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Introduction:

The CMHS Block Grant application format provides the means for States to comply with the
reporting provisions of the Public Health Service Act (42 USC 300x-21-64), as implemented by the
Interim Final Rule and the Tobacco Regulation for the SAPT Block Grant ( 45 CFR Part 96, parts XI
and IV, respectively).

Public reporting burden for this collection of information is estimated to average 563 hours per
response for sections I-III, 50 hours per response for Section IV-A and 42 hours per response for
Section IV-B, including the time for reviewing instructions, searching existing data sources, gathering
and maintaining the data needed, and completing and reviewing the collection of information. Send
comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden to SAMHSA Reports Clearance Officer; Paperwork
Reduction Project (0930-0080); Room 16-105, Parklawn Building; 5600 Fishers Lane, Rockville, MD
20857.

An agency may not conduct or sponsor, and a person is not required to respond to, a collection of
information unless it displays a currently valid OMB control number. The OMB control number for this
project is 0930-0168.
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FACE SHEET
FISCAL YEAR/S COVERED BY THE PLAN

  X  FY2011    

STATE NAME: Nebraska
DUNS #: 808819957

I.  AGENCY TO RECEIVE GRANT
AGENCY: Nebraska Department of Health and Human Services
ORGANIZATIONAL UNIT: Division of Behavioral Health Services
STREET ADDRESS: P.O. Box 95026

CITY: Lincoln STATE: NE ZIP: 68509-
5026

TELEPHONE: 402-471-7824 FAX: 402-471-7859  

II.  OFFICIAL IDENTIFIED BY GOVERNOR AS RESPONSIBLE FOR
      ADMINISTRATION OF THE GRANT
NAME: Scot Adams, Ph.D.   TITLE: Director
AGENCY: Nebraska Department of Health and Human Services
ORGANIZATIONAL UNIT: Division of Behavioral Health
STREET ADDRESS: P.O. Box 95026
CITY: Lincoln STATE: NE ZIP CODE: 68509-5026
TELEPHONE: (402)471-8553 FAX: (402)471-9449  

III.  STATE FISCAL YEAR
FROM: 07/01/2010 TO: 06/30/2011  

IV.  PERSON TO CONTACT WITH QUESTIONS REGARDING THE APPLICATION
NAME: James S. Harvey, LCSW   TITLE: Federal Resources Manager
AGENCY: Nebraska Department of Health and Human Services
ORGANIZATIONAL UNIT: Division of Behavioral Health
STREET ADDRESS: P.O. Box 95026
CITY: Lincoln STATE: NE ZIP: 68509-5026
TELEPHONE: 402-471-7824FAX: 402-471-7859EMAIL: jim.harvey@nebraska.gov
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Please respond by writing an Executive Summary of your current
year's application.
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Executive Summary (August 17, 2010) 
 
The Division of Behavioral Health acts as the behavioral health authority for the State of 
Nebraska and directs the administration and coordination of the public behavioral health 
system.  
 
The Division operates three Regional Center hospitals. The end-of-year census on June 
30, 1955 for the Regional Center inpatient units total was 4,746. Today the Lincoln 
Regional Center (LRC) has 244 beds used to provide treatment to those who are ordered 
by the court, sex offenders and general psychiatric services for those committed by a 
Board of Mental Health, who cannot be served in a community setting. The Norfolk 
Regional Center (NRC) has 120 beds to provide treatment to sex offenders. The Hastings 
Regional Center (HRC) provides chemical dependency/addiction treatment to male youth 
who have been paroled from the Youth Development Center in Kearney, NE. HRC does 
not provide psychiatric inpatient services. 
 
The Division of Behavioral Health Community Services contracts with the six Regional 
Behavioral Health Authorities who sub-contract with community-based programs to provide 
mental health and substance abuse services.   
 
There are a wide variety of issues being addressed in Nebraska.   

- Nebraska is one of the states experiencing budget shortfalls. 
- Division of Behavioral Health is working hard to complete a strategic plan for 

Nebraska’s behavioral health system.  A Joint Strategic Planning Committee was 
formed which includes members from the State Advisory Committee on Mental 
Health Services (Mental Health Planning Council).   

- The Division of Behavioral Health contracted with Boys Town to operate the 
children’s behavioral health Help Line and Family Navigator Services beginning on 
January 1, 2010. Utilization of the children’s behavioral help line may provide some 
additional indication of needs as evidenced by parents calling for assistance and the 
tracking of relevant data. To date over 1,000 callers have accessed this Nebraska 
Family Helpline. 

- Regional Center Discharge Follow-Up Services Project Report was completed.    
This study followed 1,225 adult consumers discharged from selected units of the 
Regional Centers between 1/1/2005-12/31/2008.  It reported under Nebraska 
Behavioral Health Reform (2004–2009) there were 316 Regional Center general 
psychiatric beds closed and approximately thirty million dollars transferred to 
community services.   

- Consumers of mental health services have an important role to inform and improve 
the mental health system.  Under the Transformation Transfer Initiative Grant (TTI), 
the Office of Consumer Affairs contracted with Focus on Recovery-United,Inc. 
(FOR-U), a peer-run organization located in the state of Connecticut to complete 
peer support training. 

- Nebraska is implementing the Youth Suicide Prevention Project grant from 
SAMHSA. 

- The Nebraska Jail Standards Board adopted the proposed Jail Screening Questions 
developed through Nebraska's Justice Mental Health Initiative. 

- The Nebraska Housing Developers Association announced they would serve as the 
Lead Agency for RentWise in Nebraska. 
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Attachment A.  COMMUNITY MENTAL HEALTH SERVICES BLOCK GRANT 

FUNDING AGREEMENTS 

 
 
FISCAL YEAR 2011 
 
I hereby certify that _________________________________________ agrees to comply with the 
following sections of Title V of the Public Health Service Act [42 U.S.C. 300x-1 et seq.] 
 
Section 1911: 

Subject to Section 1916, the State1 will expend the grant only for the purpose of: 
i. Carrying out the plan under Section 1912(a) [State Plan for Comprehensive 
   Community Mental Health Services] by the State for the fiscal year involved: 
ii. Evaluating programs and services carried out under the plan; and 
iii. Planning, administration, and educational activities related to providing services under the 
plan. 

 
Section 1912 

(c)(1)& (2) [As a funding agreement for a grant under Section 1911 of this title] The Secretary 
establishes and disseminates definitions for the terms “adults with a serious mental illness” and 
“children with a severe emotional disturbance” and the States will utilize such methods 
[standardized methods, established by the Secretary] in making estimates [of the incidence and 
prevalence in the State of serious mental illness among adults and serious emotional disturbance 
among children]. 

 
Section 1913: 

(a)(1)(C) In the case for a grant for fiscal year 2011, the State will expend for such system [of 
integrated services described in section 1912(b)(3)] not less than an amount equal to the amount 
expended by the State for the fiscal year 1994. 

 
[A system of integrated social services, educational services, juvenile services and substance 
abuse services that, together with health and mental health services, will be provided in order for 
such children to receive care appropriate for their multiple needs (which includes services 
provided under the Individuals with Disabilities Education Act)]. 

 
(b)(1) The State will provide services under the plan only through appropriate, qualified 
community programs (which may include community mental health centers, child mental-health 
programs, psychosocial rehabilitation programs, mental health peer-support programs, and 
mental-health primary consumer-directed programs). 
 
(b)(2) The State agrees that services under the plan will be provided through community mental 
health centers only if the centers meet the criteria specified in subsection (c). 

 
(C)(1) With respect to mental health services, the centers provide services as follows: 

 

                                                
21. The term State shall hereafter be understood to include Territories. 

Nebraska
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(A) Services principally to individuals residing in a defined geographic area 
(referred to as a “service area”) 
(B) Outpatient services, including specialized outpatient services for children, the 
elderly, individuals with a serious mental illness, and residents of the service 
areas of the centers who have been discharged from inpatient treatment at a 
mental health facility. 
(C) 24-hour-a-day emergency care services. 
(D) Day treatment or other partial hospitalization services, or psychosocial 
rehabilitation services. 
(E) Screening for patients being considered for admissions to State mental health 
facilities to determine the appropriateness of such admission. 

 
(2) The mental health services of the centers are provided, within the limits of the 
capacities of the centers, to any individual residing or employed in the service area of the 
center regardless of ability to pay for such services. 

 
(3) The mental health services of the centers are available and accessible promptly, as 
appropriate and in a manner which preserves human dignity and assures continuity and 
high quality care. 

 
Section 1914: 

The State will establish and maintain a State mental health planning council in accordance with 
the conditions described in this section. 
(b) The duties of the Council are: 

(1) to review plans provided to the Council pursuant to section 1915(a) by the State 
involved and to submit to the State any recommendations of the Council for 
modifications to the plans; 
(2) to serve as an advocate for adults with a serious mental illness, children with a severe 
emotional disturbance, and other individuals with mental illness or emotional problems; 
and 
(3) to monitor, review, and evaluate, not less than once each year, the allocation and 
adequacy of mental health services within the State. 

 
(c)(1) A condition under subsection (a) for a Council is that the Council is to be composed of 
residents of the State, including representatives of: 

 
(A) the principle State agencies with respect to: 

(i) mental health, education, vocational rehabilitation, criminal justice, housing, 
and social services; and 
(ii) the development of the plan submitted pursuant to Title XIX of the Social 
Security Act; 

(B) public and private entities concerned with the need, planning, operation, funding, and 
use of mental health services and related support services; 
(C) adults with serious mental illnesses who are receiving (or have received) mental 
health services; and 
(D) the families of such adults or families of children with emotional disturbance. 
 

(2) A condition under subsection (a) for a Council is that: 
(A) with respect to the membership of the Council, the ratio of parents of children with a 
serious emotional disturbance to other members of the Council is sufficient to provide 
adequate representation of such children in the deliberations of the Council; and 
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(B) not less than 50 percent of the members of the Council are individuals who are not 
State employees or providers of mental health services. 

 
Section 1915: 

(a)(1) State will make available to the State mental health planning council for its review under 
section 1914 the State plan submitted under section 1912(a) with respect to the grant and the 
report of the State under section 1942(a) concerning the preceding fiscal year. 
 (2) The State will submit to the Secretary any recommendations received by the State from the 
Council for modifications to the State plan submitted under section 1912(a) (without regard to 
whether the State has made the recommended modifications) and comments on the State plan 
implementation report on the preceding fiscal year under section 1942(a). 

 
(b)(1) The State will maintain State expenditures for community mental health services at a level 
that is not less than the average level of such expenditures maintained by the State for the 2-year 
period preceding the fiscal year for which the State is applying for the grant. 

 
Section 1916: 

(a) The State agrees that it will not expend the grant: 
(1) to provide inpatient services; 
(2) to make cash payments to intended recipients of health services; 
(3) to purchase or improve land, purchase, construct, or permanently improve (other than 
minor remodeling) any building or other facility, or purchase major medical equipment; 
(4) to satisfy any requirement for the expenditure of non-Federal funds as a condition of 
the receipt of Federal funds; or 
(5) to provide financial assistance to any entity other than a public or nonprofit entity. 
(b) The State agrees to expend not more than 5 percent of the grant for administrative 
expenses with respect to the grant. 

 
 
Section 1941: 

The State will make the plan required in section 1912 as well as the State plan implementation 
report for the preceding fiscal year required under Section 1942(a) public within the State in such 
manner as to facilitate comment from any person (including any Federal or other public agency) 
during the development of the plan (including any revisions) and after the submission of the plan 
to the Secretary. 

 
 
Section 1942: 

(a) The State agrees that it will submit to the Secretary a report in such form and containing such 
information as the Secretary determines (after consultation with the States) to be necessary for 
securing a record and description of: 
 

(1) the purposes for which the grant received by the State for the preceding fiscal year 
under the program involved were expended and a description of the activities of the State 
under the program; and 
(2) the recipients of amounts provided in the grant. 

  
(b) The State will, with respect to the grant, comply with Chapter 75 of Title 31, United Stated 

Code. [Audit Provision] 
(c) The State will: 
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(1) make copies of the reports and audits described in this section available for public 
inspection within the State; and 
(2) provide copies of the report under subsection (a), upon request, to any interested 
person (including any public agency). 

 
 
 
Section 1943: 
 

(a) The State will: 
(1)(A) for the fiscal year for which the grant involved is provided, provide for 
independent peer review to assess the quality, appropriateness, and efficacy of treatment 
services provided in the State to individuals under the program involved; and 
 (B) ensure that, in the conduct of such peer review, not fewer than 5 percent of the 
entities providing services in the State under such program are reviewed (which 5 percent 
is representative of the total population of such entities); 
(2) permit and cooperate with Federal investigations undertaken in accordance with 
section 1945 [Failure to Comply with Agreements]; and 
(3) provide to the Secretary any data required by the Secretary pursuant to section 505 
and will cooperate with the Secretary in the development of uniform criteria for the 
collection of data pursuant to such section 

 
(b) The State has in effect a system to protect from inappropriate disclosure patient records 
maintained by the State in connection with an activity funded under the program involved or by 
any entity, which is receiving amounts from the grant. 
 

 
 
 
 
 
 
____________________________________________ ___________________ 
Governor       Date 
XXXXXXX
Scot Adams, Director, Division of Behavioral Health
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1. CERTIFICATION REGARDING DEBARMENT
AND SUSPENSION

The undersigned (authorized official signing for the
applicant organization) certifies to the best of his or
her knowledge and belief, that the applicant, defined
as the primary participant in accordance with 45 CFR
Part 76, and its principals:

(a) are not presently debarred, suspended, proposed
for debarment, declared ineligible, or voluntarily
excluded from covered transactions by any
Federal Department or agency;

(b) have not within a 3-year period preceding this
proposal been convicted of or had a civil
judgment rendered against them for commission
of fraud or a criminal offense in connection with
obtaining, attempting to obtain, or performing a
public (Federal, State, or local) transaction or
contract under a public transaction; violation of
Federal or State antitrust statutes or commission
of embezzlement, theft, forgery, bribery,
falsification or destruction of records, making
false statements, or receiving stolen property;

(c) are not presently indicted or otherwise
criminally or civilly charged by a governmental
entity (Federal, State, or local) with com-
mission of any of the offenses enumerated in
paragraph (b) of this certification; and

(d) have not within a 3-year period preceding this
application/proposal had one or more public
transactions (Federal, State, or local) terminated
for cause or default.

Should the applicant not be able to provide this
certification, an explanation as to why should be
placed after the assurances page in the application
package.

The applicant agrees by submitting this proposal that
it will include, without modification, the clause titled
"Certification Regarding Debarment, Suspension, In
eligibility, and Voluntary Exclusion--Lower Tier
Covered Transactions" in all lower tier covered
transactions (i.e., transactions with sub- grantees
and/or contractors) and in all solicitations for lower
tier covered transactions in accordance with 45 CFR
Part 76.

CERTIFICATIONS

Page 17

OMB Approval No. 0920-0428

2. CERTIFICATION REGARDING DRUG-FREE
WORKPLACE REQUIREMENTS

The undersigned (authorized official signing for the
applicant organization) certifies that the applicant
will, or will continue to, provide a drug-free work-
place in accordance with 45 CFR Part 76 by:

(a) Publishing a statement notifying employees that
the unlawful manufacture, distribution, dis-
pensing, possession or use of a controlled
substance is prohibited in the grantee’s work-
place and specifying the actions that will be
taken against employees for violation of such
prohibition;

(b) Establishing an ongoing drug-free awareness
program to inform employees about--
(1) The dangers of drug abuse in the

workplace;
(2) The grantee’s policy of maintaining a

drug-free workplace;
(3) Any available drug counseling, rehabil-

itation, and employee assistance programs;
and

(4) The penalties that may be imposed upon
employees for drug abuse violations
occurring in the workplace;

(c) Making it a requirement that each employee to
be engaged in the performance of the grant be
given a copy of the statement required by
paragraph (a) above;

(d) Notifying the employee in the statement re-
quired by paragraph (a), above, that, as a
condition of employment under the grant, the
employee will--
(1) Abide by the terms of the statement; and
(2) Notify the employer in writing of his or her

conviction for a violation of a criminal drug
statute occurring in the workplace no later
than five calendar days after such
conviction;

(e) Notifying the agency in writing within ten
calendar days after receiving notice under
paragraph (d)(2) from an employee or otherwise
receiving actual notice of such conviction.
Employers of convicted employees must provide
notice, including position title, to every grant
officer or other designee on whose grant activity
the convicted employee was working, unless
the Federal agency has designated a central

PHS-5161-1 (7/00)
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signed, to any person for influencing or attempting
to influence an officer or employee of any agency, a
Member of Congress, an officer or employee of
Congress, or an employee of a Member of Congress
in connection with the awarding of any Federal
contract, the making of any Federal grant, the
making of any Federal loan, the entering into of any
cooperative agreement, and the extension,
continuation, renewal, amendment, or modification
of any Federal contract, grant, loan, or cooperative
agreement.

(2) If any funds other than Federally appropriated funds
have been paid or will be paid to any person for
influencing or attempting to influence an officer or
employee of any agency, a Member of Congress, an
officer or employee of Congress, or an employee of
a Member of Congress in connection with this
Federal contract, grant, loan, or cooperative
agreement, the undersigned shall complete and
submit Standard Form-LLL, "Disclosure of
Lobbying Activities," in accordance with its
instructions. (If needed, Standard Form-LLL,
"Disclosure of Lobbying Activities," its
instructions, and continuation sheet are included at
the end of this application form.)

(3) The undersigned shall require that the language of
this certification be included in the award doc-
uments for all subawards at all tiers (including
subcontracts, subgrants, and contracts under grants,
loans and cooperative agreements) and that all
subrecipients shall certify and disclose accordingly.

This certification is a material representation of fact
upon which reliance was placed when this transaction
was made or entered into. Submission of this
certification is a prerequisite for making or entering into
this transaction imposed by Section 1352, U.S. Code.
Any person who fails to file the required certification
shall be subject to a civil penalty of not less than
$10,000 and not more than $100,000 for each such
failure.

4. CERTIFICATION REGARDING PROGRAM
FRAUD CIVIL REMEDIES ACT (PFCRA)

The undersigned (authorized official signing for the
applicant organization) certifies that the statements
herein are true, complete, and accurate to the best of
his or her knowledge, and that he or she is aware
that any false, fictitious, or fraudulent statements or
claims may subject him or her to criminal, civil, or
administrative penalties. The undersigned agrees
that the applicant organization will comply with the
Public Health Service terms and conditions of
award if a grant is awarded as a result of this
application.

