 
Equally divided among mental health, substance abuse and co-occurring 
disorders 33.3% (5) 22.7% (5) 

What is the average hourly rate you are paid for peer support services? 
$0 15.4% (2) 0% (0) 
$1-$10/hour 7.7% (1) 29.2% (7) 
$11-$20/hour 69.2% (9) 62.5% (15) 
$21-$30/hour 7.7% (1) 8.3% (2) 
Over $30/hour 0% (0) 0% (0) 
How many years have you provided peer support services? 
0-5 years 66.7% (10) 66.7% (16) 
5-10 years 26.7% (4) 20.8% (5) 
10-15 years 0% (0) 8.3% (2) 
Over 15 years 6.7% (1) 4.2% (1) 
What is your job title? 
Peer Support and Wellness Specialist 26.7% (4) 0% (0) 
Peer Specialist (asked only of Adult Specialists) 6.7% (1)  
Navigator (asked only of Adult Specialists) 0% (0)  
Recovery Specialist (asked only of Adult Specialists) 6.7% (1)  
Advocate (asked only of Adult Specialists) 0% (0)  
Family Peer Support Specialist (asked only of Family Specialists)  4.2% (1) 
Family Navigator (asked only of Family Specialists)  8.3% (2) 
Family Partner (asked only of Family Specialists)  0% (0) 
Family Advocate (asked only of Family Specialists)  54.2% (13) 
Other (please specify) 
Adult Peer Specialists 

• Certified Peer Support and Wellness Specialist for Employment 
• Consumer Specialist 
• Consumer Specialist Peer Recovery Facilitation 
• Peer Companion [2 responses] 
• Peer Employment Specialist 

60.0% (9) 
 
 
 
 
 
 
 

33.3% (8) 
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Adult Peer 
Specialist 

Family Peer 
Specialist 

• Peer Support Specialist 
• [2 did not specify] 

Family Peer Specialists 
• administration 
• Executive Director [2 responses] 
• Family Advocate and Office Manager 
• Family advocate, program manager 
• Family Navigator and Family Advocate 
• Review Specialist 
• Services Coordinator; Family Support Worker 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

Do you supervise other peer support specialists? 
Yes 26.7% (4) 41.7% (10) 
No 73.3% (11) 58.3% (14) 
How would you characterize the agency you work for? 
Community Mental Health Agency 6.7% (1) 4.2% (1) 
Hospital  0% (0) 0% (0) 
Consumer Organization 26.7% (4) 4.2% (1) 
Family Organization 0% (0) 87.5% (21) 
Behavioral Health Region 20.0% (3) 0% (0) 
Independent (provide services on your own) 6.7% (1) 0% (0) 
Other (please specify) 
Adult Peer Specialists 

• Adult Day Program 
• Community Mental Health Agency and Omaha Police 
• Hospital, non-profit 
• Mental Health & Substance Abuse 
• Non-profit organization [ 2 responses] 

Family Peer Specialists 
• Oversight Agency 

40.0% (6) 
 
 
 
 
 
 
 
 

4.2% (1) 
 
 
 
 
 
 
 
 

 
 
Training 
 
We asked adult and family peer support specialists about training and experience using the 
following scale: 
 
1= Not valuable  
2= A little valuable  
3= Quite valuable  
4= Very valuable  
 
Table 8 shows the results. Responses are reported only for those who indicated they attended 
the particular training. All trainings attended by adult and family peer support specialists were 
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considered quite to very valuable. One’s own life experience was highly rated for each of the 
respondent groups. 
 
Table 8: Rating and (Standard Deviation) for Various Trainings by respondent Group  
Training Adult Peer Specialist Family Peer Specialist 
Nebraska Intentional Peer Support training 3.47 (0.74), n=15 3.14 (0.96), n=7 
National Intentional Peer Support training 4.00 (0.00), n=2 3.50 (0.84), n=6 
Other national peer support training 3.50 (0.55), n=6 3.70 (0.48), n=10 
Other state/regional peer support training 3.20 (0.92), n=10 3.47 (0.80), n=17 
Other peer support training from your agency 3.60 (0.70), n=10 3.52 (0.68), n=21 
Own life experience 4.00 (0.00), n=15 3.83 (0.39), n=23 
Experience working with consumers 3.80 (0.42), n=15 3.83 (0.39), n=23 
 
For Adult Peer Support Specialists, we asked how valuable training would be for the core adult 
peer support competency areas identified in the State of Nebraska. The following scale was 
used: 
 
1= Not valuable  
2= A little valuable  
3= Quite valuable  
4= Very valuable 
 
Table 9 shows the results. The average rating for each of the competencies was between quite 
valuable and very valuable and ranged from a lows of 3.21 for “The power of language” and 
3.23 for “Consciousness raising/critical learning” to a high of 3.64 for “mutual responsibility: 
belief in the poser of relationship” and “shared risk (e.g., ability to negotiate fear, anger, 
conflict). 
 