PHS-5161-1 (7/00)Page 18

point for the receipt of such notices. Notice shall
include the identification number(s) of each
affected grant;

(f) Taking one of the following actions, within 30
calendar days of receiving notice under
paragraph (d) (2), with respect to any employee
who is so convicted--
(1) Taking appropriate personnel action against

such an employee, up to and including
termination, consistent with the
requirements of the Rehabilitation Act of
1973, as amended; or

(2) Requiring such employee to participate
satisfactorily in a drug abuse assistance or
rehabilitation program approved for such
purposes by a Federal, State, or local health,
law enforcement, or other appropriate
agency;

(g) Making a good faith effort to continue to
maintain a drug-free workplace through imple-
mentation of paragraphs (a), (b), (c), (d), (e),
and (f).

For purposes of paragraph (e) regarding agency
notification of criminal drug convictions, the DHHS has
designated the following central point for receipt of
such notices:

3. CERTIFICATION REGARDING LOBBYING

Title 31, United States Code, Section 1352, entitled
"Limitation on use of appropriated funds to in-
fluence certain Federal contracting and financial
transactions," generally prohibits recipients of
Federal grants and cooperative agreements from
using Federal (appropriated) funds for lobbying the
Executive or Legislative Branches of the Federal
Government in connection with a SPECIFIC grant or
cooperative agreement. Section 1352 also requires
that each person who requests or receives a Federal
grant or cooperative agreement must disclose
lobbying undertaken with non-Federal (non-
appropriated) funds. These requirements apply to
grants and cooperative agreements EXCEEDING
$100,000 in total costs (45 CFR Part 93).

The undersigned (authorized official signing for the
applicant organization) certifies, to the best of his or
her knowledge and belief, that:

(1) No Federal appropriated funds have been paid
or will be paid, by or on behalf of the under-

Office of Grants and Acquisition  Management
Office of Grants Management
Office of the Assistant Secretary for Management and
   Budget
Department of Health and Human Services
200 Independence Avenue, S.W., Room 517-D
Washington, D.C. 20201
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Failure to comply with the provisions of the law
may result in the imposition of a civil monetary
penalty of up to $1,000 for each violation and/or the
imposition of an administrative compliance order on
the responsible entity.

By signing the certification, the undersigned
certifies that the applicant organization will comply
with the requirements of the Act and will not allow
smoking within any portion of any indoor facility
used for the provision of services for children as
defined by the Act.

The applicant organization agrees that it will require
that the language of this certification be included in
any subawards which contain provisions for
children’s services and that all subrecipients shall
certify accordingly.

The Public Health Services strongly encourages all
grant recipients to provide a smoke-free workplace
and promote the non-use of tobacco products. This
is consistent with the PHS mission to protect and
advance the physical an mental health of the
American people.

5. CERTIFICATION REGARDING
ENVIRONMENTAL TOBACCO SMOKE

Public Law 103-227, also known as the Pro-Children
Act of 1994 (Act), requires that smoking not be
permitted in any portion of any indoor facility owned
or leased or contracted for by an entity and used
routinely or regularly for the provision of health, day
care, early childhood development services,
education or library services to children under the
age of 18, if the services are funded by Federal
programs either directly or through State or local
governments, by Federal grant, contract, loan, or loan
guarantee. The law also applies to children’s
services that are provided in indoor facilities that are
constructed, operated, or maintained with such
Federal funds. The law does not apply to children’s
services provided in private residence, portions of
facilities used for inpatient drug or alcohol treatment,
service providers whose sole source of applicable
Federal funds is Medicare or Medicaid, or facilities
where WIC coupons are redeemed.

DATE SUBMITTED

SIGNATURE OF AUTHORIZED CERTIFYING OFFICIAL

APPLICANT ORGANIZATION

TITLE

PHS-5161-1 (7/00) Page 19

Director, Division of Behavioral Health

Nebraska Department of Health and Human Services
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Approved by OMB 
0348-0046 DISCLOSURE OF LOBBYING ACTIVITIES

Complete this form to disclose lobbying activities pursuant to 31 U.S.C. 1352 
(See reverse for public burden disclosure.) 

2. Status of Federal Action

a. bid/offer/application
b. initial award
c. post-award

3. Report Type:

a. initial filing
b. material change

For Material Change Only:
Year Quarter

date of last report

1. Type of Federal Action:

a. contract
b. grant
c. cooperative agreement
d. loan
e. loan guarantee
f. loan insurance

5. If Reporting Entity in No. 4 is Subawardee, Enter Name and
Address of Prime:

Congressional District, if known:

4. Name and Address of Reporting Entity:

Prime Subawardee

Tier , if known:

Congressional District , if known:
7. Federal Program Name/Description:

CFDA Number , if applicable:

 6. Federal Department/Agency: 

Authorized for Local Reproduction
Standard Form - LLL (Rev. 7-97)Federal Use Only:

Signature:

Print Name:

Title:

Telephone No.: Date:

11. Information requested through this form is authorized by
title 31 U.S.C. section 1352. This disclosure of lobbying
activities is a material representation of fact upon which
reliance was placed by the tier above when this transaction
was made or entered into. This disclosure is required
pursuant to 31 U.S.C. 1352. This information will be reported
to the Congress semi-annually and will be available for
public inspection. Any person who fails to file the required
disclosure shall be subject to a civil penalty of not less than
$10,000 and not more than $100,000 for each such failure.

9. Award Amount, if known:

$

8. Federal Action Number, if known:

b. Individuals Performing Services (including address if different
from No. 10a.)
(last name, first name, MI):

10. a. Name and Address of Lobbying Entity 
(if individual, last name, first name, MI):
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INSTRUCTIONS FOR COMPLETION OF SF-LLL, DISCLOSURE OF LOBBYING ACTIVITIES 

This disclosure form shall be completed by the reporting entity, whether subawardee or prime Federal recipient, at the
initiation or receipt of a covered Federal action, or a material change to a previous filing, pursuant to title 31 U.S.C. Section
1352. The filing of a form is required for each payment or agreement to make payment to any lobbying entity for
influencing or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee
of Congress, or an employee of a Member of Congress in connection with a covered Federal action. Use the SF-LLL-A
Continuation Sheet for additional information if the space on the form is inadequate. Complete all items that apply for both
the initial filing and material change report. Refer to the implementing guidance published by the Office of Management
and Budget for additional information. 

1. Identify the type of covered Federal action for which lobbying activity is and/or has been secured to influence the
outcome of a covered Federal action.

2. Identify the status of the covered Federal action.

3. Identify the appropriate classification of this report. If this is a follow-up report caused by a material change to the
information previously reported, enter the year and quarter in which the change occurred. Enter the date of the last
previously submitted report by this reporting entity for this covered Federal action.

4. Enter the full name, address, city, state and zip code of the reporting entity. Include Congressional District, if known.
Check the appropriate classification of the reporting entity that designates if it is, or expects to be, a prime or
subaward recipient. Identify the tier of the subawardee, e.g., the first subawardee of the prime is the 1st tier.
Subawards include but are not limited to subcontracts, subgrants and contract awards under grants.

5. If the organization filing the report in item 4 checks "subawardee", then enter the full name, address, city, state and
zip code of the prime Federal recipient. Include Congressional District, if known.

6. Enter the name of the Federal agency making the award or loan commitment. Include at least one organizational level
below agency name, if known. For example, Department of Transportation, United States Coast Guard.

7. Enter the Federal program name or description for the covered Federal action (item 1). If known, enter the full Catalog
of Federal Domestic Assistance (CFDA) number for grants, cooperative agreements, loans, and loan commitments.

8. Enter the most appropriate Federal identifying number available for the Federal action identified in item 1 [e.g.,
Request for Proposal (RFP) number; Invitation for Bid (IFB) number; grant announcement number; the contract,
grant, or loan award number; the application/proposal control number assigned by the Federal agency]. Include
prefixes, e.g., ‘‘RFP-DE-90-001.’’

9. For a covered Federal action where there has been an award or loan commitment by the Federal agency, enter the
Federal amount of the award/loan commitment for the prime entity identified in item 4 or 5.

10. (a) Enter the full name, address, city, state and zip code of the lobbying entity engaged by the reporting entity
identified in item 4 to influence the covered Federal action.

(b) Enter the full names of the individual(s) performing services, and include full address if different from 10(a). Enter
Last Name, First Name, and Middle Initial (MI).

11.Enter the amount of compensation paid or reasonably expected to be paid by the reporting entity (item 4) to the
lobbying entity (item 10). Indicate whether the payment has been made (actual) or will be made (planned). Check all
boxes that apply. If this is a material change report, enter the cumulative amount of payment made or planned to be
made.

According to the Paperwork Reduction Act, as amended, no persons are required to respond to a collection of information unless it displays a
valid OMB Control Number. The valid OMB control number for this information collection is OMB No.0348-0046. Public reporting burden for
this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing
data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments
regarding the burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden, to the
Office of Management and Budget, Paperwork Reduction Project (0348-0046), Washington, DC 20503.
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(e) the Drug Abuse Office and Treatment Act of
1972 (P.L. 92-255), as amended, relating to
nondiscrimination on the basis of drug abuse; (f) the
Comprehensive Alcohol Abuse and Alcoholism
Prevention, Treatment and Rehabilitation Act of
1970 (P.L. 91-616), as amended, relating to
nondiscrimination on the basis of alcohol abuse or
alcoholism; (g) §§523 and 527 of the Public Health
Service Act of 1912 (42 U.S.C. §§290 dd-3 and 290
ee-3), as amended, relating to confidentiality of
alcohol and drug abuse patient records; (h) Title VIII
of the Civil Rights Act of 1968 (42 U.S.C. §§3601
et seq.), as amended, relating to non- discrimination
in the sale, rental or financing of housing; (i) any
other nondiscrimination provisions in the specific
statute(s) under which application for Federal
assistance is being made; and (j) the requirements
of any other nondiscrimination statute(s) which may
apply to the application.

7. Will comply, or has already complied, with the
requirements of Title II and III of the Uniform
Relocation Assistance and Real Property Acqui-
sition Policies Act of 1970 (P.L. 91-646) which
provide for fair and equitable treatment of persons
displaced or whose property is acquired as a result
of Federal or federally assisted programs. These
requirements apply to all interests in real property
acquired for project purposes regardless of Federal
participation in purchases.

8. Will comply with the provisions of the Hatch Act (5
U.S.C. §§1501-1508 and 7324-7328) which limit the
political activities of employees whose principal
employment activities are funded in whole or in part
with Federal funds.

9. Will comply, as applicable, with the provisions of the
Davis-Bacon Act (40 U.S.C. §§276a to 276a-7), the
Copeland Act (40 U.S.C. §276c and 18 U.S.C.
§874), and the Contract Work Hours and Safety
Standards Act (40 U.S.C. §§327- 333), regarding
labor standards for federally assisted construction
subagreements.

Note: Certain of these assurances may not be applicable to your project or program. If you have questions,
please contact the awarding agency. Further, certain Federal awarding agencies may require applicants to
certify to additional assurances. If such is the case, you will be notified.

As the duly authorized representative of the applicant I certify that the applicant:

OMB Approval No. 0348-0040

Standard Form 424B  (Rev.7-97)
Prescribed by OMB Circular A-102

ASSURANCES - NON-CONSTRUCTION PROGRAMS

1. Has the legal authority to apply for Federal
assistance, and the institutional, managerial and
financial capability (including funds sufficient to pay
the non-Federal share of project costs) to ensure
proper planning, management and completion of
the project described in this application.

2. Will give the awarding agency, the Comptroller
General of the United States, and if appropriate, the
State, through any authorized representative,
access to and the right to examine all records,
books, papers, or documents related to the award;
and will establish a proper accounting system in
accordance with generally accepted accounting
standard or agency directives.

3. Will establish safeguards to prohibit employees from
using their positions for a purpose that constitutes
or presents the appearance of personal or
organizational conflict of interest, or personal gain.

4. Will initiate and complete the work within the
applicable time frame after receipt of approval of the
awarding agency.

5. Will comply with the Intergovernmental Personnel
Act of 1970 (42 U.S.C. §§4728-4763) relating to
prescribed standards for merit systems for
programs funded under one of the nineteen statutes
or regulations specified in Appendix A of OPM’s
Standard for a Merit System of Personnel
Administration (5 C.F.R. 900, Subpart F).

6. Will comply with all Federal statutes relating to
nondiscrimination. These include but are not limited
to: (a) Title VI of the Civil Rights Act of 1964 (P.L.
88-352) which prohibits discrimination on the basis
of race, color or national origin; (b) Title IX of the
Education Amendments of 1972, as amended (20
U.S.C. §§1681-1683, and 1685- 1686), which
prohibits discrimination on the basis of sex; (c)
Section 504 of the Rehabilitation Act of 1973, as
amended (29 U.S.C. §§794), which prohibits
discrimination on the basis of handicaps; (d) the
Age Discrimination Act of 1975, as amended (42
U.S.C. §§6101-6107), which prohibits discrimination
on the basis of age;

Public reporting burden for this collection of information is estimated to average 15 minutes per response, including time for
reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and
reviewing the collection of information. Send comments regarding the burden estimate or any other aspect of this collection of
information, including suggestions for reducing this burden, to the Office of Management and Budget, Paperwork Reduction
Project (0348-0040), Washington, DC 20503.

PLEASE DO NOT RETURN YOUR COMPLETED FORM TO THE OFFICE OF MANAGEMENT AND BUDGET. 
SEND IT TO THE ADDRESS PROVIDED BY THE SPONSORING AGENCY.
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13. Will assist the awarding agency in assuring
compliance with Section 106 of the National
Historic Preservation Act of 1966, as amended (16
U.S.C. §470), EO 11593 (identification and
protection of historic properties), and the
Archaeological and Historic Preservation Act of
1974 (16 U.S.C. §§ 469a-1 et seq.).

14. Will comply with P.L. 93-348 regarding the
protection of human subjects involved in research,
development, and related activities supported by
this award of assistance.

15. Will comply with the Laboratory Animal Welfare
Act of 1966 (P.L. 89-544, as amended, 7
U.S.C. §§2131 et seq.) pertaining to the care,
handling, and treatment of warm blooded animals
held for research, teaching, or other activities
supported by this award of assistance.

16. Will comply with the Lead-Based Paint Poisoning
Prevention Act (42 U.S.C. §§4801 et seq.) which
prohibits the use of lead based paint in con-
struction or rehabilitation of residence structures.

17. Will cause to be performed the required financial
and compliance audits in accordance with the
Single Audit Act of 1984.

18. Will comply with all applicable requirements of all
other Federal laws, executive orders, re- gulations
and policies governing this program.

SF-424B  (Rev. 7-97) Back

10. Will comply, if applicable, with flood insurance
purchase requirements of Section 102(a) of the
Flood Disaster Protection Act of 1973 (P.L.
93-234) which requires recipients in a special flood
hazard area to participate in the program and to
purchase flood insurance if the total cost of
insurable construction and acquisition is $10,000
or more.

11. Will comply with environmental standards which
may be prescribed pursuant to the following: (a)
institution of environmental quality control
measures under the National Environmental Policy
Act of 1969 (P.L. 91-190) and Executive Order
(EO) 11514; (b) notification of violating facilities
pursuant to EO 11738; (c) protection of wetland
pursuant to EO 11990; (d) evaluation of flood
hazards in floodplains in accordance with EO
11988; (e) assurance of project consistency with
the approved State management program
developed under the Costal Zone Management
Act of 1972 (16 U.S.C. §§1451 et seq.); (f)
conformity of Federal actions to State (Clear Air)
Implementation Plans under Section 176(c) of the
Clear Air Act of 1955, as amended (42 U.S.C.
§§7401 et seq.); (g) protection of underground
sources of drinking water under the Safe Drinking
Water Act of 1974, as amended, (P.L. 93-523);
and (h) protection of endangered species under
the Endangered Species Act of 1973, as
amended, (P.L. 93-205).

12. Will comply with the Wild and Scenic Rivers Act of
1968 (16 U.S.C. §§1271 et seq.) related to
protecting components or potential components of
the national wild and scenic rivers system.

DATE SUBMITTED

SIGNATURE OF AUTHORIZED CERTIFYING OFFICIAL

APPLICANT ORGANIZATION

TITLE

Director, Division of Behavioral Health

Nebraska Department of Health and Human Services
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Section 1941 of the Block Grant legislation stipulates that as a
condition of the funding agreement for the grant, States will
provide opportunity for the public to comment on the State
Plan.  States will make the mental health plan public in such a
manner to facilitate comment from any person (including Federal or
other public agency) during the development of the plan (including
any revisions) and after the submission of the plan to the
Secretary.

States should describe their efforts and procedures to obtain
public comment on the plan on the plan in this section.
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Public Comments on State Plan  July 22 2010 
Section 1941 of the Block Grant legislation stipulates that as a condition of the funding agreement for the 

grant, States will provide opportunity for the public to comment on the State Plan. States will make the 

mental health plan public in such a manner to facilitate comment from any person (including Federal or 

other public agency) during the development of the plan (including any revisions) and after the 

submission of the plan to the Secretary.  

 

States should describe their efforts and procedures to obtain public comment on the plan on the plan in 

this section. 

 
On July 15, 2010, the Nebraska Department of Health and Human Services issued the following 
press release: 
http://www.dhhs.ne.gov/newsroom/newsreleases/2010/July/MHBlockGrant.htm 

Comments Wanted on Federal Mental Health Block Grant 

Lincoln – The public is being asked to comment on Nebraska’s federal Community Mental Health 
Services Block Grant application for 2011.  
 
The block grant application documents recent developments in behavioral health in Nebraska and 
the strategies being proposed to address unmet needs. 
 
Comments can be provided through August 12 in any of the following ways:  

• Going to http://www.dhhs.ne.gov/beh/mh/MH_BlockGrant.htm;  
• Emailing to jim.harvey@nebraska.gov and writing “MH Block Grant” in the subject line;  
• Sending written comments to the Division of Behavioral Health, P. O. Box 95026, Lincoln, 

NE 68509-5026; or  
• Commenting in person at the August 12 State Advisory Committee on Mental Health 

Services meeting, which runs from 9:00 a.m. to 4:00 p.m. at Country Inn and Suites, 5353 
No. 27th Street, Lincoln.  

Nebraska receives approximately $1.9 million in block grant funding, which is passed on to local 
Behavioral Health Regions for community services. 

-30- 

 
A person wishing to make comments on the application or implementation report may also go to the 
DHHS Division of Behavioral Health web site at: 
http://www.dhhs.ne.gov/beh/mh/MH_BlockGrant.htm 
 

Community Mental Health Services Block Grant  
�E State Application FY 2011 - Public Comments on State Plan 

• Public Comments are welcomed on NE State Application for FY 2011 Federal Community 
Mental Health Services Block Grant Application (due September 1, 2010) and 
Implementation Report (due December 1, 2010).  

• There are several approaches one may use to comment on these documents:  
 
1)    The applications from previous years are posted on the Division of Behavioral Health 
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Web site. These documents have already been approved by the Federal Center for Mental 
Health Services. They provide examples of the types of issues addressed within the 
Application and the Implementation Report.  
 
2)    WebBGAS - The person interested in commenting may do so via the Web Block Grant 
Application System (WebBGAS). The NE FY2009 application is now being prepared. As 
sections are drafted, they will be posted on WebBGAS. Thus, the interested person may 
comment on the draft as it is being prepared. Follow the instructions on WebBGAS to 
submit the comments. Here is the information needed to log onto WebBGAS: 
https://bgas.samhsa.gov/cmhs2011/ 
 
Username: �E_citizen 
Password: Lincoln#1135559 
 
The username and password ARE case sensitive. If you are having problems login in, it may 
be a user peak time – please try again later! 
 
3)    Send mail/e-mail to the Nebraska Department of Health and Human Services, Division 
of Behavioral Health with your comments to: 
 
Jim Harvey – Federal Resources Manager 
Jim.Harvey@nebraska.gov 
Nebraska Department of Health and Human Services  
Division of Behavioral Health 
301 Centennial Mall South, 3rd Floor 
PO Box 95026 
Lincoln, NE 68509-5026 
 
4)    Attend the State Advisory Committee on Mental Health Services.  

o For the application, the review meeting is on August 12, 2010 from 9:00 a.m. to 

4:00 p.m. at the Country Inn and Suites, 5353 No 27th Street, Lincoln, NE. Please 
check the Public Meeting Calendar - http://www.nebraska.gov/calendar/ for the latest 
Meeting Agenda information.  

o For the implementation report, the Review Meeting is on �ovember 4, 2010. 
Specific meeting arrangements are yet to be determined.  

o The comments will be accepted at the designated time. To make public comments at 
this meeting, please note:  

§ Each person wishing to comment on the NE State Application for FY 2011 
Federal Community Mental Health Services Block Grant at the meeting 
needs to sign up on the Public Comment Sign-in List.  

§ Each person will be called on from the Public Comment Sign-in List in order 
of sign-in. Each person may have 5 minutes (unless the chair grants more 
time) to provide comments.  

§ Public comments not provided verbally at the meeting may be mailed to the 
above address - Attention: Jim Harvey. 
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II.     SET-ASIDE FOR CHILDREN'S MENTAL HEALTH SERVICES REPORT

States are required to provide systems of integrated services for
children with serious emotional disturbances(SED). Each year the
State shall expend not less than the calculated amount for FY 1994.
Data Reported by:
State FY        X       Federal FY                

State Expenditures for Mental Health
Services

Calculated FY
1994

Actual FY
2009

Estimate/Actual FY
2010

$620,801 $4,473,352 $5,009,164
Waiver of Children's Mental Health Services
If there is a shortfall in children's mental health services, the state may
request a waiver. A waiver may be granted if the Secretary determines
that the State is providing an adequate level of comprehensive
community mental health services for children with serious emotional
disturbance as indicated by a comparison of the number of such
children for which such services are sought with the availability of
services within the State. The Secretary shall approve or deny the
request for a waiver not later than 120 days after the request is made.
A waiver granted by the Secretary shall be applicable only for the fiscal
year in question.
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III.     MAINTENANCE OF EFFORT(MOE) REPORT

States are required to submit sufficient information for the Secretary
to make a determination of compliance with the statutory MOE
requirements. MOE information is necessary to document that the
State has maintained expenditures for community mental health
services at a level that is not less than the average level of such
expenditures maintained by the State for the 2-year period preceding
the fiscal year for which the State is applying for the grant.
MOE Exclusion
The Secretary may exclude from the aggregate amount any State
funds appropriated to the principle agency for authorized activities of a
non-recurring nature and for a specific purpose. States must consider
the following in order to request an exclusion from the MOE
requirements:

1. The State shall request the exclusion separately from the
application;

2. The request shall be signed by the State's Chief Executive
Officer or by an individual authorized to apply for CMHS
Block Grant on behalf of the Chief Executive Officer;

3. The State shall provide documentation that supports its
position that the funds were appropriated by the State
legislature for authorized activities which are of a non-
recurring nature and for a specific purpose; indicates the
length of time the project is expected to last in years and
months; and affirms that these expenditures would be in
addition to funds needed to otherwise meet the State's
maintenance of effort requirement for the year for which it
is applying for exclusion.

The State may not exclude funds from the MOE calculation until such
time as the Administrator of SAMHSA has approved in writing the
State's request for exclusion.

States are required to submit State expenditures in the following
format:

MOE information reported by:
State FY        X       Federal FY                

State Expenditures for Mental Health
Services

Actual FY Actual FY Actual/Estimate FY
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2008 2009 2010
$47,482,195 $54,560,767 $60,728,294

 

MOE Shortfalls
States are expected to meet the MOE requirement. If they do not meet
the MOE requirement, the legislation permits relief, based on the
recognition that extenuating circumstances may explain the shortfall.
These conditions are described below.
(1). Waiver for Extraordinary Economic Conditions
A State may request a waiver to the MOE requirement if it can be
demonstrated that the MOE deficiency was the result of extraordinary
economic conditions that occurred during the SFY in question. An
extraordinary economic condition is defined as a financial crisis in
which the total tax revenues declined at least one and one-half percent,
and either the unemployment increases by at least one percentage
point, or employment declines by at least one and one-half percent. In
order to demonstrate that such conditions existed, the State must
provide data and reports generated by the State's management
information system and/or the State's accounting system.
(2). Material Compliance
If the State is unable to meet the requirements for a waiver under
extraordinary economic conditions, the authorizing legislation does
permit the Secretary, under certain circumstances, to make a finding
that even though there was a shortfall on the MOE, the State maintained
material compliance with the MOE requirement for the fiscal year in
question. Therefore, the State is given an opportunity to submit
information that might lead to a finding of material compliance. The
relevant factors that SAMHSA considers in making a recommendation
to the Secretary include: 1) whether the State maintained service levels,
2) the State's mental health expenditure history, and 3) the State's future
commitment to funding mental health services.
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TABLE 1.                                        List of Planning Council
Members                                                    

Name Type of Membership
Agency or

Organization
Represented

Address,
Phone and

Fax
Email(If available)

Bace,
Adria State Employees Education

PO Box
94987 
Lincoln,NE
68509
PH:402
471-4312
FAX:

 abria.bace@nebraska.gov 

Baxter,
Beth Providers

Region 3-
Regional
Administrator

4009 6th
Avenue,
Suite 65 
Kearney,NE
68848
PH:308
237-5113
ext 222
FAX:

 bbaxter@region3.net 

Cillessen,
Roxie State Employees Medicaid

301
Centenniall
Mall South
Third Floor 
Lincoln,NE
68508
PH:402
471-9224
FAX:

 roxie.cillessen@nebraska.gov 

Compton,
Pat State Employees Housing

4735
Avenue E 
Kearney,NE
68847
PH:308
865-6511
FAX:

 pat.compton@nebraska.gov 

Crouse,
Cheryl

Consumers/Survivors/Ex-
patients(C/S/X)  

3512 3rd
Avenue 
Kearney,NE
68847
PH:402

 psalm912@charter.net 

OMB No. 0930-0168                         Expires: 08/31/2011     Page 24 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 24 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 24 of 342



984-4601
FAX:

Dalrymple,
Sharon

Family Members of
adults with SMI  

1645 N
Street, #A 
Lincoln,NE
68508
PH:402
441-4369
FAX:

 sdalrymple@familiesinspiringfamilies.org 
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TABLE 1.                                        List of Planning Council
Members                                                    

Name Type of
Membership

Agency or
Organization
Represented

Address, Phone
and Fax Email(If available)

Ferguson,
Beverly

Family
Members of
Children with
SED

 

3405 Portia Place 
Norfolk,NE 68701
PH:402 371-2745
FAX:

 bfergy04@cableone.net 

Ford, Scot

Others(not
state
employees
or providers)

NE Crime
Commission

South Sioux City
Police Department
701 W. 29th Street 
South Sioux City,NE
68776
PH:402 494-7512
FAX:

 sford@southsiouxcity.org 

Fowler,
Dwain

Family
Members of
adults with
SMI

 

PO Box 180 
Beaver City,NE
68926
PH:308 268-5821
FAX:

 dmfowler@frontiernet.net 

Hogenmiller,
Jette

Family
Members of
adults with
SMI

 

8687 Tranquility
Loop 
Fort Calhoun,NE
68023
PH:402 426-5645
FAX:

 jetteh@huntel.net 

Lantis,
Melanie

Family
Members of
Children with
SED

 

101 N. Fairfield Ave
PO Box 161 
Upland,NE 68981
PH:308 830 3177
FAX:

 mlanti@nefamilies4kids.org 

Lewis,
Kathy

Family
Members of
adults with
SMI

 

1316 W. Koenig
Street 
Grand Island,NE
68801
PH:308 381-7206
FAX:

 klewis@kdsi.net 
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TABLE 1.                                        List of Planning Council
Members                                                    

Name Type of Membership
Agency or

Organization
Represented

Address,
Phone and

Fax
Email(If available)

Lund,
Dave Providers  

302 Dixie
Avenue 
North
Platte,NE
69101
PH:308
532-0587
FAX:

 dlund@lfsneb.org 

Maca,
Vicki State Employees Mental Health

PO Box
95026 
Lincoln,NE
68509
PH:402
471-7727
FAX:

 vicki.maca@nebraska.gov 

Manthei,
Colleen

Family Members of
adults with SMI  

5625 So.
31st , #7 
Lincoln,NE
68516
PH:402
601-4162
FAX:

 iamme012003@yahoo.com 

Matney,
Ed State Employees Social

Services

301
Centennial
Mall South -
NSOB - 3rd
Floor 
Lincoln,NE
68509
PH:402-
471-8404
FAX:

 ed.matney@nebraska.gov 

McCallum,
Jerry

Others(not state
employees or providers)

Region 4 -
Governing
Board
Member

55717831
Road 
Madison,NE
68748
PH:402
454-3735

 jejamc@telebeep.com 
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FAX:

Moyer,
Kasey

Consumers/Survivors/Ex-
patients(C/S/X)  

1645 N
Street, #A 
Lincoln,NE
68508
PH:402
441-4371
FAX:

 kmoyer@mha-ne.org 
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TABLE 1.                                        List of Planning Council
Members                                                    

Name Type of Membership
Agency or

Organization
Represented

Address,
Phone

and Fax
Email(If available)

Schnieder,
Joel

Consumers/Survivors/Ex-
patients(C/S/X)  

4236 E
Street 
Omaha,NE
68107
PH:401
681-5439
FAX:

 velvethammer1@cox.net 

Schultz,
Mark State Employees Vocational

Rehabilitation

301
Centennial
Mall South
NSOB 6th
Floor 
Lincoln,NE
68509
PH:402-
471-1202
FAX:

 mark.schultz@nebraska.gov 

Talbott,
Pat

Consumers/Survivors/Ex-
patients(C/S/X)  

4000
Huntington,
#111 
Lincoln,NE
68504
PH:402
540-0576
FAX:

 pattalbott@aol.com 

Waggoner,
Diana

Family Members of
adults with SMI  

13606
California 
Omaha,NE
68154
PH:402
891-6960
FAX:

 dwaggoner@thekimfoundation.org 

White,
Cameron Providers

Dept of
Correctional
Services

PO Box
94661 
Lincoln,NE
68509-
4661
PH:402-

 cameron.white@nebraska.gov 
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479-5971
FAX:
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TABLE 2.   Planning Council Composition by Type of Member

Type of Membership Number
 Percentage
 of Total
 Membership

 TOTAL MEMBERSHIP 23

 Consumers/Survivors/Ex-patients(C/S/X) 4
 Family Members of Children with SED 2
 Family Members of adults with SMI 6
 Vacancies(C/S/X and Family Members) 0
 Others(not state employees or providers) 2
 TOTAL C/S/X, Family Members and Others 14 60.87%
 State Employees 6
 Providers 3
 Vacancies 0
 TOTAL State Employees and Providers 9 39.13%

  Note: 1) The ratio of parents of children with SED to other members of the Council must be
sufficient to provide

  adequate representation of such children in the deliberations of the Council, 2) State Employee
and Provider

  members shall not exceed 50% of the total members of the Planning Council, and 3) Other
representatives may

  include public and private entities concerned with the need, planning, operation, funding, and use
of mental health

  services and related support services. 4) Totals and Percentages do not include vacancies.
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State Mental Health Planning Councils are required to perform
certain duties.   If available, a charter or a narrative
summarizing the duties of the Planning Council should be included.
This section should also specify the policies and procedures for
the selection of council members, their terms, the conduct of
meetings, and a report of the Planning Council’s efforts and
related duties as mandated by law:

reviewing plans and submitting to the State any recommendations
for modification 
serving as an advocate for adults with serious mental illness,
children with a severe emotional disturbance, and other
individuals with mental illnesses or emotional problems, 
monitoring, reviewing, and evaluating, not less than once each
year, the allocation and adequacy of mental health services within
the State. 
the role of the Planning Council in improving mental health
services within the State. 
In addition to the duties mandated by law, States should include a
brief description of the role of the Planning Council in the
State’s transformation activities that are described in Part C,
Section II and Section III.
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Planning Council Charge, Role and Activities  
Narrative Question: 
State Mental Health Planning Councils are required to perform certain duties. If 
available, a charter or a narrative summarizing the duties of the Planning Council should 
be included. This section should also specify the policies and procedures for the selection 
of council members, their terms, the conduct of meetings, and a report of the Planning 
Council’s efforts and related duties as mandated by law:  
Reviewing plans and submitting to the State any recommendations for modification  
Serving as an advocate for adults with serious mental illness, children with a severe 
emotional disturbance, and other individuals with mental illnesses or emotional problems,  
Monitoring, reviewing, and evaluating, not less than once each year, the allocation and 
adequacy of mental health services within the State.  
The role of the Planning Council in improving mental health services within the State.  
 
In addition to the duties mandated by law, States should include a brief description of the 
role of the Planning Council in the State’s transformation activities that are described in 
Part C, Section II and Section III. 
 
 

Planning Council Charge 

The duties of the Planning Council are set forth in Neb. Rev. Stat. §71-814. The 
Nebraska Planning Council is officially titled, “State Advisory Committee on Mental 
Health Services”.  Following is the statute language: 
 
(1) The State Advisory Committee on Mental Health Services is created. Members of the 
committee shall have a demonstrated interest and commitment and specialized 
knowledge, experience, or expertise relating to the provision of mental health services in 
the State of Nebraska. The committee shall consist of twenty-three members appointed 
by the Governor as follows:  
(a) One regional governing board member, 
(b) One regional administrator, 
(c) Twelve consumers of behavioral health services or their family members, 
(d) Two providers of behavioral health services, 
(e) Two representatives from the State Department of Education, including one 
representative from the Division of Vocational Rehabilitation of the State 
Department of Education, 

(f) Three representatives from the Department of Health and Human Services 
representing mental health, social services, and Medicaid, 

(g) One representative from the Nebraska Commission on Law Enforcement and 
Criminal Justice, and 

(h) One representative from the Housing Office of the Community and Rural 
Development Division of the Department of Economic Development. 

 
(2) The committee shall be responsible to the division and shall 
(a) serve as the state's mental health planning council as required by Public Law 102-
321, 
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(b) conduct regular meetings, 
(c) provide advice and assistance to the division relating to the provision of mental 
health services in the State of Nebraska, including, but not limited to, the 
development, implementation, provision, and funding of organized peer support 
services, 

(d) promote the interests of consumers and their families, including, but not limited 
to, their inclusion and involvement in all aspects of services design, planning, 
implementation, provision, education, evaluation, and research, 

(e) provide reports as requested by the division, and 
(f) engage in such other activities as directed or authorized by the division. 
Source: Laws 2004, LB 1083, § 14; Laws 2006, LB 994, § 93; Laws 2007, 
LB296, § 460.  Operative date July 1, 2007 ~Revised Statutes Supplement, 2007 

 

Selection of Council Members, their Terms 

Neb. Rev. Stat. §71-814(1) states:  
The committee members are appointed by the Governor.   
The Governor appoints members to a three year term on the Committee. 
 

The Conduct of Meetings 

Meetings are held on a quarterly basis.  The membership, meeting agendas and the 
minutes for the State Advisory Committee on Mental Health Services are posted on the 
web at http://www.hhs.state.ne.us/beh/mh/sacmhs.htm 
 
 

A Report of the Planning Council’s Efforts and Related Duties 

State Advisory Committee on Mental Health Services met on the following dates since 
the last application:  
 November 5, 2009 
 February 4, 2010 
 May 6, 2010 
 August 12, 2010 
 
Following is a summary of the work completed at these meetings: 
 
The �ovember 5, 2009 meeting included the following reports and discussion: 
Committee member, Mark Schultz, from Vocational Rehabilitation reported on his 
office’s functions and current projects; Scot Adams, Director of the Division of 
Behavioral Health, urged everyone to pay attention to National Health Care Reform and 
how it may affect mental health services; Bev Ferguson, Committee Chair, reported on 
her attendance at an international recovery seminar, as well as the services provided by 
the agency where she is employed; Maya Chilese, Children’s Behavioral Health 
Manager, reported on the Suicide Grant recently awarded to Nebraska; Maya Chilese also 
reported on LB603, the Children and Family Behavioral Health Support Act, which 
requires the development of a Children’s Behavioral Health Help-line and Family 
Navigator Services; Carol Coussons de Reyes, Administrator of the Office of Consumer 
Affairs reported on the Transformation Transfer Initiative (TTI) Grant and the town hall 
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meetings being held around the state; Paula Hartig, DHHS Research Analyst, reviewed 
the results of the Behavioral Risk Factor Surveillance System (BRFFS)-Prevalence of 
Serious Psychological Distress as well as the questions asked on the Consumer Survey. 
 
Based on the minutes of the meeting from August 13, 2009, the following Committee 
questions and comments were identified.  The Division of Behavioral Health responses 
were reviewed at the State Advisory Committee on Mental Health Services on November 
5, 2009. 
 