Table 9: Adult Peer Support Specialist Ratings of Value and (Standard Deviation) of Need for 
Training in Core Competency Areas by Respondent Group 

Competency Areas 
Adult Peer 
Specialist 

1. Commitment to  recovery, growth, evolution, inspiring hope 3.57 (0.65) 
2. Personal and relational accountability 3.29 (0.83) 
3. The power of language (e.g., using language free of jargon, judgments, etc.) 3.21 (0.80) 
4. Direct honest respectful communication 3.36 (0.75) 
5. Consciousness raising/critical learning 3.23 (0.73) 
6. Worldview/diversity/holding multiple truths/trauma informed 3.57 (0.76) 
7. Mutual responsibility: Belief in the power of relationship 3.64 (0.75) 
8. Shared risk (e.g., ability to negotiate fear, anger, conflict) 3.64 (0.63) 
9. Moving towards the positive 3.62 (0.77) 
10. Creating community/social change 3.62 (0.51) 
11. Code of Ethics 3.36 (0.84) 
 

UNIVERSITY OF NEBRASKA PUBLIC POLICY CENTER  
  15 
 



NEBRASKA PEER SUPPORT FOCUS GROUP/SURVEY REPORT - 2013 
 

For Family Peer Support Specialists, we asked how valuable training would be for the core 
family peer support competency areas using the following scale: 
 
1= Not valuable  
2= A little valuable  
3= Quite valuable  
4= Very valuable  
 
Table 10 shows the results. The average rating for each of the competencies was between quite 
valuable and very valuable except for “confidentiality and ethics” which averaged between “a 
little valuable” and “quite valuable.” The highest rated competency for additional training was 
3.50 for “coaching for personal change and crisis prevention.” 
 
 
Table 10: Family Peer Support Specialist Ratings of Value and (Standard Deviation) of Need for 
Training in Core Competency Areas by Respondent Group 

Competency Areas 
Family Peer 

Specialist 
1. Effective use of lived experience 3.33 (0.96) 
2. Listening skills and cultural competence 3.25 (0.94) 
3. Confidentiality and ethics 2.83 (1.24) 
4. Effective assertive written and verbal communication 3.00 (1.10) 
5. Mentoring leadership in others 3.29 (0.91) 
6. Cultural diversity and use of family-driven/youth-guided resiliency/recovery 

oriented approach to emotional health 3.42 (0.83) 

7. Current issues in child developmental, emotional, behavioral, or mental health 3.42 (0.78) 
8. Parenting for resiliency and wellness 3.46 (0.72) 
9. Coaching for personal change and crisis prevention 3.50 (0.72) 
 
 

Focus Group Results 
 

Focus groups were held for adult peer support specialists, family peer support specialists, and 
consumers of these two services. In total, 25 adult peer support specialists, 31 family peer 
support specialists, 57 adult consumers, and 34 family consumers attended the sessions. Major 
themes that arose from the focus groups included peer support services in general, peer 
support resources/expansion, coordination of peer support, skill development, trauma 
informed care, and the peer support certification process. The certification results are 
presented in a separate report. A caveat should be noted for the focus groups results: the 
opinions expressed by focus group participants are based on their perceptions. In this process, 
we make no attempt to verify or refute factual statements. The perceptions themselves are the 
data for this analysis.  
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Peer Support Services in General 
 
Overall, adult peer support specialists feel supported in what they do – from agencies, the 
region and the State. Participants thought Nebraska has made tremendous progress in recent 
years and this is due to state, regional and agency leadership. Specialists noted that by 
becoming a peer support specialist, others “may see in you what you have not seen in 
yourself.” It is a very validating experience. It improves confidence and self-esteem to provide 
help to others. 
 
Some thought the facilitator circle should have longer meetings to develop direction for peer 
support in the State and to decide on and implement strategies; it is hard to do this on a one-
hour phone call. Some thought the facilitator circle should be expanded and include more 
individuals.  
 
Adult Peer Support Consumers thought peer support is a wonderful resource. They indicated 
mutuality is the most important part of peer support and thought peer support specialists 
provide excellent guidance during periods of crisis. 
 
Some recommendations included having a statewide 24 hour peer-run warm line and having 
more peer-run drop in centers that can be training grounds for peer support specialists. Some 
family peer support specialists recommended stronger program evaluation for peer support 
services. Comments about evaluation include the following: 

• There needs to be a better way for peer support specialists to be able to show positive 
outcomes.  

• Surveys are not good data collection instruments. Families hate filling out surveys. They 
will not fill those out.  

• So how does one document and show positive outcomes? There needs to be training 
directed at this area.  

Both adult and family consumers strongly supported peer support services. Family consumers 
indicated peer support provides both emotional and informational support. They noted parents 
may feel anger and confusion because of the system and situations they are experiencing; peer 
support helps guide parents through the system while providing emotional support for their 
anger and confusion; peer support provides opportunities for families to know and support 
each other; they coordinate group support events so families can develop resiliency. 
 
 
Peer Support Resources/Expansion 
 
Many adult peer support specialists and adult consumers thought there are not enough adult 
peer support specialist positions to meet the demand, and there is not enough funding to 
support more positions. Some stated the State should advocate for more paid positions. The 
need for additional peer support services was mentioned as a particular need in rural areas. As 
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one adult consumer indicated, “We need to be able to talk to someone who has the same 
experience – this is priceless and essential for recovery.” 
 
There have been talks with Magellan since they were awarded the managed care contract 
about using Medicaid to expand peer support, but participants were not sure where this was in 
the process. Participants thought there was a need to expand Medicaid funding, which will also 
reinforce the legitimacy of peer support services. 
 
Participants indicated funding is a perennial challenge to peer support services in general, 
particularly to fund training. Previously, there had only been one qualified trainer in one of the 
rural regions, although now there are two. Trainings were difficult to attend because it involved 
a lot of travel. Participants thought there should be funding to pay for time off work and travel 
to attend training.  
 
Some adult peer support specialists in rural areas thought additional resources would help 
individual’s access peer support services. Transportation is a difficult issue in particular because 
there are few services outside of the major towns. There is a lack of resources available to 
travel to other communities to address the needs of people who need them. Peer support 
specialists thought they needed to be able to see people more than one time in order to build 
strong relationships, but they cannot do that if consumers cannot access services. This idea was 
also expressed by family peer support specialists: Transportation is a large barrier. Many 
families may not have cars and need help to attend professional sessions or meetings with case 
workers. The lack of transportation can be very difficult for families, and if they are unable to 
attend mandated meetings, it would be viewed as being out of compliance with their plan. The 
family peer support workers are not able to provide transportation to families any more. This 
results in a significant access problem and has a direct impact on outcomes for the family.  
 
For example, there was one instance where a 9 month pregnant client had to take a bus in the 
summer heat to her counseling appointment. She did not have a car. She was unable to walk 
the last mile from the bus to the counselor’s office. Peer support rushed to help her. But if that 
client had not been able to make her appointment, it would have been considered a lack of 
compliance on her part. 
 
Some adult consumers indicated they would like support services to be available in the 
evenings and also the weekends. “Everything shuts down during the weekends and evenings.” 
They attributed this to lack of funding. They would also like the ability to use computers to 
access the internet. Having more resources would allow them to do more things in the 
community, which would be good, such as group trips, going out to eat, going to events like 
fairs, picnics in the park, etc. These are good because it helps one get out and be physically 
active. 
 
Family peer support specialists also thought there is a need for more funding for additional 
peer support services. They indicated there are regulatory barriers in funding that impede the 
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provision of services. Children with autism and developmental disabilities are currently not 
covered under family peer support services funded by the State of Nebraska. These populations 
need to be served by peer support and receive other services as well. Local agencies try to be 
resourceful to serve families, but direct access to services can be challenging for those families 
which do not meet specific criteria. 
 
Some family peer support specialists thought there is a tremendous lack of funding in general 
even to provide services for those who are covered. A preventative approach would be very 
helpful. If it could be mandated that families receive peer support services at a very early stage 
in the child welfare system, it would help prevent problems from occurring. For example, family 
peer support should be introduced at the point when children are removed, or even before 
they are removed. Because peer support specialists may not be involved early in the process, by 
the time they are brought to the case, the problems may be much worse than they were 
originally. When the referral is too late into the process, there may be little that a family peer 
support specialist can do to help, and they may be perceived as antagonists (which is not the 
case). 
 
Some family peer support specialists thought additional resources are needed for new smart 
phones; tablets for documentation would be great. There is a need for internet access as well 
as resources for family training. 
 
 
Coordination of Peer Support 
 
Adult peer support specialists thought there was a need for greater communication among 
peer support specialists, the regions and the State Office of Consumer Affairs (OCA). There 
should be more communication about upcoming conferences and about continuing education 
requirements. There should be less of a top down approach to coordination and more of a 
collaborative relationship between peer support specialists and OCA. Greater efforts should be 
made to link peer specialists across the State such as through Facebook or other social media, 
or by having a special forum on the State web page. Peer support specialists would benefit from 
greater opportunities to connect with each other. Some of the regions have held conferences in 
which peer support specialists from other regions have attended, and this has been positive. 
Feedback was very good. The statewide conference is another opportunity to have a more 
formal process to connect peer support specialists. The statewide conference seems to have 
grown to include more providers and administrators. While it is good these individuals are 
becoming more exposed to the consumer movement, there is a loss in the ability of consumers 
to share and connect with each other. 

Some adult peer support specialists thought there is a greater need for networking with others 
who work in rural communities. It would be great to share what is working and what is not 
working. The State should strengthen the networking system so peer support specialists can 
interact with and learn from each other. There seems to be a general lack of communication. 
There is a realization that the State tries its best. It is a funding issue. There is a need for greater 
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awareness about available resources. Networking more would allow people to share knowledge 
about resources. 
 
 
Relations with Other Providers/Marketing 
 
Some adult peer support specialists thought a major challenge is a general lack of awareness 
among traditional providers about peer support services. Mental health agencies are 
sometimes wary of peer support workers because they do not understand what peer support 
is, and what the benefits are of peer support. This may be because of fear that peer support 
specialists are under-qualified. A main concern seems to be lack of credentialing. Traditional 
providers do not seem to understand that the value of peer support comes from the lived 
experiences of the peer support specialists. There needs to be education of both employers 
who may potentially hire peer support specialists, as well as to consumers who may benefit 
from peer support.  
 
Some adult peer support specialists thought more communication is needed between the 
Office of Consumer Affairs and the facilitator’s circle. Both entities could benefit from increased 
communication and dialogue. Success stories that involve peer support need to be documented 
and marketed to consumers, providers, and the community in general. This will help get people 
to understand the importance of peer support, and why and how valuable it is. Consumers 
need to know peer support services are available in addition to clinical services. There needs to 
be a marketing effort for peer support services – what the services are, how to access them and 
what the benefits are.  
 
Family consumers thought it would be a good role for family peer support specialists to 
facilitate communication between all services including peers support, OJS trackers, advocates, 
court therapists, and community support workers. Some family peer support specialists and 
family consumers thought there is a great need for collaboration and communication among 
agencies that work in human services and the child welfare system. Having more access to 
families at early stages of adjudication would be helpful to solve problems before they increase. 
Some family peer support specialists thought there needs to be better coordination among 
providers that are working with families, so that peer support services can link up with both 
families and other providers at an earlier stage. 
 