The Committee Asked 
Were there consumers involved in the Criminal Justice Jail Screen team? 
 
 Division of Behavioral Health Response 

Travis Parker (Deputy Director of the Community Mental Health Center of 
Lancaster County) has been the lead person for Goal 3 (implement standardized 
mental health and substance abuse screening protocols in the jails that prompt 
referrals for services) of the U.S. Department of Justice Grant (Justice and Mental 
Health Collaboration Program).  According to Mr. Parker, Corey Brockway, the 
Behavioral Health Region 2 Consumer Specialist, attended meetings, reviewed 
the draft reports, and participated in related activities. 

 
The Committee Asked 
What is the core cost and usage rate of the Trilogy resources? 
 
 Division of Behavioral Health Response 

The Division of Behavioral Health signed a contract with Trilogy Integrated 
Resources, LLC of San Rafael, CA in August 2008.  On March 18, 2009, the new 
Behavioral Health “Network of Care” website was officially launched.  Trilogy 
Integrated Resources LLX created, developed, and maintains the Network of Care 
for behavioral health services for the Division of Behavioral Health in the 
Nebraska Department of Health and Human Services. 

 
From July 1, 2009 through June 30, 2010, there were a total number of 16,324 
sessions (“hits”) on the Network of Care website.  This indicates a substantial 
increase over FY2009 when there were a total of 9,639 sessions. 

 

Region 1 2 3 4 5 6 Total 

Sessions 2,366 1,849 3,890 1,561 3,727 2,931 16,324 

 
The contract term is from July 1, 2008 to June 30, 2010.  The construction cost 
for the Nebraska Network of Care was $103,250.  The monthly maintenance is 
$9,000. 

 
The Committee Asked 
During public comments, Alan Green of the Mental Health Association of Nebraska, 
included a reference to a document, “Nebraska’s Consumer Voice: Leading a Charge in 
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Mental Health Services”, published by Melissa Doncheske, also of the Mental Health 
Association of Nebraska, in April 2009.  In response to the document, the Committee 
made two recommendations: 
 1.  Melissa Doncheske be invited to speak at a future Committee meeting. 
 2.  “Consumer Voices” be used as a foundation base for strategic planning. 
 
 Division of Behavioral Health Response 

Melissa Doncheske was invited to speak at the next Committee meeting.  
However, due to scheduling problems, she was not available, but is available to 
present at the February 4, 2010 meeting. 

 
The Division of Behavioral Health is in the process of developing a strategic plan 
and is including information from the “Consumer Voices” document in the plan. 

 
Following is a summary of the information in the “Nebraska’s Consumer Voice: 
Leading a Change in Mental Health Services”. 

 
ABSTRACT—The information provided in this paper is the collective voice of 
mental health consumers from all Behavioral Health Regions in Nebraska, and is 
a result of our experiences within the system.  It is a movement toward infusing 
recovery principles into Nebraska’s mental health service delivery system that 
will guide individuals toward Self-Help, Self-Determination, and Empowerment.  
Furthermore, this is an attempt to bring all stake holders, including consumers, 
providers, family members, and policy makers together to create a new vision of a 
system that is more Person-Centered and Recovery-Focused.  Through full 
consumer participation, this paper establishes eleven (11) rules to implement into 
Nebraska’s current and future method of Behavioral health service delivery. 

 
 The eleven (11) rules are as follows: 
    Rule 1:   Transportation Barriers Must Be Eliminated 
    Rule 2:   It Must Be Recovery-Focused 
    Rule 3:   There Must Be Access to Services 
    Rule 4:   There Must Be Peer Provider Services 
    Rule 5:   There Must Be Access to Complete Medical Records 
    Rule 6:   Care Must Be Based on Partnership between Consumer and Provider 
    Rule 7:   There Must Be Access to Affordable Housing 
    Rule 8:   There Must Be More Recovery Education 
    Rule 9:   There Must Be Opportunity for Competitive Employment 
    Rule 10: There Must Be Access to Information Regarding Benefits 
    Rule 11:  Do No Harm (providers be trained in trauma-informed care) 
 
The Committee Asked 
A decision was made that consumers cannot become volunteer outreach workers in the 
event that a disaster is declared.  If a Federal Crisis Counseling Grant is received, 
consumers are not allowed to apply.  Those involved in making this decision must not 
have realized that consumers had already served in those positions. 
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 Division of Behavioral Health Response 

People with serious behavioral health problems are considered a vulnerable 
population in the aftermath of a disaster.  According to Dr. Denise Bulling 
(University of Nebraska Public Policy Center), research supports the decision to 
protect consumers from unnecessary exposure to disaster situations.  However, 
just being a behavioral health consumer is not reason enough for exclusion from 
the disaster response and recovery workforce.  It is highly dependent on the nature 
of the disaster and the particulars of the consumer’s personal situation and 
characteristics. 

 
Other states have struggled with this issue and have taken a similar approach to 
Nebraska.  A large, inclusive steering committee developed Nebraska’s All 
Hazards Disaster Behavioral Health Plan in 2004/2005 recommending that 
persons with serious mental illness NOT be part of the immediate disaster 
response workforce.  This plan and group did not specifically address the 
inclusion or exclusion of consumers from the disaster recovery outreach 
workforce. 

 
Dr. Bulling informally polled national trainers from a number of states.  Based on 
this informal poll, these states do not use consumers for disaster response (New 
York; New Hampshire; New Jersey; Maryland; California; Louisiana; Texas; 
Florida; and Wisconsin).  In addition, these national trainers, the Federal 
Emergency Management Agency (FEMA), and the Federal Substance Abuse 
Mental Health Services Administration (SAMHSA) representatives were not 
immediately able to recall any other states that purposefully expose people with a 
history of serious mental illness to disaster conditions as responders. 

 
There are varying approaches to the inclusion of consumers as recovery workers. 
--The Crisis Counseling Assistance and Training Program (CCP) is one of a 
number of programs funded by the Federal Emergency Management Agency 
(FEMA) under the authority of the Robert T. Stafford Disaster Relief and 
Emergency Assistance Act of 1974 (Stafford Act).  The Stafford Act was 
designed to supplement the efforts and available resources of State and Local 
governments in alleviating the damage, loss, hardship, or suffering caused by a 
federally declared disaster.  Specifically, Section 416 of the Stafford Act 
authorizes FEMA to fund mental health assistance and training activities in 
affected areas for a specified period of time.  This mental health assistance is 
called crisis counseling.  It is important to remember that the likelihood of getting 
federally declared disaster for individual assistance, which is a requirement for 
CCP, is not high in most situations. 
--Although people with serious behavioral health problems are considered a 
vulnerable population, the preferred way to reach this vulnerable population is to 
work through their regular service providers.  This is in keeping with the CCP 
philosophy of getting people reconnected with existing supports as soon as 
possible after a disaster, not replacing that service.  In the case of behavioral 
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health consumers, they are consuming services from existing providers, and any 
peer delivered service should come through that source, not through the CCP. 
--New York is putting together a training module for peers interested in assisting 
other behavioral health consumers after a disaster.  They plan to train peers to 
assist within the context of their agency and organizational affiliation and do not 
plan to employ peers as a regular part of a CCP workforce unless they are able to 
perform the work of the crisis counselor within the community. 

 
The February 4, 2010 meeting included the following reports and discussion: 
Danielle Hill with the Nebraska Housing Developers Association reported on the 
RentWise training being conducted across the state; Scot Adams, Director of the Division 
of Behavioral Health, and Denise Bulling with the University of Nebraska Public Policy 
Center, updated the Committee on the Strategic Planning process; Sheri Dawson, Quality 
Improvement Manager with the Division of Behavioral Health, reported on Quality 
Improvement activities and requested Committee members to volunteer for one of two 
Strategic Planning workgroups, the Consumer and Family Survey Workgroup and the 
Co-Occurring Workgroup; Ingrid Gansebom, Region 4 Behavioral Health Regional 
Administrator, reported on activities and updates in Region 4; Dr. Susan Boust with the 
Nebraska Behavioral Health Education Center reported on LB 603 workforce 
development activities; Dan Powers with the Office of Consumer Affairs updated the 
Committee on OCA activities, including Peer Support training the week of February 6 
through 13,  as well as announced plans for the 2011 Consumer Conference; Chris 
Hanus, Administrator in the Division of Children and Family Services, updated the 
Committee on contracts in place to address the requirements of LB603 related to foster 
care, adoptions, and guardianships; Kasey Moyer, from the Mental Health Association,  
spoke on Supported Employment, stating that “work is the best therapy”; Kasey Moyer 
also told the Committee about the newly opened Hospital Diversion House, the purpose 
of which is to allow consumers a place where they may go to avoid a stay in a higher 
level of care; Jim Harvey with the Division of Behavioral Health reported that the 
University of Nebraska Public Policy Center’s responsibility with the Justice Behavioral 
Health Grant has ended, and the Division has contracted with Mary O’Hare to develop 
three of the grant goals, Jim also reports the Division has developed a memorandum of 
understanding with the Crime Commission and the Department of Correctional Services 
to transfer data on individuals served in the jail and prison system to the University of 
Nebraska Medical Center, who is responsible for analyzing and reporting on the data; 
Nancy Heller with the Division of Behavioral Health reported on the purpose of and the 
activities related to the Projects for Assistance Through Homelessness grant; Vicki Maca, 
Administrator of Community-Based Services in the Division of Behavioral Health, 
reported on Medicaid Match and explained the effect on the Division’s budget; Jim 
Harvey with the Division of Behavioral Health reported on the State Mental Health Data 
Infrastructure Grant (DIG) for Quality Improvement explaining this is client data 
reporting relating to the Mental Health Block Grant, and is similar to what is currently 
required under the Substance Abuse Prevention and Treatment Block Grant. 
 
Based on the minutes of the meeting from November 5, 2009, the following Committee 
questions and comment were identified.  The Division of Behavioral Health responses 
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were reviewed at the State Advisory Committee on Mental Health Services on February 
4, 2010. 
 
The Committee Asked 
To be included in the Strategic Planning process for both Adult Behavioral Health and 
Children’s Behavioral Health.  They are interested in being involved in planning, as well 
as monitoring, the progress of the plan. 
 
 Division of Behavioral Health Response 

Scot Adams, director of the Division of Behavioral Health, and Denise Bulling, 
University of Nebraska Public Policy Center, will discuss the DBH Strategic Plan 
at the February 4, 2010 meeting, at which time he will assure the Committee of 
substantial input. 

 
The Committee Asked 
Follow-up discussion on the role of consumers in disaster response. 
 
 Division of Behavioral Health Response 

Denise Bulling from the University of Nebraska Public Policy Center was 
consulted in response to this issue.  Following is the response provided by Dr. 
Bulling: 

Research indicates that a number of things make people more vulnerable 

to experiencing serious psychological consequences after disaster.  One of 

these vulnerabilities is a history of psychiatric problems.  Alan Green and 

others (consumers and disaster workers) have asked that consumers of 

mental health services not be singled out as a group within the state all-

hazards disaster behavioral health plan when discussing this particular 

vulnerability.  Instead, they recommend that all potential volunteers for 

disaster behavioral health work in all phases of the work (preparedness, 

response, and recovery) be made aware of and screened for 

vulnerabilities prior to being engaged as workers. 

 
In addition, it was recommended that the process for updating the plan include 
participation of people who have been the recipients of disaster behavioral health 
services in the past. 

 
Following a discussion with Regional Program Administrators about the 
assumptions upon which the plan is built, the Public Policy Center will contact 
disaster behavioral health coordinators in Regions 3, 5, and 6 (Regions with 
recent Disaster Behavioral Health service deployment), the Nebraska Mental 
Health Association, NAMI, and the Nebraska Federation of Families to determine 
how best to identify and involve previous consumers of disaster behavioral health 
services in the plan review process. 
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The Committee Asked 
What is the plan to increase the number of medical professional staff/residents in 
accordance with LB603? 
 
 Division of Behavioral Health Response 

Susan Boust, M.D., Associate Professor with the University of Nebraska-Medical 
Center Department of Psychiatry, and Co-Chair of the Committee to lead this 
task, accepted an invitation to present an update on the implementation of LB603 
at the February 4, 2010 meeting. 

 
The Committee Asked 
Where does the LB542 Implementation Plan fit into the Strategic Plan?  And does LB542 
relate to LB603, child relinquishment issues, and related topics? 
 
 Division of Behavioral Health Response 

The Department of Health and Human Services Children’s Behavioral Health 
Implementation Plan, first called for in LB542, remains a vibrant implementation 
plan affecting the Divisions of Behavioral Health, Children and Family Services, 
and Medicaid and Long-Term Care. With the discussion and passage of LB603, 
the legislature has not convened the 542 Children’s Behavioral Health Task 
Force.  Another group, composed solely of State Senators and created by LB603, 
has met three times.  Finally, Chris Hanus, Child Welfare Administrator in the 
Division of Children and Family Services, will discuss this information and the 
issue of child relinquishment with the Advisory Committee at the February 4, 
2010 meeting. 

 
The May 6, 2010 meeting was a joint meeting of the State Advisory Committee on 
Mental Health Services, the State Advisory Committee on Substance Abuse Services, and 
the State Committee on Problem Gambling.  The purpose of this meeting was to bring 
together all Behavioral Health committee members to raise awareness of co-occurring 
behavioral health disorders, and for members of the three committees to meet each other 
and learn from each.  A panel of consumers and a service provider presented their point 
of view of their life experiences, the service delivery system—past and present, and each 
gave a take home message to the audience; a panel of members from each of the 
committees discussed the Top Issues and Commonalities of Co-Occurring Disorders; a 
panel of research experts from the University of Nebraska Medical Center and the Co-
Occurring Task Force in Omaha, NE discussed the findings of research related to Co-
Occurring Disorders; break-out groups provided input into the Division’s Strategic Plan 
by responding to the following questions: 1) What info do you want to see as part of a 
regular transparent report of performance for the Behavioral Health System? 2) What do 
we need to do to provide access and standards for access to behavioral health services?  
3) What are some ideas to increase public behavioral health cost-effectiveness/cost-
efficiencies? 
 
Scot Adams, Director of the Division of Behavioral Health, addressed the group to close 
the meeting.  Scot covered a variety of topics, including the scope of work differences 
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between the licenses and certifications to provide various behavioral health services; 
changes in behavioral health—past and future; workforce development and strategies to 
attract behavioral health care professionals to rural Nebraska; Medicaid funding 
reductions. 
 
The August 12, 2010 meeting included Committee comments on the draft of the Federal 

Community Mental Health Services Block Grant Application.  The comments/suggestions 
provided by the public as well as the Advisory Committee members at the meeting are 
below. 
 
Public Comment: 
Alan Green - Executive Director of the Nebraska Mental Health Association 

He is concerned with the process of the Title 206 (Rules & Regulations) for a few 
reasons: the monetary recommendations should be removed; they are interrelated 
to Peer Support.  Mr. Green also asked the Advisory Committee members to 
voice an opinion regarding the Public Health Regulations regarding Mental 
Health Practice stating that his opinion is that providers should focus on the 
people they are serving and refer clients for whatever reason, moral or other, if the 
provider is not qualified or able to provide therapeutic service to the individual. 

 
Peggy Williams, Mental Health Specialist, Nebraska Commission for the Deaf and Hard 
of Hearing 

The service delivery system in Nebraska is not adequate for children who are deaf 
or hard of hearing.  Providers are often not aware of the special needs of children.  
Assessment tools need to be modified to include cultural norms and values related 
to the deaf community.  A 2008 position paper recommended the need for more 
trained staff (case management, residential facilities, providers, etc.) in sign 
language and deaf and hard of hearing culture.  Nebraska needs to recruit, train, 
and hire more licensed deaf providers; this is more than hiring an interpreter for 
therapy sessions.  More members of the deaf community need to be involved in 
policy-making and strategic planning in determining the mental health needs of 
deaf and hard of hearing individuals.  There is a need for communicating with the 
deaf community where/how to get services.  Members of the deaf community 
have actually been told to go to another state because Nebraska doesn’t have 
services for them.  Deaf and Hard of Hearing needs to be added to the Mental 
Health Block Grant as a GAP in services in the cultural competency and linguistic 
section along with other cultural groups. 

 
Dr. Pete Seiler – Executive Director, Nebraska Commission on the Deaf and Hard of 
Hearing 

Members of the deaf community have actually been told to go to another state 
because Nebraska doesn’t have services for them.  Deaf and Hard of Hearing 
needs to be added to the Mental Health Block Grant as a GAP in services in the 
cultural competency and linguistic section along with other cultural groups.  
School children can’t access School Counselors. There are approximately 150,000 
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deaf and hard of hearing citizens in Nebraska.  No one represents the deaf and 
hard of hearing community on the Mental Health Advisory Committee. 

 
Presenters: 
 
Mary Barry-Magsamen – Executive Director of St. Monica’s Women’s Treatment 
Services and Chairman of the Nebraska Association of Behavioral Health Organizations 
Board - Peer Reviews  

Peer reviews are done by behavioral health provider peers for behavioral health 
provider peers.  In the past it has been difficult to recruit reviewers because of the 
cost to the reviewers—many are required to use vacation time–so the per diem 
rates paid were altered in the current contract to attract more reviewers.  This 
review cycle, providers were not included in a peer review if they have/had an 
accreditation review within the year.  More focus on trauma was included in the 
reviews.  The review forms were changed to improve the feedback received from 
reviewers.  Peer Reviews are intended for peers to learn from other peers so all 
services are enhanced; the review process is not intended to be punitive.  A final 
report will be submitted to the Division upon completion of the reviews, and will 
be shared with the Committee at a later date. 

 
Capt. Joe Wright – Lincoln Police Department 

Only law enforcements can place an individual in Emergency Protective Custody 
(EPC).  Law enforcement officers need to be trained in mental health so persons 
with mental illness don’t get EPC’d or jailed unnecessarily.  The national average 
of suicide rates of those who have been EPC’d is 29-30, while Lincoln’s rate is 
0—if EPC’s can be reduced, this will also reduce the % of suicides.  In small 
communities, the police officers are the eyes and ears of the community.  It is 
important for police officers to know what individuals have a WRAP (Wellness 
Recovery Action Program) plan. 

 
Nancy Liu – Supported Employment—study conducted for the Division of Behavioral 
Health 

The project was funded by the Data Infrastructure Grant (DIG) for Quality 
Improvement.  Fidelity is an important predictor of outcomes, and this study has 
shown that fidelity is a statewide problem that needs to be addressed.  There is a 
need for network providers and community support workers to receive supported 
employment education.  The desired outcome of Supported Employment is that an 
individual has achieved and maintained competitive employment for 120 days.  
Supported employment is proven to be good for recovery. 

 
The Committee Asked—Why is Problem Gambling excluded from the Supported 
Employment study? 
 
Division of Behavioral Health Responded—Gambling services are funded 
differently.  The Division contracts directly with Problem Gambling providers.  
For the mental health and substance abuse funding, the Division contracts with 
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the six the Regional Behavioral Health Authorities.  All of the Supported 
Employment funding goes through the six Regions.   

 
The Committee recommended that the Division utilize the SAMHSA Tool Kit to 
strengthen the data, and improve resources to produce a better correlation with 
outcomes. 
 
The Committee recommended that the Division pursue additional training from 
national experts to better serve the behavioral health with supported employment 
needs. 
 
Action: Motion was made and passed to continue the employment data collection 
using the SAMHSA Tool kit, if funding is available, and to follow the 
recommendation from Nancy Liu’s study: Implementation can be improved using 
a sustained training program.  The SAMHSA tool-kit provides an efficient way to 
monitor fidelity of Supported Employment sites”. 

 
Denise Bulling – University of Nebraska Public Policy Center 

Nebraska invited three national consultants to provide guidance in the Strategic 
Planning process.  Three national experts are providing critical expertise, 
especially in how health care reform relates to behavioral health services. They 
are: Shery Mead, Shery Mead Consulting; Monica E. Oss, CEO, Open Minds; and 
Thomas Kirk, Ph.D., Kirk Consulting.  These individuals were invited to 
participate to provide expertise regarding planning for the changes expected due 
to Health Care Reform.  A draft of the Strategic Plan will be available in the Fall 
of 2010. 

 
Danielle Hill – Nebraska Housing Developers Association - RentWise Program 

Danielle Hill announced that the Nebraska Housing Developers Association has 
agreed to serve as the Lead Agency for RentWise in Nebraska.  For the last few 
years, there has been a goal to develop a sustainable statewide coordination 
mechanism to support RentWise.  The Board of Directors for the Nebraska 
Housing Developers Association has indicated their desire for the Association to 
provide leadership to RentWise through their last two strategic planning sessions.  
Ms. Hill also reported there are now six (6) RentWise Networks across the state in 
various stages of formation:  She also reported there are 50 trainers actively 
delivering RentWise curriculum.  There are more than 300 trainers trained to 
deliver RentWise.  The RentWise program is for anyone, it is not restricted to 
individuals experiencing mental illness.  The RentWise program will be featured 
on the Not Alone radio program sponsored by the Kim Foundation. 

 
Sheri Dawson – Managed Care and Quality Improvement Manager—DHHS-Division of 
Behavioral Health 
Performance measures: 

• The question—“Has your quality of life improved?” has been added to surveys  
• The outcome of persons graduating from services needs to be included 
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• Employment can be a quality of life indicator 
• Measure the changes made to different levels of care/services 
• Track what happens to youth in the transition from youth to adult services—do 
they succeed, relapse or stabilize? 

• Include basic living skills when working with Transition Age Youth  
 

Scot Adams – Director of the DHHS-Division of Behavioral Health 
Scot asked the Committee for their thoughts about transferring $100,000 (not this specific 
amount, but for example) from services to evaluation activities.  Committee members 
responded: 

• prefer to pay for services over evaluation. 
• prevention affects treatment in the long-term, and because treatment is more 
expensive it is more cost effective to determine treatment based on evaluation. 

• a baseline for treatment services is developed through evaluation, and baselines 
determine future funding for services.  Also, treatment needs to morph and change 
because if we provide the same services we have always done, we will miss the 
target—important, necessary services. 

• evaluation is important to determine services, but if services decreased there will 
be someone who will disagree; also current providers are experiencing revenue 
problems. 

• if more evaluation is done, we also need to track outcomes. 
• an alternative/addition to services is increased utilization of tele-behavioral 
health; also --increased monitoring of trauma-informed care through Magellan. 

• we don’t want to increase the EPC mess by decreasing services 
• does someone collect the information already so there is no duplication of 
evaluation? 

• what services already provided are evidence-based?  Focus on evidence-based 
services. 

• are we doing enough with co-occurring services? 
 
Additional Comments as part of the Community Mental Health Services Block Grant 
Application Review: 

• documentation regarding stigma will be added to the consumer information 
• In regard to Children’s Behavioral Health Services//Suicide Prevention, the 
Division needs to address the following: 

- need to pay more attention to Transitional Age Youth 

- there is a philosophical difference between Children’s Behavioral Health and 
Child Welfare; we need to follow some of the models being developed in 
Child Welfare, such getting young people involved in leadership and 
mentoring others with behavioral health system experiences. 

- as Health Care Reform unfolds, would like to see the Block Grant funding 
more supportive and community-based services. 

• continue attention on Criminal Justice & Behavioral Health regarding the release 
of inmates from jail; would like to see more emphasis on judicial training on 
behavioral health in the rural areas of the State. 
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• address the fact that families are not aware of where to go for resources/services; 
schools are not informed on behavioral health resources; would like to see more 
education in the school system on behavioral health issues and signs and 
symptoms awareness; need more collaboration with the school system 

• there good initiatives and forward thinking going on across the State; focus on 
cost saving—need to modify approach to services; future focus on best practice 
and efficiency to maximize funding 

• would like to add more Living Skills services for Transitional Age Youth (i.e., 
budgeting, renter education, nutrition, health care, etc.) 

• continue focus on Criminal Justice – appreciates the increased collaboration 
between criminal justice and behavioral health, especially around discharge 
planning 

• good work on Criminal Justice and Behavioral Health discharge planning, but 
need more work on employment services 

• get the Veterans’ Administration more involved with BH Services for veterans’ 
• good to see increased Peer Support, but need more at all levels (individuals, 
children, families); Peer Support provides hope by helping others 

• it is interesting to see how far the State has come in providing behavioral health 
services; would like the State to be responsive to the gaps indicated in Supported 
Employment services 

• jail diversion collaboration is good, but more needs to be done 
• need to educate school personnel on mental illness and behaviors to better detect 
issues 

• need better collaboration with the school system—too many children are placed in 
Special Education that don’t need to be, and too many are sent to the Principal’s 
office to address behavior alone; lack of understanding the possible connection 
with mental illness 

• focus attention on future behavioral health needs for the behavioral health system 
• need to better manage individuals in crisis who end up in the emergency system; 
too many people are placed in jail who should not be there 

• need to place more emphasis on WRAP (Wellness Recovery Action Plan) training 
and educating others about its availability, especially law enforcement and some 
providers 

• continue behavioral health education in the legal community (i.e., attorneys, law 
enforcement officers); educate on difference between treatment and a jail cell 

 
Public Comment (in afternoon): 
Tammy Fiala, Region 3 Consumer Specialist, talked about her work with consumer 
wellness.  Tammy attended a conference, “Critical Conditions”, where states were 
encouraged to embrace models of mental health and physical health care.  The program is 
more than addressing nutrition and cigarettes, but also focuses on poverty, employment, 
congregate living, and other factors in relation to health issues.  The program also focuses 
on an individual’s readiness to change.  Region 3 invited Larry Fricks and Ike Powell to 
assist Tammy and Beth Baxter, Region 3 Behavioral Health Administrator, in traveling 
across to present change readiness, setting personal goals, facilitating support groups, and 
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teaming peers to monitor each other’s goals.  Peer Specialists are teaching the concept 
across the State. 
 
The Office of Consumer Affairs, the Regional Consumer Specialists, and other advocacy 
groups are planning an anti-smoking conference in conjunction with the National Great 
American Smokeout in November, 2010. 
 
Plus/Delta for Meeting: 

• --it is very encouraging to have new committee members contribute at their first 
meeting 

• --good job of organizing the materials for review; the entire day was very 
organized 

• --consider changing the configuration of the tables to sit East-West rather than 
North-South 

• --need fly swatters 
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the State Mental Health Agency's authority in relation to other
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Narrative Question:   
Adult - A brief description of how the public mental health system is currently organized at the 
State and local levels, including the State Mental Health Agency's authority in relation to other State 
agencies.  
  

GOVER�OR 

On January 20, 2005, Dave Heineman became Nebraska's 39th governor.  On November 7, 2006, 
Governor Heineman was re-elected to the office. 

DHHS 

On March 15, 2007, Governor Heineman signed legislation, LB296, creating the Nebraska 
Department of Health and Human Services (DHHS). This law created one department with the 
effective date of July 1, 2007. 
 
The Department of Health and Human Services has six divisions (1) the Division of Behavioral 
Health, (2) the Division of Children and Family Services, (3) the Division of Developmental 
Disabilities, (4) the Division of Medicaid and Long-Term Care, (5) the Division of Public Health, 
and (6) the Division of Veterans’ Homes.  
 
The Governor appoints the Chief Executive Officer of the Department of Health and Human 
Services.  Kerry Winterer of Omaha serves as the Chief Executive Officer of DHHS.  The Governor 
also appoints the directors of the six divisions.   
(1) Division of Behavioral Health – Scot L. Adams, Ph.D., Director 
(2) Division of Children and Family Services – Todd Reckling, Director 
(3) Division of Developmental Disabilities – Jodi Fenner, Director 
(4) Division of Medicaid and Long-Term Care – Vivianne Chaumont, Director 
(5) Division of Public Health – Dr. Joann Schaefer, Director and Chief Medical Officer (CMO) for 

the state  
(6) Division of Veterans’ Homes - John Hilgert, Director, and the Director of the Nebraska 

Department of Veterans’ Affairs 
 
Administrator Community-Based Services, Chief Clinical Officer, & Office of Consumer Affairs   

• Vicki Maca is the Administrator for the Community-Based Services Section in the Division of 
Behavioral Health. 

• The Nebraska Behavioral Health Services Act, Neb. Rev. Stat. 71-805 (1), created the position 
of Chief Clinical Officer.  The statute requires the chief clinical officer to be a board-certified 
psychiatrist and to serve as the medical director for the division and all facilities and programs 
operated by the division.  On January 13, 2005, Blaine Shaffer, M.D., was appointed to the 
position of Chief Clinical Officer for the Division of Behavioral Health Services.   

• Office of Consumer Affairs – On April 1, 2009, Scot Adams announced the appointment of 
Carol Coussons de Reyes, CPS, MS, as Administrator for the Office of Consumer Affairs., 
effective May 18, 2009.  Under Neb. Rev. Stat. 71-805(1) the Office of Consumer Affairs 
within the Division was established.  The Administrator for the Office of Consumer Affairs is 
responsible for the administration and management of the office.  The Administrator of the 
Office must be a consumer or former consumer of mental health, substance abuse or gambling 
addiction services and must have specialized knowledge, experience or expertise relating to 
consumer-directed behavioral health services, delivery systems and advocacy on behalf of 
consumers and their families. 
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NEBRASKA BEHAVIORAL HEALTH SERVICES ACT 
The Nebraska Behavioral Health Services Act (Neb. Rev. Stat. §§ 71-801 to 71-818) establishes the 
framework for the provision of behavioral health services in Nebraska.  LB1083 (Laws 2004) was 
approved by the Governor on April 14, 2004 and represented a major reform of the Nebraska 
Behavioral Health System.  For example, § 71-806 (1) designates the Division of Behavioral Health 
as the Chief Behavioral Health Authority for the State of Nebraska.   
 
TARGET POPULATIONS FOR THE NE DIVISION OF BEHAVIORAL HEALTH 

§ 71-804 (2) defines a "Behavioral Health disorder" as "mental illness or alcoholism, drug 
abuse, problem gambling, or other addictive disorder".   

 
For all services funded by the Division of Behavioral Health, there is an income eligibility 
component.  The Division has a sliding fee scale to be followed by the six Regional Behavioral 
Health Authorities.  For example,  

• single person earning less than $10,400 may not be charged a co pay.  They may be charged 
therapeutic fees only -- not to exceed 10% of costs. 

• single person earning between $10,400 to $17,600 may not be charged a co pay.  They may 
be charged therapeutic fees only -- not to exceed 15% of costs. 

• A single person earning between $17,600 and $50,005, the providers may collect fees per 
the regional behavioral health approved fee schedules. 

• A single person earning over $50,005 is not financially eligible for the services to be paid by 
the Division of Behavioral Health. 

 
Most of the community based mental health and substance abuse programs assume the person 
being served has housing.  Affordable housing becomes an issue.  A State funded program 
under the Nebraska Behavioral Health Services Act is the Housing Related Assistance program.  
The eligibility criteria includes but is not limited to people who are adults with serious mental 
illness who are receiving Nebraska DHHS funded Behavioral Health Services.  There are other 
requirements such as each person served has in Individual Service Plan (ISP) with a goal of 
independent living.  The program uses the Housing Cost Burden standards as HUD defines it: 

• Moderate Cost Burden (Cost Burden > 30%) = Housing costs (including utilities) are 
between 31 and 50 percent of reported income.  

• Severe Cost Burden (Cost Burden >50%) = Housing costs (including utilities) are exceeding 
50 percent of reported income. 

 
REGIONAL CENTERS 
 
The Lincoln Regional Center, a 250 bed, Joint Commission-accredited state psychiatric hospital, is 
operated by the Nebraska Department of Health and Human Services.  The Lincoln Regional Center 
serves people who need very specialized psychiatric services and provides services to people who, 
because of mental illness, require a highly structured treatment setting.  The services provided 
include General Psychiatric, Forensic Psychiatric and Sex Offender. 
 
The Norfolk Regional Center is a 120-bed Sex Offender Treatment Center providing Phase I 
services in the Nebraska Sex Offender Treatment Program. The Nebraska Sex Offender Treatment 
Program is a three phase treatment program meant to reduce dangerousness and risk of re-offense 
for patients involved in treatment. Phase I treatment orients patients to the treatment process; begins 
working with patients to accept full responsibility for their sex offending and sexually deviant 
behaviors; teaches patients to give and receive feedback and utilize coping skills; and builds 
motivation for the intensive treatment in Phases II and III which are provided at Lincoln Regional 
Center. 
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The Hastings Juvenile Chemical Dependency Program (HJCDP) provides residential substance 
abuse treatment for young men paroled from the Youth Rehabilitation Treatment Center in 
Kearney, Nebraska.  The program is licensed for 40 beds and has an average length of stay of 
approximately 4-6 months.  Services must be pre-authorized through Magellan Behavioral Services. 
The Hastings Regional Center is a Joint Commission accredited facility.  
 
For more information on the Regional Centers, see the DHHS / Division of Behavioral Health web 
site at:   http://www.dhhs.ne.gov/beh/rc/rc.htm 
 
Regional Center Bed Capacity  (as of 7/01/09) 

LI�COL� REGIO�AL CE�TER (LRC) 

General Psychiatry Service Capacity 

      Building    3  Females 36 

      Building  10  Males 37 

      Building    5  Males 17 

Building 5  
       Building    5  Forensic  Psychiatric  Program (PSYC) 45 

      Building  14  Forensic Sex Offender Program 
                                                          85 

      Adolescent SO Tx Grp Home (Whitehall) - Male Only 8 

      Adolescent SO Res Tx (Whitehall) – Male Only 16 

total  244 

 

�ORFOLK REGIO�AL CE�TER (�RC) 

   1 West: Male Secure - SO 30 

   2 West: Male Secure - SO  30 

   3 East : Male Secure - SO  30 

   2 East: Male Secure - SO 30 

total 120 

 

Updated on July 07, 2010 
 

COMMUNITY MENTAL HEALTH 
Under the Nebraska Behavioral Health Services Act the Division of Behavioral Health Services was 
formed.  Under LB296 (2007), the name has been changed to Division of Behavioral Health, one of 
six Divisions within the Nebraska Department of Health and Human Services (see above).  The 
primary role involves State administration and management of non-Medicaid public behavioral 
health services through Regional Behavioral Health Authorities and direct service contracts.  In that 
capacity, the Division provides a state leadership role as the Mental Health Authority and State 
Substance Abuse Authority.  For more information on the role of the Nebraska Division of 
Behavioral Health Services, see “Description of State Agency's Leadership”.   
 
The Division of Behavioral Health contracts with the six Regional Behavioral Health Authorities 
for community mental health and substance abuse services.  The mental health regions were initially 
established in 1974.  The Nebraska Behavioral Health Services Act, Neb. Rev. Stat. §§ 71-807 to 
71-809 revised the regional administration of the Nebraska Behavioral Health System.  The Act 
retained the six geographic behavioral health “regions” as started in 1974.  §71-807 assigns all 93 
counties to one of six Behavioral Health Regions.  The Act renames the regional administrative 
entity as a Regional Behavioral Health Authority (RBHA), to mirror designation of the Division 
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as the state’s chief behavioral health authority.  Each RBHA is governed by a Regional Governing 
Board consisting of one county board member (locally elected official) from each county in the 
region.  The administrator of the RBHA is appointed by the Regional Governing Board.  
 

Region Regional Office Counties Population (2000) % of population 

1 (Panhandle) Scottsbluff 11 90,410 5.3% 

2 (West Central) North Platte 17 102,311 6.0% 

3 (South Central) Kearney 22 223,143 13.0% 

4 (Northeast & North Central)  Norfolk 22 216,338 12.6% 

5 (Southeast) Lincoln 16 413,557 24.2% 

6 (Eastern) Omaha 5 665,454 38.9% 

Totals  93 1,711,213 100.0% 

 

Each county in a behavioral health region provides funding as match against state general funds for 
the operation of the behavioral health authority and for the provision of behavioral health services in 
the region. 
  
The Act prohibits the regions from directly providing services except under very limited 
circumstances.  §71-809 (2) does provide exceptions.  One exception is a regional behavioral health 
authority may continue to directly provide services it operated on July 1, 2004. 
 
Each regional behavioral health authority has a regional advisory committee consisting of 
consumers, providers, and other interested parties. 
 
The RBHA is responsible for the development and coordination of publicly funded behavioral 
health services in the region pursuant to rules and regulations of the Department.   The Division of 
Behavioral Health contracts with the RBHA to purchase services using the funds received under the 
Federal Community Mental Health Services Block Grant. 
 
ASO FOR MH/SA SERVICES 
Starting in 1995, there has been a Medicaid managed care contract for mental health and a separate 
contract for behavioral health.   
 