Some family consumers thought there is confusion between family support/family skills 
building people, and family peer support workers. It is “like a jumbled mess”, parents do not 
know who to call or contact, and when they do, the delay in getting help, may be detrimental to 
the youth and the family. Some of the family support workers and trackers seem overwhelmed 
and understaffed. The family workers and peer support workers need to be connected so they 
can work together better on behalf of the worker. Peer support needs to be plugged in more 
closely with the social workers and trackers for the benefit of the family. Navigating 
bureaucracy is particularly hard if a family is new to the area and does not know who to go to 
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for help. Because of red tape and unfamiliarity with the system, sometimes families believe the 
only place one can turn to is 911. 
 
Family peer support specialist indicated there should be a greater effort to increase awareness 
about peer support across all levels. The following reflect the perceptions of participants: 

• There is a lack of awareness about the evidentiary base which shows the value of peer 
support. 

• There is a stigma that peer support workers may not be adequately skilled or trained to 
provide services to families. There is not an awareness of the value of lived experience 
that peer support workers have.  

• Those in control of funding don’t seem to be aware that peer support has a large role in 
preempting problems from occurring. They don’t seem to be listening to either families 
or peer support service workers. 

• There have been very positive individual relationships that have developed between 
peer support workers and family service workers who recognize the value of peer 
support. Some workers with the State realize that peer support specialists provide great 
value. Others do not. This may be because of lack of training or exposure to peer 
support. Typically, the family case workers that value peer support are veterans. There 
are many examples of good relationships that peer support specialists may have with 
veteran, more experienced case workers. The newer case workers are the ones that do 
not seem to understand peer support very well. 

• Younger family workers may not understand the everyday challenges that families in 
need experience. If the family worker is new, 20-something in age, and never had 
children with special needs, they may not be able to truly empathize and understand 
what families need. Family peer support specialists can help build trust and mutual 
understanding between family workers and the families. Peer support specialists who 
have that lived experience understand how to navigate the system from a position of 
hardship. If a family-centered, family-driven system is the goal, then family peers should 
be helping each other. 

• There seems to be a lack of checks and balances in the current environment. In theory, 
there should be team meetings on a regular basis that include families and family peer 
support workers with other agency representatives. This is true family-centered 
practice. However, these may simply not occur. There doesn’t seem to be consistent 
accountability when it comes to making sure the families are involved in their own plans 
of care. Upper level management may not be aware that meetings are not occurring.  

• Family peer support specialists and family consumers indicated there seems to be a lack 
of transparency and consistency when it comes to some child welfare cases. For 
example, a family may be told that monitored visits to children are a possibility during 
one meeting, and then there is a lack of follow up at a later point. This lack of 
transparency can create confusion and frustration for the family. This could be because 
of a lot of reasons – case workers may be overloaded, it may be because of a lack of 
training, or it could be because of the personality or style of the individual case worker. 
This may be exacerbated by the high turnover in case worker personnel. Better 
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coordination between case workers, peers support specialists and families may help 
with this. 

• The way that referrals to peer support organizations are currently structured, referrals 
are sometimes not made on the basis of relationships or fit with the strengths or 
backgrounds of particular peer support organizations or specialists. By adhering to an 
allocation process that does not consider particular characteristics of an organization or 
specialist, it decreases the likelihood that a family will be paired with the best 
organization or specialist. Making sure there is the most appropriate fit for a family with 
a peer support specialist who has had the same or similar experiences is critically 
important. Sometimes, case workers are not documenting the information that is 
needed to appropriately match the family with the right kind of peer support specialist 
or organization. 

 
 
Skill Development 
 
Adult peer support specialists thought there is a need for training in suicide and self-harm for 
peer specialists. People are afraid of these areas in general, how to handle those topics as peer 
specialists, and ways to have conversations about them, particularly if a life threatening crisis is 
at hand (talk of self-harm, etc.). Having the ability to network with other peer specialists would 
be very beneficial. Specialists would be able to learn what other peer support workers are doing 
in their communities. There is a list of certified peer specialists in Nebraska. In the western part 
of the State, there are very few certified specialists, and most may know each other. It would 
be helpful to regularly update the statewide list of peer specialists and provide opportunities 
for training and networking.  
 
Some adult peer support specialists from rural areas thought it doesn’t seem like western 
Nebraska really exists in the eyes of Lincoln or Omaha. The in-person training rarely comes to 
the west. There is a need for there to be more in-person trainings in the far west so one doesn’t 
have to spend a day or two driving and then staying overnight somewhere. That is a barrier if 
peer support specialists have to work other jobs, have a family and balance that with traveling 
for training. People cannot take time off from work to attend trainings. Another option would 
be for there to be more funding for training for those in western NE to go east. However, 
having training locally is the most preferred option. 
 
Adult peer support specialists thought additional topics would be beneficial for training 
including the following: 

• Training on  strategies and knowledge of recovery models,  
• Communication with professionals,  
• Recovery engagement strategies, 
• Assertiveness and boundaries as well as neutral relationships,  
• Communication and compassion with clients, 
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• Self-care training, listening skills, and motivational interviewing 
 
Some adult consumers thought it would be helpful to have training on skills to manage over-
helping, such as how to take a step back when things are too intense; additional education and 
training on understanding medication management, basic medication and side effects such as 
sleepiness and the effects of medication in general would be helpful. 
 
Some family peer support specialists thought there was a need for additional training. Most of 
the trainings that occur seem to be designed for larger communities. Additional areas of 
training for family peer support specialists include the following: 

• Needs to be more mental health and chemical dependency courses available for peer 
support 

• Information for working with schools needs to be increased 
• Need to know how to share lived experience including effective boundaries, 

professionalism, and how to work without triggering clients symptoms 
• Need training on coaching skills,  
• Would like to have information on other states experiences in the rural areas  
• Need for cultural diversity in training with Sudanese, Asian, Hispanic, biracial, Native 

American and American Indian populations 
• Training on conflict resolution  
• Training on the court system and how it works,  
• Training on addictions 101  - home safety signs and symptoms and reporting drug and 

alcohol problems 
• Training on how to share a lived experience appropriately 
• Training on coaching 
• Training on cultural diversity 
• Training on safety assessments and going into homes as well as mandatory reporting 

guidelines 
• Training on how to engage families and how to motivate clients to stay in services, 

successful discharge strategies 
• Training on family dynamics 
• Listening skills 

 
Family peer support specialists thought there needs to be an emphasis on building relationships 
with families, where there may be resistance or suspicion to seeking help. Tribal communities in 
particular may be wary of services. Because of distance, travel time can be a major challenge to 
developing strong relationships with families. Tribal communities tend to prefer members of 
their own culture. For example, peer groups with non-native members may not be attractive to 
Native Americans. There is a great deal of racial tension in many areas of the State. There is a 
perspective among some that non-Native homes are not culturally appropriate environments 
for Native children. There are tribal services or services available on the basis of tribal affiliation 
that may be available for children or families, but there are Native American families that may 
not be enrolled with a particular tribe. This is a major barrier for access to services that family 
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workers need to be able to understand and navigate. Many new case workers do not 
understand the nuances and regulations of working with tribes and Native Americans. There is 
also a lack of communication between tribes and the federal government that cause problems, 
particularly in regards to the Indian Child Welfare Act. Training on these issues would be very 
valuable for both case workers and family peer support specialists. 
 
Crisis response and cultural competency are important areas that need improvement according 
to some participants. There seems to be a lot of turn-over in family and child support staff 
generally. Having regular trainings in which those staff become familiar with area agencies and 
practices would be helpful, particularly in how to coordinate with peer support services. 
 
Family peer support specialists thought there is a great need for families to learn how to 
become and stay resilient, particularly in isolated rural communities where there is a lack of 
strong social support. Families may receive treatment but upon completion may not maintain 
healthy lifestyles. Or they may go back to socializing with their same family members or friends 
who are bad influences, like alcohol/drug users. There are limited opportunities for socializing 
in a positive way in rural areas. There is a need for peer support training that recognizes and 
ideally helps to address this gap.  
 
Family peer support specialists thought it would be beneficial for services providers to learn 
new communication styles and understand the perspectives of families. Being able to 
effectively work with families is critical, and understanding how the families analyze and 
perceive the situation is important. Building on the strengths of families is an important 
strategy, rather than fault finding. Families are experts in their own lives, and professionals 
need to be able to work towards those strengths and not their dysfunctions. A training based 
completely on the family’s perspective would be very helpful. Learning boundaries is another 
important training need. There are professionals who would benefit from training in 
boundaries, as well as in debriefing methods to de-stress from their work. 
 
Family peer support specialists thought other child-serving professionals could also benefit 
from other types of training and enhanced resources. Some of these ideas are as follows: 

• The State needs to provide training to its own workers about how to work with families 
well. The State’s workers and contractors need to be able to communicate and engage 
with parents better. Training should occur with the supervisory level and case workers 
to prepare them to engage with parents in more approachable, friendlier ways.  

• One issue is that there are very few professional providers in the area. The same 
providers seem to diagnose patients in the same ways, and there is no way to get a 
second opinion. It is unclear if the initial diagnose is correct, or if it is more a reflection 
of the professional’s inclination or training. Having more professionals available, so 
additional evaluations can be done, might correct the perception (right or wrong) that 
mental health diagnoses are not being done appropriately.  

• The State could also help by finishing the database they are working on that lists all the 
allied organizations that can be called upon for assistance in communities across the 

UNIVERSITY OF NEBRASKA PUBLIC POLICY CENTER  
  24 
 



NEBRASKA PEER SUPPORT FOCUS GROUP/SURVEY REPORT - 2013 
 

State. There are several efforts ongoing in this area, but there is some overlap. There 
needs to be a single database that everyone can access, with no duplication. 

• The State needs to direct training towards the school system. School personnel may not 
be properly equipped to address mental and behavioral health issues. In some cases, 
the schools do not seem to want to work with family peer support specialists. School 
personnel sometimes are not aware of what the rights of parents are. They are 
sometimes overwhelmed and could benefit from training in this area.  

• There needs to be training directed at operational level staff who work as child and 
family service case workers about the perspectives of families in the system, and how 
family peer support specialists can help them. Training needs to be ongoing because 
there is a high turnover rate among the State’s case workers. Such training needs to be 
institutionalized so there is regular cooperation and feedback between peer support 
specialists and case workers so there is a true family centered system of care. 

 
 
Trauma Informed Care.  
 