On February 1, 2008, the State of Nebraska, Administrative Services, Materiel Division, Purchasing 
Bureau, issued a Request for Proposal, RFP Number #2356Z1 for the purpose of selecting a 
qualified contractor to provide “Behavioral Health/Children and Family Services/Medicaid and 
Long-Term Care” Administrative Services Organization (ASO) [Request for Proposal 2356Z1].  
The State of Nebraska was seeking a qualified contractor to provide a comprehensive ASO that will 
automate, manage, maintain, and coordinate the Mental Health and Substance Abuse treatment, 
Gambling Addictions and Child Welfare and Juvenile Services for the identified populations of the 
Behavioral Health, Children and Family Services, and Medicaid and Long-Term Care Divisions.   
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On April 16, 2008, it was announced that Magellan Behavioral Health was selected as the 
Administrative Service Organization contractor.  The contract began on May 1, 2008 and ends on 
June 30, 2010.  There are annual option contract years for State Fiscal Years 2011, 2012 and 2013. 
 
ASO Contract & Data Collection - The data base used for community behavioral health programs 
was moved to Magellan Behavioral Health during the first contract cycle.  Community based data 
collection by Magellan was implemented on July 1, 1997 and community-based utilization 
management was initiated in December of 1997 for those services requiring authorization. 
 
The current contract covering Nebraska Behavioral Health System (NBHS) includes the Magellan 
Behavioral Health data system.  Included in this contract are requirements for revisions to improve 
the State of Nebraska’s capacity to report data to meet Federal requirements.  
 
LASTING HOPE RECOVERY CENTER 
The Division of Behavioral Health directly contracts with the Lasting Hope Recovery Center 
(LHRC) in Omaha, NE.  The facility, which opened in 2008, offers access to clinical professionals 
and support staff 24-hours a day.  The 64-bed facility provides for the specialized needs of patients. 
There are 46 beds for people in immediate crisis who need a week or less of treatment, and 18 beds 
for those who require three to four weeks of inpatient care before they are ready for outpatient 
programs. Various levels of care are available including a crisis assessment and triage center, acute 
care and transitional care.  Community organizations are co-located at the LHRC including National 
Alliance on Mental Illness-Nebraska, The Salvation Army and Lutheran Family Services. Having 
these agencies on site provide clients a more seamless transition into the outpatient setting.  LHRC 
treats patients who experience both mental illness and substance abuse.  Evidence-based practices, 
including Wellness Recovery Action Plan (WRAP) and Peer Support Specialists are important 
elements of the treatment model. The overall goal is to instill hope, a sense of possibility and to 
rebuild a positive self-image for patients and help them get back to their daily routine. 
At Lasting Hope Recovery Center: Patients experiencing mental illness and co-occurring substance 
abuse disorders receive high-quality care; Law enforcement has a psychiatric “home-base” for 
people experiencing a crisis because of their mental illness; Families have access to expertise and 
support; and Educators and students will train in an enhanced mental health facility. 
 
ADDITIONAL DIVISIONS CONTRIBUTING TO THE BEHAVIORAL HEALTH SYSTEM 
Two other Divisions of DHHS that also contribute to the System of Care and provide mental health 
and substance abuse services for adults and/or children are the Divisions of Medicaid and Long 
Term Care (adults and children) and the Division of Children and Family Services (children only). 
The Division of Medicaid and Long-Term Care (MLTC) offers an array of services to address 
mental health and substance abuse issues of children and adults. The MLTC purchases the 
authorization of mental health and substance abuse services through an Administrative Service 
Organization (ASO) through a contract with Magellan Behavioral Health Services. 
 
The Division of Children and Family Services (CFS) consists of one Policy Section and five service 
areas. The Policy Section includes the Child Welfare Unit (CWU), the Office of Juvenile Services 
(OJS), the Economic Assistance and Child Support Enforcement Unit (EA/CSEU) and the 
Comprehensive Quality Improvement/Operations area (CQI/O). This Section coordinates the 
administrative supports to facilitate efficient operation of its programs, policies, and service 
offering. The CWU and OJS specifically develop policy and provide technical assistance in the 
areas of child abuse and neglect and juvenile services to service area staff, other division staff, and 
community partners. The Service Areas provide direct case management services to the children 
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and families involved with child welfare and juvenile services. OJS also operates two secure-care 
facilities for the detention and rehabilitation of serious youth offenders: the Youth Rehabilitation 
and Treatment Center in Kearney (YRTC-K) for boys, and the Youth Rehabilitation and Treatment 
Center in Geneva (YRTC-G) for girls. The CWU and OJS serve almost 11,000 children placed in 
state custody each year. At any point in time, Nebraska averages approximately 6,791 youth in state 
custody. The CWU serves about 5,181 youth and OJS serves about 1,601 youth. This does not 
include families being assessed for safety, non-court involved cases, or youth in the process of 
obtaining an OJS evaluation. 
 
 The separate Divisions within the Department of Health and Human Services share a common 
vision for behavioral health services for children: To provide children, adolescents and their 
families with the right service, in the right amount, at the right location, for the right length of time, 
at an affordable, sustainable cost. 
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Adult - New developments and issues that affect mental health
service delivery in the State, including structural changes such
as Medicaid waivers, managed care, State Children's Health
Insurance Program (SCHIP) and other contracting arrangements.
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This section addresses both  
Adult - Child - New Developments and Issues    

Narrative Question:  
New developments and issues that affect mental health service delivery in the State, 
including structural changes such as Medicaid waivers, managed care, State Children's 
Health Insurance Program (SCHIP) and other contracting arrangements. 
 AND 

Adult – Child   Recent Significant Achievements 
Narrative Question:  
Adult - A brief summary of recent significant achievements that reflect progress towards the 
development of a comprehensive community-based mental health system of care. 
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New Developments and Issues and Recent Significant Achievements   
 

State of �ebraska Budget Issues: 

At the National Mental Health Block Grant Meeting in Washington, DC (June 23, 2010), it was 
reported that 48 states are experiencing budget shortfalls.  Nebraska is clearly one of those 48 states.   
 

•  Nebraska tax revenue, which primarily comes from sales and income tax, dropped two 
years in a row after years of almost steady growth [source: Nancy Hicks (July 17, 2010) 
Lincoln Journal Star; accessed on July 19, 2010]. 
http://journalstar.com/news/local/govt-and-politics/article_b5665dc8-91e1-11df-9c3b-001cc4c002e0.html 
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Below is a summary of events since October 2009.   

• October 13, 2009 – Kerry Winterer, the CEO of the Nebraska Department of Health and 
Human Services, sent the following message to the employees: 

- Do not fill existing or new vacant positions unless absolutely essential.  

- Do not incur travel costs that are not immediately required or otherwise necessary for the 
maintenance of current direct service requirements.  

- Do not lease or purchase additional space or capital equipment unless an emergency 
exists.  

- Do not initiate programs, contracts, or services that require additional appropriations.  

- Initiate discussions within your organizations and begin making plans for a significant 
reduction in your current state appropriations.  This planning should occur with regard to 
all appropriations:  operations, aid, and capital construction for fiscal years 2010 and 
2011.  
 

• November 20, 2009 – Governor. Dave Heineman signed into law the budget adjustments 
approved by the Special Session of the Nebraska Legislature.  The package of reductions 
addresses an anticipated $335 million shortfall in state revenue during the 2009-2011 
biennium (July 1, 2009 to June 30, 2011).  The Governor’s budget proposal called for an 
across-the-board reduction of 2.5 percent to the FY2010 year (July 1, 2009 to June 30, 2010) 
to most state agencies and a 5 percent reduction in FY 2011 (July 1, 2010 to June 30, 2011).  
Gov. Heineman said “We are addressing Nebraska’s revenue shortfall by reducing spending, 
not by increasing taxes.  I appreciate the work of state senators during the past two weeks. 
We preserved the property tax credit program and we maintained a strong cash reserve for 
future financial challenges.” 
 

• April 14, 2010 – The budget adjustments approved for the state FY2011 year call for a two 
percent reduction in FY 2011 for most state agencies, with exceptions for education and 
public safety programs. 

 

• July 9, 2010 - Nebraska Department of Revenue.  Net general fund receipts for June 2010 
were $308.8 million, compared to the $343.6 million that had been projected by the 
Nebraska Economic Forecasting Advisory Board (NEFAB). Net receipts for the month of 
June were below the NEFAB projections by $34.8 million. For Fiscal Year 2009-10, state 
receipts are $76.4 million below projections. 
 

• July 16, 2010 – Governor Dave Heineman issued a directive that contract covered 
employees will take two furlough days between now (July) and the end of the year 
(December 31, 2010).  The furlough is expected to save the state $3.5 million.  The 
Governor reported how tax receipts for last fiscal year were $76 million less than projected. 

 
For more information, see Governor Dave Heineman’s news index web site: 
http://www.governor.nebraska.gov/news/index.html 

 

Help Line and Family �avigator Contract (Due to Safe Haven) 

November 25, 2009 - The Division of Behavioral Health announced that Boys Town will operate 
the children’s behavioral health Help Line and Family Navigator Services beginning on January 1, 
2010.  These services were authorized in LB 603, passed during the 2009 Legislative Session.  
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The Help Line will provide a single point of contact that’s available 24 hours a day, seven days a 
week, operated by trained personnel and supervised by licensed behavioral health professionals.  
Help Line operators will screen calls for immediate safety needs, identify the potential level of the 
behavioral health crisis, make recommendations or referrals to appropriate resources, and help the 
caller connect to emergency resources or providers as necessary.  Help Line operators may refer 
eligible families to Family Navigator Services. Family Navigators will be trained family peer 
support specialists with personal experience as a family member of a youth with a severe emotional 
disorder. If asked, Family Navigators will also help people apply for public assistance through the 
ACCESS Nebraska online application process to identify possible eligibility for state-funded 
services. 

Scot Adams, director of the Division of Behavioral Health in the Department of Health and Human 
Services (DHHS) said, “The Help Line will be a new resource for parents, guardians and primary 
caregivers of youth experiencing an urgent behavioral health situation.  The Help Line will focus on 
reducing the stress of the crisis being experienced by the caller, identifying immediate safety 
concerns, and giving recommendations or referrals to resources.  Family Navigator Services will 
follow within 24 to 72 hours when needed, providing family peer support and helping the family 
identify existing services.”  

Press release on http://www.dhhs.ne.gov/newsroom/newsreleases/2009/Nov/helpline.htm 
 

Regional Center Discharge Follow-Up Services Project Report 
prepared by the University of Nebraska Medical Center College of Public Health 
Final Report May 24, 2010 
 
Summary of Findings  

• under Nebraska Behavioral Health Reform (2004–2009), there were 316 Regional Center 
general psychiatric beds closed and approximately thirty million dollars transferred to 
community services. 

• Insurance Status at Admission – According to the Regional Center admission records, only 12% 
of the BHR consumers had private insurance or paid the cost of care themselves.  Forty-two 
percent (42%) of BHR consumers reported they did not have insurance.  The proportion of 
consumers with Medicaid and Medicare were 25% and 18%, respectively. The other insurance 
status for the remaining 3% was unknown. 

• This study followed 1,225 adult consumers discharged from selected units of the Regional 
Centers between 1/1/2005-12/31/2008, while Nebraska reformed the public mental health 
system from a reliance on state hospital care to community-based services. 

• Data on psychiatric diagnosis indicates that Behavioral Health Reform (BHR) consumers have 
more serious and difficult to treat behavioral health conditions than the general population of 
DBH-CS behavioral health consumers. Close to 50% of BHR consumers had a combination of 
“Serious Mental Illness, Personality Disorder, and Substance-Related Disorder”, while only 2% 
of the overall DBH-CS behavioral health consumers had this combination category.   

• According to SAMHSA’s Co-Occurring Center for Excellence (COCE), having co-occurring 
disorders (COD) increases the likelihood of having additional medical, social and legal 
problems.  Our finding indicates that 64% of BHR consumers have serious mental illness, in 
combination with substance abuse disorders. The COCE states that individuals with COD 
require a breadth of services including employment, education, housing, and legal assistance 
which is only possible by inter-agency collaboration to provide integrated care.   
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• Nationally, awareness of medical co-morbidities among people with serious mental illness has 
increased in recent years. Preliminary analysis of medical co-morbidities among BHR 
consumers indicates that medical conditions such as hypothyroidism, diabetes, and hypertension 
are relatively common in this population. Prevention and treatment of chronic and acute medical 
illnesses are important in increasing longevity and quality of life among people with behavioral 
health disorders.  

• After discharge from a Regional Center, 76% of BHR consumers used both behavioral and non-
behavioral health services (e.g., medical care, social service/economic assistance). The trend 
data shows that the proportion of people receiving Medicaid services remained stable while 
some other services, such as community-based behavioral health and economic assistance, 
declined over time. The proportion of people who used emergency service also declined during 
this period.  

• Substance Abuse and Mental Health Services Administration collects selected indicators such as 
readmission rates from state behavioral health programs.  Because the type of consumer 
population served and data systems implemented differ considerably across states, comparison 
and interpretation of findings from different states needs to be done with caution. Nevertheless, 
Nebraska has considerably lower readmission rates than the national average – 180 day 
readmission for Nebraska was 12.3% in 2009 compared to 21.3% nationally for 2008.   

 
See the complete report under the DHHS web site … Division of Behavioral Health: Community-
based Services … Recent Reports  
http://www.dhhs.ne.gov/beh/Reports.htm 
 

Norfolk Regional Center Discontinued General Psychiatric Beds 
As planned, in June 2010, the Norfolk Regional Center discontinued serving General Psychiatric 
patients.  The eleven individuals who were receiving their treatment at NRC were transitioned into 
the 90 beds at the Lincoln Regional Center.  This marked another accomplishment of NE’s 
Behavioral Health Reform.  It also allows NRC to solely provide treatment to those individuals who 
are committed for Sex Offender Treatment.   
 

Lincoln Regional Center Passes Inspections 
October 6, 2009 – The state-run psychiatric hospital passed two unannounced inspections recently.  
Inspectors with the Federal Centers for Medicare and Medicaid Services focused on treatment at the 
Lincoln Regional Center and found no deficiencies. LRC maintains Medicare and Medicaid 
certification and accreditation. 
 
These results are consistent with the inspection conducted earlier by the Nebraska Department of 
Health and Human Services on behalf of federal officials. That inspection found no basis for 
complaints alleging inadequate staffing and failure to protect patients’ rights. 
 

Lincoln Regional Center: Referral Management Process 
In Nebraska, individuals who are committed by a mental health board (civil commitment) are 
treated at a local community hospital.  The one exception to this occurs in Region 5 (Southeast 
Nebraska including the City of Lincoln) where all civilly committed individuals are provided 
treatment at the Lincoln Regional Center (LRC).   
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For the other Regions, the vast majority of committed individuals receive acute treatment at their 
local community hospital and are then transitioned to community based services.  Those individuals 
who are violent or who cannot be stabilized within a reasonable time frame, can be referred to the 
Lincoln Regional Center for services.  This referral process is managed by a team of individuals 
from the Regions (Emergency System Coordinators), Division of Behavioral Health / Community-
Based Services and DBH LRC.   
 
The Lincoln Regional Center provides 90 beds for General Psychiatric which are utilized by the six 
Regions.  These 90 General Psychiatric beds are divided between six Regions.  Each Region is 
responsible for managing their allotted number of beds.  Discharge planning is done collaboratively 
with the same individuals who are responsible for the referral / admission process.  The wait-time 
for admission to LRC is directly contingent upon the ability of those involved to develop and 
implement effective discharge plans.   
 
Challenges with effective discharge planning include securing community based services for 
individuals with co-occurring disorders of mental illness with developmental disabilities, traumatic 
brain injury, medical problems and related issues.  The Division of Behavioral Health is actively 
engaging in a variety of strategies to ensure that services for these special populations are 
accessible.   
 

Emergency Systems Benchmarks/Diversion Rates  
Starting State Fiscal Year 2009, the Nebraska Psychiatric Emergency Systems Team implemented a 
process to measure outcomes and emergency system diversion rates across the state.  
Representatives from the six Regional Behavioral Health Authorities and the Division of Behavioral 
Health make up the Nebraska Psychiatric Emergency Systems Team.  The team formed benchmarks 
to be used to measure effectiveness of the emergency system. During Fiscal Year 2010, the Division 
of Behavioral Health implemented a revised method of collecting data. The Emergency system data 
is gathered by the Regional Emergency Systems Coordinators, and is reported monthly to the 
Division of Behavioral Health.  This change was made in order to improve how we approached 
collecting data on crisis response programs and emergency system diversion rates. This report 
reflects those efforts from October 1, 2009 to June 30, 2010.  
 
The following is a description of the findings from the last three quarters of FY2010.  From the 
reporting Regions, there were 2,247 individuals (duplicated count) placed in EPC during the last 
three quarters of FY2010.  

– Goal # 1: the Emergency System is to provide services in the community to support 
consumers rather than utilizing the commitment process whenever possible. Data shows that 
a reported 76.1% of individuals (n=1710) had their EPC status dropped prior to receiving a 
commitment order. 

– Goal # 2: the Emergency System is to reduce the number of individuals ordered into an 
inpatient commitment. During the last three quarters of FY2010, only approximately 12.7% 
of individuals placed under EPC (n=285) were ordered to complete an inpatient 
commitment.  

– Goal # 3: crisis response services will be in place to prevent consumers from being placed in 
Emergency Protective Custody. During the last three quarters of FY2010, there were a total 
of 2,345 calls placed to crisis response programs. Around 72.3% of these calls (n=1,695) 
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necessitated contact by a crisis response program. For these 1,695 consumer contacts, 
around 90.6% (n=1,536) were diverted from being placed under EPC.  

 
Please contact Sarah Cox in the Division of Behavioral Health for more information 
on the EPC diversion rates in Nebraska. [Sarah.Cox@nebraska.gov | 402-471-7645]  

 

Substance Abuse Capacity and Data Management System 
The Division of Behavioral Health (DBH) put significant effort into improving the Substance Abuse 
Capacity and Data Management System.  This management system allows the DBH to collect 
information on available substance abuse capacity (outpatient and inpatient), individuals waiting for 
substance abuse treatment and the provision of interim services.  Substance Abuse providers track 
data which is sent to each Regional Behavioral Health Authority (RBHA) who aggregates their 
Region’s data and submits it weekly to DBH.  The DBH aggregates the statewide data received 
from the six RBHAs and facilitates a weekly statewide review and analysis of the data.  This 
provides a management process designed to ensure timely access to substance abuse treatment and 
to monitor the provision of interim services for those who are waiting to receive treatment.  The 
Substance Abuse Capacity and Data Management System is a rich data resource used by DBH and 
the RBHAs both on an individual client level (access) and for budget purchases (capacity).  The 
following items are a snapshot of analysis from the Substance Abuse Capacity and Data 
Management System.   