Adult peer support specialists were generally excited by the direction the State was going with 
training on trauma informed care. Peer Support Specialists believe they are well equipped to 
address trauma since a day of IPS is devoted to trauma and they receive other trauma training. 
There should be more training on vicarious trauma and compassion fatigue. Some thought 
trauma training should be specific to the role of the peer support specialist. Peer support 
specialists need to take care of themselves. There should be annual training on this and 
employers need to know about this so they understand when peer support specialists need 
time off. There should also be trauma training for service providers so they know the impact on 
consumers. “Living Life Out Loud” is an excellent pilot program and needs to be expanded 
across the State. 

Family peer support specialists thought additional training on trauma would be useful, 
particularly on how not to trigger trauma and what to do to de-escalate it. They also thought it 
would be good to have additional training on trauma screening tools and how to use them to 
help people with trauma. 
 
Some family peer support specialists thought in general,the child and family service workforce, 
including even peer support workers, are not adequately equipped to serve those with trauma. 
Family members can become easily frustrated by the complexity of the system, which 
aggravates the situation. This can actually exacerbate the trauma individuals have already 
experienced. 
 
Family peer specialists indicated that almost every family in the child behavioral health system 
has experienced trauma to some extent. More training in trauma would be helpful. The trauma 
conference that was conducted in Lincoln was excellent, particularly because there was an 
emphasis on the fact that obtaining success is possible for those who have experienced 
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tremendous amounts of trauma. What was also critically important about the training was that 
it included a segment on the experiences of families navigating the system and interacting with 
professionals, and what those experiences were like from the families’ perspectives.   
Peer support specialists are the first to be contacted by the families. They help orient families 
to work successfully in the system. Families tend to have experienced so much trauma, that 
they can create a lot of problems in “the system”. They come in yelling and screaming because 
they have no where else to go. They are desperate, angry and confused. Peer support works to 
develop safety plans with families, develop their strengths, provide emotional and 
informational support, and help them navigate the bureaucracy of child and family services. 
 
 

Summary and Conclusions 
 

Results of the survey and focus groups provided useful information and reflect the perceptions 
of consumers. The two trauma scales (Posttraumatic Growth Inventory and the PTSD Symptom 
Checklist) appear to be valid scales that can be used to identify trauma needs and have the 
potential for monitoring progress while individuals participate in peer support services. The 
item added to the PTSD checklist regarding use of alcohol or drugs does not have the 
psychometric properties to be a useful item in assessment or program evaluation. The 
Consumer Satisfaction Survey would appear to have marginal utility as an ongoing evaluation 
tool for peer support. Most items and subscales did not have psychometric properties to 
provide useful evaluation data. The “Participation in Service Planning” and “Social 
Connectedness” subscales would appear to offer some small degree of utility. 
 
Key findings from the survey about peer support practices include the following: 

• Adult and family peer support specialists who took the survey serve primarily 
populations with mental health challenges or co-occurring disorders, rather than 
substance abuse disorders. 

• Most peer support specialists have five years or less experience. 
• A variety of terms are used to describe adult and family peer support, potentially 

causing confusion about what services may be considered peer support. Given that 
individuals in focus groups emphasized the need for a strong marketing effort, 
consistent terms for adult and family peer support specialists may be called for. 

• There was a difference in the types of agencies adult and family peer support specialists 
work for. Adult peer support specialists work for a variety of agencies including mental 
health centers, provider agencies, behavioral health regions and consumer 
organizations; family peer support specialists predominantly work for family 
organizations. 

• Both family and adult peer support specialists thought the variety of training they 
received had been valuable and believed they would benefit from additional training in 
the core competencies for each group 

 
Key findings from the focus groups include the following: 
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• Generally adult and family peer support specialists feel supported in what they do and 
recognized the tremendous growth and improvements in Nebraska peer support 
services.  

• Consumers made many recommendations for improvement to peer support including 
the following: 

o It would be beneficial to enhance the Facilitator Circle for adult peer support 
o Stronger program evaluation would improve peer support services 
o More resources are needed to expand peer support throughout the state 
o Additional resource could also enhance access to services (e.g., transportation) 

and expand the hours of peer support operation to evenings and weekends 
o Greater coordination and communication among adult peer support specialists 

would be beneficial. 
o Greater coordination and communication between peer support specialists and 

other types of service providers would be ideal.  
o A comprehensive marketing plan would help inform the public, system partners 

including referral sources, and potential consumers about the value of peer 
support services. 

o Focus group results support results from the survey that peer support specialists 
see the need for additional training in core competency and a variety of other 
areas. A comprehensive training plan with meaningful input from peer support 
specialists would be a significant advance. A variety of training mechanisms 
should be implemented including state and regional conferences with a focus on 
networking and lessons learned sharing, archived webinars and on-line training 
that can be accessed at the convenience of peer support specialists, a library of 
resources that can be accessed through the internet, and trainings that bring 
together peer support specialists and other behavioral health professionals to 
learn from each other. 

o Increased training and tools related to trauma informed care is essential to 
continue the momentum of the Transformation Transfer Initiative (TTI).  
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 The consumer survey data collection is funded under the 
State Mental Health Data Infrastructure Grants for Quality 
Improvement (State DIG). 
 

 Contract with University of Nebraska Medical Center for 
administration of survey. 
 

 The data are specifically collected in order to complete 
tables for the Uniform Reporting System (URS) Data on the 
Public Mental Health System.  

2 



 Adult survey (62 questions) including: 

 Mental Health Statistics Improvement Program (MHSIP) 
Consumer Satisfaction Survey  

 questions on improved functioning and social connectedness  

 Behavioral Risk Factor Surveillance System (BRFSS) questions 

 new questions added by DBH in 2013 

 

 Youth survey (49 questions) including: 

 MHSIP Youth Services Survey (YSS) 

 MHSIP Youth Services Survey for Families (YSS-F) 

 Behavioral Risk Factor Surveillance System (BRFSS) questions 
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 # of adult survey contacts made: 3,861 

 # of adult surveys completed: 1,658 

 
Location: n  Representation 

Response 
Rate 

   Region 1 146 8.8% 43.5% 
   Region 2 200 12.1% 43.9% 
   Region 3 242 14.6% 42.3% 
   Region 4 290 17.5% 46.6% 
   Region 5 409 24.7% 46.7% 
   Region 6 371 22.4% 37.1% 
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Age 
 Consumer 

Survey 
Census 

   18-24 years  14% 13% 

   25-44 years  42% 34% 

   45-64 years  41% 35% 

   65+ years 3% 18% 

Gender 
 Consumer 

Survey 
Census 

   Male 43% 49% 

   Female 57% 51% 
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Race 
 Consumer 

Survey 
Census 

   White 84% 86% 

   Non-White 16% 14% 

Ethnicity 
 Consumer 

Survey 
Census 

   Hispanic 7% 9% 

   Non-Hispanic 93% 91% 
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NOTE: The % of positive (Strongly Agree/Agree) responses remains fairly constant from 2010 to 2013 for most domains. 
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NOTE: Most of the high % positive responses come from the Quality and Appropriateness (Q&A) domain. 
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Staff encouraged me to take responsibility for how I live
my life. (Q&A)

Staff were sensitive to my cultural background. (Q&A)

I like the services I received here. (Satisfaction)

I felt comfortable asking questions about my treatment
and medication. (Participation)

Services were available at times that were good for me.
(Access)

Staff respected my wishes about who is and who is not
to be given information about my treatment. (Q&A)

I was given information about my rights. (Q&A)

Staff treated me with respect and dignity.
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NOTE: Most of the questions with low % positive come from the Outcomes domain.  
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I am an active member of my community. (New)

My financial situation has stabilized or improved.
(New)

I have friends in my neighborhood. (New)

I feel I belong in my community. (Social
Connectedness)

My legal situation has stabilized or improved.

My housing situation has improved. (Outcome)

My symptoms are not bothering me as much.
(Outcome/Functioning)

I do better in social situations. (Outcome)

(New) 



  2010 2011 2012 2013 
4-year 
AVG 

My housing situation has improved. 71% 69% 70% 66% 69% 

My symptoms are not bothering me as 
much. 

74% 73% 71% 67% 71% 

I do better in social situations. 75% 74% 71% 68% 72% 

I do better in school and/or work. 75% 74% 70% 69% 72% 

I feel I belong in my community. 77% 77% 69% 64% 72% 
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Access All 
Services 
Necessary 

Sensitive 
to Trauma 

Improve 
Symptoms 

Improve 
QOL 

Belong in 
Community 

Goal 85% 85% 85% 85% 85% 75% 

State 
Avg 

82.3% 81.0% 83.9% 67.0% 80.0% 63.5% 
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NOTE: Consumers who received SA services respond significantly more positive to Outcomes, Functioning, and Social 

Connectedness questions than MH consumers.  

*0.05 significant level. 

**0.01 significant level. 

83% 85% 

68%** 

78% 

85% 

69%** 
66%** 

81% 

90% 

78%** 
83% 

86% 

80%** 80%** 
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20%

40%

60%

80%

100%

Access Quality and
Appropriateness

Outcomes Participation in
Tx Planning

General
Satisfaction

Functioning Social
Connectedness

MH (n=1326) SA (n=332)



 
 

16 

NOTE: Consumers who stay 1 year and more respond significantly more positive to Outcome and General Satisfaction. 

*0.05 significant level. 

**0.01 significant level. 

  

80% 
85% 

67%* 

76% 
82%** 

71% 70% 

84% 
87% 

71%* 

81% 

87%** 

71% 
68% 
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40%

60%

80%

100%
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Appropriateness

Outcomes Participation in
Tx Planning

General
Satisfaction

Functioning Social
Connectedness

Less than a year (n=640) 1 year or more (n=977)
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NOTE: Consumers receiving services in Nonmetro areas respond significantly more positive to Outcome and Functioning 

domains. Metro include: Omaha, Lincoln, and Grand Island. 

*0.05 significant level. 

**0.01 significant level. 
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100%

Access Quality and
Appropriateness

Outcomes Participation in
Tx Planning

General
Satisfaction

Functioning Social
Connectedness

Metro (n=678) Non-Metro (n=980)
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NOTE: Male consumers respond significantly more positive to Social Connectedness and Functioning questions than 

female consumers. 

*0.05 significant level.  

**0.01 significant level. 

 

82% 
87% 

72% 

79% 
84% 

74%* 72%** 

83% 
86% 

68% 

79% 

86% 

69%* 
66%** 

0%

20%

40%

60%

80%

100%

Access Quality and
Appropriateness

Outcomes Participation in
Tx Planning

General
Satisfaction

Functioning Social
Connectedness

Male (n=711) Female (n=947)
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NOTE: No significant difference was found between White, non-Hispanic consumers and non-white, Hispanic 

consumers. 