• Ten of the 21 substance abuse services the RBHAs report to the DBH are consistently above 
90% available regional capacity.  However, agency capacities for these services are not 
necessarily above 90%, which may allow the RBHAs opportunity to purchase additional 
units if needed. 

• The majority of people waiting for substance abuse service were women with dependent 
children (44.9%, n=146), followed by intravenous drug users (37.5%, n=122), mental health 
board commitments (17.2%, n=56), pregnant women (5.8%, n=19), and pregnant 
intravenous drug users (0.6%, n=2).   

• Most people waiting for substance abuse service were waiting for admission into short-term 
residential services (50.7%, n=175); followed by therapeutic community services (21.2%, 
n=73), dual disorder residential services (9.6%, n=33), outpatient services (7%, n=24), and 
intensive outpatient services (5.2%, n=18). Less than 5% of people waiting for service were 
waiting for halfway house (3.2%, n=11), intermediate residential (1.4%, n=5), outpatient 
dual (0.9%, n=3) or therapeutic community for youth (0.9%, n=3).      

• The average wait for individuals waiting to enter substance abuse treatment is 29.82 days. 
 

Consumer Peer-Run Services 
Consumers of mental health services have an important role to inform and improve the mental 
health system.  Part of the transformation of the mental health system is to embrace the concept of 
consumer recovery. Consumers can provide valuable and unique insight into the way health care is 
delivered and how it can be made better.  Nebraska has successfully accomplished (through 
partnerships) the implementation of a true Consumer Operated Service Program (COSP).  Keya 
House opened its doors on December 29, 2009. 
 
To that end in Nebraska, Region 5 Behavioral Health Authority supports COSP by contracting with 
the Mental Health Association of Nebraska (MHA-NE).  MHA-NE is a consumer-run, voluntary 
not-for-profit statewide association with Chapters located in communities throughout Nebraska.  
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MHA-NE brings together service recipients, families, professionals, advocates and concerned 
citizens to address all aspects of mental health and mental illness.  Thus, MHA-NE managed 
programs meet the criteria for Consumer Peer-Run Services (see the table below). 
 
Region 5 Behavioral Health Authority for Mental Health Association – NE  
FY2011 budget allocation (May 3, 2010) 

Program | Funding Source 

Supported Employment - MH 

state funds $267,787  

State $ - Other Sources (Vocational Rehabilitation) $100,000  

total  $367,787  

Hospital Diversion – MH  (Keya House) 

state funds $264,315  

Agency Fundraising/ Donations/ Interest/Other $65,000  

total  $329,315  

Combined total both programs $697,102  

 

Keya House  Hospital Diversion House   
December 29, 2009 – the Mental Health Association of Nebraska celebrated the opening of the 
KEYA House.  This is a unique and progressive program designed to provide adults living with 
mental illness with a safe and supportive environment to address escalating symptoms associated 
with their illness prior to the need of more invasive crisis level services. Keya House is a peer-run 
program for adults at least 19 years old with behavioral health diagnoses, who are not in severe 
crisis and who live in Southeast Nebraska, the Region V Systems service area. 
 
Keya House offers: 

• Peers helping peers with crisis prevention and diversion from psychiatric distress that may 
lead to hospitalization.  

• A comfortable, clean, and furnished four-bedroom house in a quiet and safe neighborhood.  

• Self help and proactive recovery tools to regain and maintain wellness.  

• Trained peer companions who are compassionate, understanding, empowering, and 
available twenty-four hours a day. 

 
This program is strictly voluntary and free of charge.  The individual can self- refer or be referred 
by a health professional or a family member. There is a registration process to ensure the 
appropriateness of the program for each individual as well as for the comfort of other guests.  The 
person may stay for up to five days.  Peer companions staff the house twenty four hours a day and 
can maintain contact and support at the individual’s request after the stay is finished.   
Guidelines – the individual must: 

• Be 19 years or older.  

• Not be in crisis or severe emotional distress.  

• Not have any known physical illness (fever, flu symptoms, intestinal distress, etc.)  

• Be able to maintain acceptable personal hygiene.  
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• Be responsible for preparing own meals and cleaning up after oneself.  

• Understand and sign a safety and responsibility contract.  

• Have permanent housing after your stay.  

• Must follow the house rules which are explained when you enter the house. 
 
Kasey Moyer, Associate Director of the Mental Health Association of Nebraska (MHA-NE) and a 
member of the State Advisory Committee on Mental Health Services, provided a report on Keya 
House as a Hospital Diversion resource at the February 4, 2010 meeting.   
 
For more information on this, see the Mental Health Association of Nebraska (MHA-NE) web site 
at  http://www.mha-ne.org/ 
 
Nebraska looks forward to developing and supporting additional Consumer Operated Services 
Programs (COSP) and will continue to utilize resources such as the SAMHSA Center for Mental 
Health Services Evidence-Based Practices / Knowledge Informing Transformation (KITs). 
 

�ebraska’s Consumer Voice 
During public comment at the August 13, 2009 State Advisory Committee on Mental Health 
Services meeting, Alan Green, Executive Director of the Mental Health Association of Nebraska 
(MHA-NE), made some remarks.  One remark involved a document titled, “Nebraska’s Consumer 
Voice: Leading a Change in Mental Health Services” by Melissa Donechske (Mental Health 
Association of Nebraska | April 2009).  On August 13, 2009, the State Advisory Committee on 
Mental Health Services made a recommendation to the Division of Behavioral Health that 
“Consumer Voices” be used as a foundation base for strategic planning.  Melissa Doncheske was 
invited to formally present the document to the State Advisory Committee on Mental Health 
Services on February 4, 2010.   
 
The purpose behind the “Nebraska’s Consumer Voice” project is to seek and document consumer 
opinions/feelings and then encourage dialog between all players (consumers, providers and policy 
officials) in finding solutions.  Here is a quick summary of the document “Nebraska’s Consumer 
Voice: Leading a Change in Mental Health Services”. 
 

ABSTRACT - The information provided in this paper is the collective voice of mental health 
consumers from all behavioral health regions in Nebraska, and is a result of our experiences 
within the system. It is a movement toward infusing recovery principles into Nebraska’s mental 
health service delivery system that will guide individuals toward Self-Help, Self-Determination, 
and Empowerment. Furthermore, this is an attempt to bring all stake holders, including 
consumers, providers, family members, and policy makers together to create a new vision of a 
system that is more Person-centered and Recovery-focused. Through full consumer 
participation this paper establishes 11 rules to implement into Nebraska’s current and future 
method of Behavioral Health service delivery. 

 
Here are the 11 Rules.   

Rule 1: Transportation Barriers Must Be Eliminated 
Rule 2: It Must Be Recovery Focused 
Rule 3: There Must Be Access to Services 
Rule 4: There Must Be Peer Provider Services 
Rule 5: There Must Be Access to Complete Medical Records 
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Rule 6: Care Must Be Based on Partnership between Consumer and Provider 
Rule 7: There Must Be Access to Affordable Housing 
Rule 8: There Must Be More Recovery Education 
Rule 9: There Must Be Opportunity for Competitive Employment 
Rule 10: There Must Be Access to Information Regarding Benefits 
Rule 11: Do No Harm (providers be trained in trauma-informed care) 

For more information on this, see the Mental Health Association of Nebraska (MHA-NE) web site 
at  http://www.mha-ne.org/ 
 

Transformation Transfer Initiative Grant (TTI) 
On November 4, 2008, the State Advisory Committee on Mental Health Services, which serves as 
the State Mental Health Planning Council under the Federal Community Mental Health Services 
Block Grant reviewed this proposal.  This Committee made the following recommendation: 

“This Committee recommends support for this proposal.  This includes Peer Support for 
both consumers and the family members.  It is timely in the state’s transformation.” 

 
The Division of Behavioral Health submitted the grant application on November 6, 2008.  The 
Division of Behavioral Health was notified by National Association of State Mental Health Program 
Directors (NASMHPD) on December 8, 2008 of the grant award.  Due to the nature of the grant, a 
contract needed to be developed between NASMHPD and the Division.   
 
The State Advisory Committee on Mental Health Services wanted both consumers and the family 
members to be addressed under the TTI grant.  The initial work on the TTI grant addressed both.  
However, as LB603 moved forward, including the § 71-823 Family Navigator Program, the 
decision was made to drop the family members from the TTI grant.  This was because LB603 
expects a peer support type of service, called Family Navigator Program be established no later than 
January 1, 2010.  The program shall be administered by the division and consist of individuals 
trained and compensated by the department.  Children and Family Behavioral Health Support Act 
(71-821 to 71-827) was added to the Nebraska Behavioral Health Services Act under LB603, 2009 
(operative date May 23, 2009).   
 
Carol Coussons de Reyes started work as the administrator for the Division of Behavioral Health 
Office of Consumer Affairs on May 18, 2009.  She was the Project Manager for the TTI Grant.   
 
The Division of Behavioral Health contracted with the University of Nebraska Public Policy Center 
to help assist in the implementation of the TTI grant.  The Scope of Work includes Prepare a 
Request for Proposal (RFP), Administer a Competitive Bid Process, Complete an Evaluation, 
prepare a report on What Other States Are Doing, and related tasks.   
 
As a result of the competitive bid process, a contract was awarded to Focus on Recovery-United, 
Inc. (FOR-U), a peer-run organization located in the state of Connecticut. This organization has 
provided education and training and curricula development over the past 6 years – all for people in 
recovery by people in recovery. Central to the work at FOR-U is the philosophy of Intentional Peer 
Support (IPS), developed by Shery Mead. Fundamental to Mead’s work on peer support is 
establishing intentional relationships. IPS is a way of thinking about purposeful relationships. It is a 
process where people use the relationship to look at things from new angles, develop greater 
awareness of personal and relational patterns, and to support and challenge each other as they try 
new things.   
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A selected group of individuals received training on peer support during a period of eight days in 
the city of Lincoln, Nebraska.  Participants of the training received information about Intentional 
Peer Support (IPS), Self-Care, and Peron-Centered Planning (PCP).  Trainers for these activities 
were members of the Focus on Recovery-United, Inc. (FOR-U).  The training activity was 
conducted between February 6 and February 11, 2010 (from 9 a.m. to 5 p.m. including weekends) 
in Lincoln, Nebraska.  A total of 31 participants were present at the end of the training activity.   
 
For more information related to the TTI Grant activities see Adult – Plans to Address Unmet Needs 
or contact:   

Carol Coussons de Reyes, Certified Peer Specialist, MS 
Administrator for the Office of Consumer Affairs 
Division of Behavioral Health 
carol.coussonsdereyes@nebraska.gov 
402-471-7853 (office phone) 

 

Revising Service Definitions and Regulations 
The Division of Behavioral Health, in partnership with the Division of Medicaid and Long Term 
Care, have implemented a process to collaborate review each of the service definitions for the 
Mental Health waiver and non-waiver services.  The Division of Behavioral Health has produced  
four (4) drafts to date.  The Division is proceeding with the development of the Title 206 Rules and 
Regulations revision process.  To date, there have been a number of drafts produced with input from 
a variety of stakeholders.  The package of service definitions will be moved into the draft Title 206 
Regulations.  As a result, they went through public review through the regulation review process on 
August 19, 2010. 
 
The draft for the Service Definitions and the Regulations can be seen on the NE Department of 
Health and Human Services web site under the Division of Behavioral Health: Community-based 
Services section – Quality Improvement Projects  http://www.dhhs.ne.gov/beh/behindex.htm 

- Adult Behavioral Health Service Definitions 
- Draft Regulations http://www.dhhs.ne.gov/beh/2010-pub-hrg-regs.htm 

 
The approved service definitions and regulations are expected to be implemented by January 2011. 

�ebraska as is an official SOAR State!  
On May 26, 2010, Nebraska received confirmation from Dr. Gretchen Stiers, Chief of the Homeless 
Programs Branch at SAMHSA that NE is an official “SSI/SSDI Outreach, Access and Recovery” 
(SOAR) State!   
 
Homeless individuals with mental health problems often experience challenges with accessing their 
benefits administered by the Social Security Administration (SSA).  In addition, individuals who are 
transitioning from jails, prisons, and hospitals often have difficulty accessing the services to assist 
with successful community living.  The application process for Supplemental Security Income (SSI) 
and Social Security Disability Insurance (SSDI) is complicated, detailed, and often difficult to 
navigate.   
 
This Federal Technical Assistance will help consumers by teaching staff in community based 
programs the details needed to be covered in a successful application for SSI/SSDI.  These are 
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disability income benefits are needed by consumers to also receive either Medicaid and/or Medicare 
health insurance.  Accessing these benefits is often a critical first step in recovery.   
 
For more information on SOAR technical assistance see: http://www.prainc.com/soar/ 
 
The “Nebraska SOAR Kick-Off Forum” will be Friday, September 10th from 8:30 AM-5:00 PM at 
Omaha’s Community Alliance (4001 Leavenworth Street).  The Kick-Off will be a one-day 
planning event for purpose of successful SOAR Nebraska implementation.  For more information 
on the SOAR program in Nebraska contact: 
 

Charles W. Coley, MS 
Program Coordinator 
Nebraska Homeless Assistance Program (NHAP) 
Division of Children and Family Services 
Nebraska Department of Health and Human Services 
Phone: (402) 471-9200  charles.coley@nebraska.gov 

Behavioral Health Consumer Survey Shows Positive Results 

November 13, 2009 – People are generally satisfied with services they receive from mental health 
or substance abuse providers across the state, according to the 2009 Behavioral Health Consumer 
Survey.  
 
“While we realize that not all consumers who were contacted chose to participate, this is a good 
statewide sampling and gives us a pretty good look at what they’re experiencing as a group,” said 
Scot Adams, director of the Division of Behavioral Health in the Department of Health and Human 
Services. “This information will be very useful as we continue to improve the behavioral health 
system.” 
 
Results from the adult survey indicate that:  

• More than three-fourths (79.8%) of adult consumers were satisfied with their level of 
involvement in treatment planning;  

• 86.3% were satisfied with the services they received;  

• 87.8% responded positively to the questions related to quality and appropriateness of 
services; and  

• 82.1% thought that the services were accessible.  

A number of parents or guardians responded to the youth survey on behalf of children ages 5 to 19 
years old who were receiving services:  

• 67.7% indicated they were satisfied with the services their child received;  

• Over half (51%) had Medicaid coverage;  

• 82.0% responded positively to questions regarding cultural sensitivity including that staff 
were sensitive to cultural/ethnic backgrounds and the family’s religious/spiritual beliefs; and  

OMB No. 0930-0168                         Expires: 08/31/2011     Page 65 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 65 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 65 of 342

http://www.prainc.com/soar/


Adult - Child - New Developments and Issues / Aug 30, 2010 / page 12 
 

• 81.1% responded positively to questions regarding social connectedness, including that the 
responder felt they belonged to their community and would have support they needed from 
family and friends in a crisis.  

Adams said that both surveys represent increasingly positive reports over last year’s survey. 
 
The Department contracted with the University of Nebraska Medical Center, College of Public 
Health, to conduct phone and mail surveys. The surveys can be found at 
http://www.dhhs.ne.gov/beh/mh/mh.htm.  

Source:  http://www.dhhs.ne.gov/newsroom/newsreleases/2009/Nov/behsurvey.htm 

Groups Receive Youth Suicide Prevention Grants; Future Grants Also 

Available 

May 21, 2010 – Suicide is the second leading cause of death for Nebraskans ages 15 to 19, but 
education and awareness can save lives and help prevent many suicides.  
 
The Nebraska Youth Suicide Prevention Project recently awarded grants to five suicide prevention 
coalition groups. The grants focus on increasing general awareness of suicide as a preventable 
public health issue and decreasing Nebraska’s youth suicide rates. 
 
“We’re part of a national effort to prevent suicide among youth,” said Scot Adams, director of the 
Division of Behavioral Health in the Department of Health and Human Services. “Since we know 
some youth are at higher risk for suicide, the grants focus on prevention and intervention activities 
like outreach and screening.” 
 
The five suicide prevention coalition group that recently received grants are:  

• Hall County Suicide Prevention Coalition, $5,000 
Contact: Virgil Harden, Grand Island Public Schools on behalf of the Hall County Suicide 
Prevention Coalition  

• Lincoln Indian Center, $4,000  
Contact: Clyde Tyndall, Executive Director, Indian Center, Inc.  

• Northeast Nebraska Youth Suicide Prevention, $5,000 
Contact: Rev. Robin Stoops, Norfolk Area Ministerial Association  

• South Central Suicide Prevention Coalition, $5,000  
Contact: Cindi McDowell, South Heartland District Health Department  

• Panhandle Suicide Prevention, $5,000  
Contact: Kimberly Engel, Director, Panhandle Public Health District  

In addition, a second round of grant funding is now available. Community-based groups in 
Nebraska can apply by June 1st for grants of $1,000 to $5,000 to implement practices to prevent 
suicide among youth up to age 24. Applicants should propose community projects focusing on 
youth at high risk for suicide, including youth involved in multiple systems, minority youth and 
youth in transition to adulthood, including young returning veterans. 
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Details of the recent grants and an application for the new round of grants from the Nebraska Youth 
Suicide Prevention Project can be found at www.youthsuicideprevention.nebraska.edu  
 
Grant funding comes from the Substance Abuse and Mental Health Services Administration 
(SAMHSA), U.S. Department of Health and Human Services. DHHS will work with the University 
of Nebraska Public Policy Center and Interchurch Ministries of Nebraska to carry out grant 
activities and evaluate the project’s progress.  

For more information contact:  Danielle Sodergren, Interchurch Ministries of Nebraska, Suicide 
Prevention and Military Outreach Coordinator, (402) 476-3391 

Source:  http://www.dhhs.ne.gov/newsroom/newsreleases/2010/May/suicideprevention.htm 

Take Online Survey as Part of Behavioral Health Strategic Planning 

Process 

June 14, 2010 – Now’s a good time to tell the Division of Behavioral Health what you think should 
be included in the draft strategic plan for Nebraska’s behavioral health system.  
 
“I’d like to encourage consumers, family members and providers to take our short, quick online 
survey,” said Scot Adams, director of the Division of Behavioral Health in the Department of 
Health and Human Services. “We want to hear from as many people as possible. Your information 
will be combined with others and help guide the Division as it crafts a strategic plan to prioritize 
activities for 2011 through 2014.”  
 