*0.05 significant level.  

82% 
87% 

70% 

79% 

86% 

72% 70% 
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69% 

79% 
82% 

69% 
66% 
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40%
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80%

100%
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Tx Planning

General
Satisfaction

Functioning Social
Connectedness

White, non-Hispanic (n=1332) non-White, Hispanic (n=311)
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NOTE: Consumers 45-64 reported lower positivity for Functioning, Outcomes, and Social Connectedness. Consumer 

65+ reported lower positivity for Participation.  

84% 86% 

69% 

77% 
81% 75% 73% 81% 

86% 
73% 

81% 84% 

74% 73% 
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87% 
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67% 63% 
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79% 

67% 
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71% 69% 
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80%

100%

Access Quality and
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Outcomes Participation in
Tx Planning

General
Satisfaction

Functioning Social
Connectedness

18-24 years (n=235) 25-44 years (n=695) 45-64 years (n=674) 65+ years (n=54)



21 



1. The services you received at ___ has improved your quality 
of life. 

2. Staff treated me with respect and dignity. 

3. My treatment (or service) goals were based on my strength 
and needs.  

4. The program was sensitive to any experienced or witnessed 
trauma in my life.* 

5. I felt safe to open up about abuse or trauma in this 
program.* 

6. My financial situation has stabilized or improved.* 

7. My legal situation has stabilized or improved.* 

8. I have friends in my neighborhood.* 

9. I am an active member of my community.* 
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80.0% 

92.2% 

87.2% 

83.9% 

82.7% 

0% 20% 40% 60% 80% 100%

—The services has improved your quality of
life.

Staff treated me with respect and dignity.

My treatment goals were based on my
strength and needs.

The program was sensitive to any
experienced or witnessed trauma in my life.

I felt safe to open up about abuse or trauma
in this program.

NOTE: No significant difference has been found between MH and SA consumers.  



24 

 

53.8%* 

60.7%** 59.2%* 

41.4%** 

61.9%* 

72.5%** 
66.5%* 

56.3%** 

0%

20%

40%

60%

80%

100%

—My financial situation has
stabilized or improved.

—My legal situation has
stabilized or improved.

—I have friends in my
neighborhood.

—I am an active member of
my community.

MH SA

NOTE: Consumers who received SA services respond significantly more positive to the above questions than MH consumers.  

*0.05 significant level. 

**0.01 significant level. 
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 # of youth survey contacts were made: 695 

 # of youth surveys were completed: 313 
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Location: n  Representation 
Response 

Rate 
   Region 1 35 11.2% 62.5% 

   Region 2 19 6.1% 39.6% 

   Region 3 77 24.6% 47.5% 

   Region 4 30 9.6% 35.3% 

   Region 5 83 26.5% 44.4% 

   Region 6 69 22.0% 43.9% 
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Age 
 Consumer 

Survey 
Census 

   0-5 years  3% 34% 

   6-9 years  14% 22% 

   10-14 years  44% 27% 

   15-17 years 39% 16% 

Gender 
 Consumer 

Survey 
Census 

   Boy 62% 51% 

   Girl 38% 49% 



29 29 29 

Race 
 Consumer 

Survey 
Census 

   White 87% 86% 

   Non-White 13% 14% 

Ethnicity 
 Consumer 

Survey 
Census 

   Hispanic 14% 15% 

   Non-Hispanic 86% 85% 
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NOTE: The % of positive responses slightly increased from 2012 to 2013 for most of the domains, except for Access, 

and General Satisfaction.  
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NOTE: Most of the high % positive responses come from Cultural Sensitivity domain. 

90% 

91% 

91% 

92% 

92% 

94% 

94% 

97% 

0% 20% 40% 60% 80% 100%

Services were available at times that were
convenient for us. (Access)

I helped to choose my child’s treatment goals. 
(Family Involvement) 

I have people with whom I can do enjoyable things.
(Social Connectedness)

Staff were sensitive to my cultural/ethnic
background. (Cultural Sensitivity)

Staff respected my family’s religious/spiritual beliefs. 
(Cultural Sensitivity) 

Staff treated me with respect and dignity. (Cultural
Sensitivity)

I participated in my child’s treatment. (Family 
Involvement) 

Staff spoke with me in a way that I understood.
(Cultural Sensitivity)
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NOTE: Most of the questions with low % positive responses come from Functioning and Outcomes domain.  

67% 

68% 

70% 

70% 

71% 

71% 

71% 

73% 

0% 20% 40% 60% 80% 100%

My child is better able to cope when things go
wrong. (Outcome/Functioning)

My child is doing better in school and/or work.
(Outcome/Functioning)

My family got as much help as we needed for my
child. (Satisfaction)

My child is better able to do the things he/she wants
to do. (Functioning)

My child gets along better with family members.
(Outcome/Functioning)

My child is better at handling daily life.
(Outcome/Functioning)

My child gets along better with friends and other
people. (Outcome/Functioning)

I am satisfied with our family life right now.
(Outcome)
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Thank you! 

Questions? 
 

Comments?  
Feedback?  

35 

Heather Wood, M.S. 
Quality Improvement and Data 
Performance Administrator 
Heather.Wood@nebraska.gov 
402-417-1423 

mailto:Heather.Wood@nebraska.gov
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