The online survey and ideas on other ways to participate in the strategic planning process can be 
found at http://www.dhhs.ne.gov/behavioral_health.  
 
“The plan will provide a framework to guide activities and priorities for the Division as a principal 
leader, a partner and a participant in the statewide behavioral health system,” Adams said. “It will 
include broad priorities for the entire behavioral health system, and the plan’s goals and objectives 
will help gauge progress toward meeting critical system priorities.”  
 
Adams is leading the process with the help of a Joint Strategic Planning Committee that includes 
members from the Gambling Advisory Group, the Mental Health Advisory Group, the Substance 
Abuse Advisory Group, Regional Behavioral Health Authorities and the Division of Behavioral 
Health.  
 
In addition, three national experts are providing critical expertise, especially in how health care 
reform relates to behavioral health services. They are: Shery Mead, Shery Mead Consulting; 
Monica E. Oss, CEO, Open Minds; and Thomas Kirk, Ph.D., Kirk Consulting. 
 
The draft strategic plan will be available for review this fall. It builds on the vision developed by the 
Behavioral Health Oversight Commission, whose members were appointed by the Governor.  

Source: http://www.dhhs.ne.gov/newsroom/newsreleases/2010/June/bhsurvey.htm 
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NE Jail Standards Board  Jail Screening Questions   
There was a very important accomplishment this year as part of the Justice Mental Health Grant.  
The Jail Standards Board, an independent governing board under the Nebraska Crime Commission's 
Jail Standards Division, approved mental health jail screening questions.   
 
The Division of Behavioral Health has a grant from the U.S. Department of Justice – Bureau of 
Justice Assistance (BJA) Grant \ Justice and Mental Health Collaboration Program.  Nebraska 
started with a Category I Planning Grant (from 11/01/2007 to 10/31/2008).  Under that grant, a 
strategic plan was completed.  The vision in that strategic plan is to develop a seamless system of 
behavioral health screening, assessment, treatment and supports accessible at appropriate points 
throughout involvement in the juvenile and criminal justice systems.  One of the focus areas was the 
idea to implement standardized mental health and substance abuse screening instruments in the jails 
that prompt referrals for services.  That ended up becoming Goal 3 under the second grant.  For 
more information on this justice mental health strategic plan see … 

http://www.dhhs.ne.gov/beh/NEJusticeMHStrategicPlan-UN_PPCFinalReport-Oct31_2008.pdf 

 
The Nebraska Division of Behavioral Health Services applied for and received a Category II: 
Planning and Implementation grant (from: Sep 01, 2008 to Aug 31, 2011).  The overall theme for 
this second grant is collaborative partnerships to address interagency coordination & 
communication in order to implement system improvements for persons with mental illness in the 
Criminal Justice System.  The primary target population for the second grant is young adults 18 to 
24 years of age.  
 
A Steering Committee was developed for the project and involved state agencies including DHHS 
Division of Behavioral Health, DHHS Office of Consumer Affairs, DHHS Division of Children and 
Family Services, Department of Correctional Services, Administrative Office of the Courts 
Probation Administration, and the Nebraska Crime Commission (Community Corrections Council 
and Jail Standards). 
 
The Nebraska Justice Mental Health grant follows the Sequential Intercept Model developed 
through the GAINS Center. The various intercepts are intended to provide mental health 
intervention across the phases of justice involvement – (1) contact with law enforcement, (2) initial 
detention and court hearing, (3) involvement in with courts and in jail or prison, (4) reentry to the 
community, and (5) parole/probation.  The Goals for the second grant and the corresponding 
intercept number for the second grant are below.  
 
Intercept Goals 

1 1: 
Provide consistent statewide training for Nebraska Law Enforcement Officers 
to improve responses to people with mental illnesses 

1 2: Expand or improve access to crisis response services in Nebraska  

2 3: 
Implement standardized mental health and substance abuse screening protocols 
in the jails that prompt referrals for services 

2 4: 
Increase resources to community mental health to provide diversion services 
through the use of Forensic Intensive Case Management 

4 & 5 5: 
Enhance affordable supportive housing for justice involved youth transitioning 
to adulthood and young adults 
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As work started on the development of a standardized mental health screening protocol, it was 
recognized that many of Nebraska jails were utilizing some form of screening.  However, the clear 
identification of mental health risk and needs was not consistently being done nor were there clear 
linkages to behavioral health services.  It was anticipated that the standardized screening would be 
provided to every person arrested in all 79 Nebraska jails and detention centers.  Goal 3 was 
designed to implement a standardized statewide mental health and substance abuse screening 
instruments in all the jails that prompt referrals for services.  A work group was formed and the task 
of developing recommendations started.   
 
The Jail Standards Board has the statutory authority to develop and implement minimum standards 
for adult jails, temporary holding facilities and juvenile detention facilities throughout Nebraska.   
This is Board is responsible for jail standards and an inspection program.  It is administered by a 
"grassroots" representative board, providing optimum opportunity for those impacted by the 
standards to have input into the process.  While the Jail Standards Board operates as an independent 
governing board, staff and administrative support are provided by the Crime Commission's Jail 
Standards Division.  The Jail Standards Board is comprised of 11 members, nine of which are 
appointed by the Governor for three year terms.  For more information on the Jail Standards Board, 
see    http://www.ncc.state.ne.us/crime_commission/membership/committees/jsb.htm 
 
On 7/31/2009, Cameron White, Behavioral Health Administrator for the Nebraska Department of 
Correctional Services and Jim Harvey, DHHS Division of Behavioral Health, provided an update on 
the process of the Jail Screening Recommendations and what the current status is on these 
Recommendations.  
http://www.ncc.ne.gov/meeting_minutes/jsb/minutes/July%2031,%202009%20Meeting%20Minutes.pdf 

 
The actual recommendations were developed by the Jail Screening Work Team chartered by the 
University of Nebraska Public Policy Center, facilitated by Travis Parker, under contract with the 
Division of Behavioral Health.  The recommendation was expanding upon the existing practices.  
Under the current standards, questions number 2, 4, 6, and 7 were already being used as part of the 
medical screening.  The proposed questions are below.    
 
PROPOSED JAIL SCREENING QUESTIONS / July 31, 2009 
 

Behavioral Health Questions Asked of the Arresting Officer.   
1) Has this arrestee demonstrated any behaviors which might suggest the presence of a 

mental illness?  If yes, what? 
2) Has this arrestee demonstrated any behaviors which might suggest suicidal tendencies?  

If yes, what?  
3) Has there been any indication that the arrestee is acting so negatively toward their 

charge(s) that they might engage in self harming behavior?  If yes, what have you 
observed?  

 
Behavioral Health Questions Asked of the Detainee. 

4) Do you have a serious mental health condition(s) which may need attention while you 
are here?  If yes, what?  

5) Have you been hospitalized for emotional problems within the last year?  If yes, what 
were the problems, when were you hospitalized and where?  

6) Have you ever attempted suicide?  If yes, what did you do to yourself and how long ago 
did you do it?  
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7) Are you currently thinking about suicide?  If yes, what is your plan?  How would you do 
that?  

 
Responses/Observations of the Jail or Juvenile Detention Booking Officer. 

8) Do you believe that the arrestee is capable of understanding all the questions asked of 
him/her?  If no, do you believe his/her comprehension problems are related to a mental 
health condition?  

9) Does this arrestee have any institutional history of alerts (i.e. being placed on suicide 
watch during a prior incarceration)?  If yes, what are those alerts?  

10) Is there any indication that the arrestee is reacting so negatively toward his/her charge(s) 
that he/she might engage in self-harming behavior?  If yes, what have you observed? 

11) Do your physical observations of the arrestee align with what he/she is verbally sharing 
with you (i.e. the arrestee is stating that they have never attempted suicide while 
avoiding eye contact with you and you notice scars or fresh cuts on one of his/her arms)?  
If no, what are the discrepancies you have observed?  

 

For the Medical Screening Instrument:  Have you ever received an injury to your head, or been 
treated for an illness that affected your brain, that resulted in a long-term change in your mental 
abilities?  

On 10/16/2009 the Jail Standards Board approved the following motion:   
A motion was made by Reiber and seconded by Peschong to approve and adopt the 
Proposed Jail Screening Questions that were developed through Nebraska's Justice Mental 
Health Initiative.  
http://www.ncc.ne.gov/meeting_minutes/jsb/minutes/October%2016,%202009%20Meeting
%20Minutes.pdf 

 

After the Jail Standards Board approved the jail screening questions, the Division of Behavioral 
Health started working with the six Regional Behavioral Health Authorities on implementation 
issues. The problems mostly involve how to manage the work that needs to be done with reduced 
budgets on a sustainable basis after the grant ends on August 31, 2011. 

 

Joint Meeting of the State Committees on Mental Health & 

Substance Abuse Services 
On May 6, 2010 in Lincoln, the Division of Behavioral Health facilitated the first ever joint meeting 
of the State Advisory Committee on Mental Health Services and the State Advisory Committee on 
Substance Abuse Services.  Representatives from the State Committee on Problem Gambling also 
attended.  There were 18 of the 23 members of the State Advisory Committee on Mental Health 
Services and 8 of 12 members of the State Advisory Committee on Substance Abuse Services 
present for this first joint meeting of the two committees.  The roll call determined a quorum was 
met for both committees.  The meeting started 8:30 a.m. and ended at 4:20 pm. 
 
This integrated meeting served as another vehicle to continue dialogue and planning for Nebraska’s 
need to enhance and expand services for those with co-occurring disorders.  Based upon the 
knowledge gained and attendees reports, the Division of Behavioral Health plans to host an 
integrated Advisory Board meeting on an annual basis.   
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This meeting helped to further document the unmet needs of this population.  For more details see 
GAP #2:  ADDRESSING CO-OCCURRING MENTAL HEALTH AND SUBSTANCE ABUSE 
PROBLEMS. 
 

Division of Behavioral Health Honored for Supporting National 

Guard and Reserve Employees 
Source:  http://www.dhhs.ne.gov/newsroom/newsreleases/2010/Aug/beh.htm 
 
August 2, 2010 – The Division of Behavioral Health has received the “Pro Patria” award as 
outstanding public sector employer for 2009, the highest recognition given by the Nebraska 
Committee for Employer Support of the Guard and Reserve (ESGR). ESGR is a Department of 
Defense volunteer organization that works with employers and Guardsmen and Reservists to help 
minimize conflicts between military duties and civilian career responsibilities. Approximately 46 
percent of the total available United States military manpower is made up of military reserve 
components. 
 
The Pro Patria (for {one’s} country) award is presented annually to one Nebraska employer in three 
categories: small private business, large private business, and a public sector employer. It honors 
Nebraska employers who’ve provided the most exceptional support to our national defense through 
leadership practices and personnel policies that support their employees who serve in the National 
Guard and Reserve. 
 
Over the past four years the Division of Behavioral Health has honored and supported employees’ 
professional military and civilian growth and overall well-being in numerous ways. During 
employees’ military transitions, the Division has been very supportive and caring of their families, 
providing gifts to families during times of out-processing, training and/or deployment.  Scot Adams, 
Director of the Division of Behavioral Health, accepted the award on behalf of the Division, but 
stated the award was for the entire NE Department of Health and Human Services.  
 
 

RentWise Sustainability Is Achieved 

On February 4, 2010 Danielle Hill, Executive Director of the Nebraska Housing Developers 
Association, did a presentation on RentWise to the State Advisory Committee on Mental Health 
Services.  The Committee reacted with a letter of support on the value of the RentWise training.  
The committee also supported the role the Nebraska Housing Developers Association is filling on 
developing a sustainable statewide coordination mechanism for a tenant education delivery system. 
 
In their letter of support, Bev Ferguson, Chair the Committee, noted that the RentWise curriculum 
teaches independent living skills consumers with serious mental illness need such as 
communicating with your landlord and neighbors, managing your money, finding a place to call 
home, getting through the rental process, taking care of a home and when you move out. What has 
been missing is the statewide coordination mechanism for this tenant education program. 
 
At the August 12, 2010, Danielle Hill announced that the Nebraska Housing Developers 
Association has agreed to serve as the Lead Agency for RentWise in Nebraska.  For the last few 
years, there has been a goal to develop a sustainable statewide coordination mechanism to support 
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RentWise.  The Board of Directors for the Nebraska Housing Developers Association has indicated 
their desire for the Association to provide leadership to RentWise through their last two strategic 
planning sessions. 
 
Ms. Hill reported there are now six (6) RentWise Networks in various stages of formation:   

1. Heartland Family Services, Coordinating Agency for Omaha RentWise Network;  
2. LIncoln Housing Authority, Coordinating Agency for Lincoln RentWise Network;   
3. Community Action Partnership of Mid-Nebraska, Coordinating Agency for Southwest 

Nebraska Network;  
4. Center for Independent Living, Coordinating Agency for South Central Nebraska Network;  
5. Community Action Partnership of Western Nebraska, Coordinating Agency for the 

Nebraska Panhandle; and  
6. Goldenrod Hills Community Action, Coordinating Agency for Northeast Nebraska 

RentWise.   
 
She also reported there are 50 trainers actively delivering RentWise curriculum.  There are more 
than 300 trainers trained to deliver RentWise.   
 
For more information, contact Danielle Hill, Executive Director, Nebraska Housing Developers 
Association [(402) 435-0315 x1 / danielle@housingdevelopers.org]. 
 

Child Welfare Reform: Out of Home Framework 
 

On July 1, 2008, the Department of Health and Human Services, Division of Children and Family 
Services (CFS), began the process of improving the manner in which the State of Nebraska 
purchases services for Child Welfare and Office of Juvenile Services clients.  On that day, the 
Department implemented contracts with five lead agencies to provide safety and in-home services 
to CFS clients, a reduction from over 100 contracts.  The new contracts contain incentives to 
encourage exceptional contractor performance and performance is tied directly to outcomes that 
have been shown to provide safety, permanency, and well-being for children, youth, and the 
community. 

On September 5, 2008, CFS announced the next steps in its ongoing efforts to improve services to 

children, youth, and their families by releasing the Out-of-Home Care Reform: Framework.  The 
high-level plan outlined CFS' intentions to expand lead agencies, to take a performance-based 
approach to contracting for services, including non-treatment care, and to require lead agencies that 
are responsible for that care to also provide limited coordination of the services CFS clients 
receive.   

CFS publicized an email address to seek public comment, scheduled fourteen public forums at ten 
different locations around the state, and held a meeting with all CFS staff to gather information and 
suggestions about the framework recommendations.  A great deal of information was received, 
reviewed, and considered as CFS moved forward with the reform plan.  On November 7, 2008, CFS 

released a summary of the input in Out-of-Home Care Reform: Input and Next Steps and updated 

the Out-of-Home Care Reform: Timeline (Revised) .  Later that month, CFS incorporated the 

input into the Framework Recommendations for Out-of-Home Care Reform and revised the 
Out-of-Home Care Reform: Timeline (Revised).   
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CFS then released the Out-of-Home Care Reform: Request for Qualifications and asked 
interested organizations to respond by January 15, 2009.  Nine agencies responded to the RFQ.  
Two agencies were disqualified because their applications did not meet submission requirements.  
The remaining seven applicants were reviewed by Service Area Administrators and a review team, 

whose members were designated by the Service Area Administrators.  The team used the Out-of-
Home Care Reform: Scoring Tool, a standard review tool, to rank the applicants . DHHS Finance 
Section staff also reviewed the financial information the applicants submitted.    Because of the 
number of qualified applicants in several Service Areas, not all successful applicants were asked to 
continue to the negotiation process.  Of the seven applicants, six were selected to continue on to the 

negotiation process.  A list of all applicants and their rankings is provided in Out-of-Home Care 
Reform: Applicants and Rankings.   

Children’s Public Health Insurance Expansion 

Children’s Health Insurance:  On September 1, 2009, more of Nebraska’s children became eligible 
for medical assistance through the Children’s Health Insurance Program (CHIP). As a result of 
federal legislation (CHIPRA) and recent Legislative action (LB603), income limits for the CHIP 
will be relaxed to include children whose family income does not exceed 200% of the Federal 
Poverty Level (FPL).  Kids Connection is health care coverage for qualified children who are 
without other health insurance and who do not qualify for Medicaid.   Federally called the 
Children's Health Insurance Program (CHIP), it provides the same services covered under 
Medicaid.  The Kids Connection is an extension of Medicaid (Title XIX), making Medicaid 
providers automatically eligible to provide health care services to CHIP (Title XXI) eligible 
children. In Lancaster, Douglas and Sarpy Counties, Kids Connection is part of Nebraska Health 
Connection – the Medicaid Managed Program.  
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From the 2010 session of the Nebraska Legislature, there were no major changes to state statute 

impacting the Division of Behavioral Health.  The results from the 101st Nebraska Legislature can 

be viewed at  http://www.unicam.state.ne.us/.  However, there were several Legislative Resolutions.  

The complete set of Legislative Resolutions can be seen on  

http://www.unicam.state.ne.us/pdf/reports/interim/2010_interim_study.pdf.  One Legislative 

Resolution specifically directed to the Division of Behavioral Health is LR513.   

 

LR513 -  Interim study to review the implementation of the �ebraska Behavioral Health 

Services Act by the Division of Behavioral Health of the Department of Health and Human 

Services 

 

PURPOSE:  

(1) The purpose of this interim study is to review and assess the implementation of the Nebraska 

Behavioral Health Services Act by the Division of Behavioral Health of the Department of Health 

and Human Services and, if appropriate, provide recommendations for legislation to strengthen the 

enactment of the act. 

 

(2) The Nebraska Behavioral Health Services Act states that: 

(a) The division is the chief behavioral health authority for the State of Nebraska and shall 

direct the administration and coordination of the public behavioral health system, including, 

but not limited to: 

(i) Administration and management of the state regional centers and any other 

facilities and programs operated by the division; 

(ii) Integration and coordination of the public behavioral health system; 

(iii) Comprehensive statewide planning for the provision of an appropriate array of 

community-based services and continuum of care; 

(iv) Regional budgets and audits of regional behavior health authorities; 

(v) Development and management of data and information systems; 

(vi) Prioritization and approval of all expenditures and reimbursement methodologies 

for behavioral health services and fees to be paid by consumers of such services; 

(vii) Cooperation with the department in the licensure and regulation of behavioral 

health professions, programs, and facilities; 

(viii) Cooperation with the department in the provision of behavior health services 

under the medical assistance program and audits of behavior health programs and 

services; and 

(ix) Promotion of activities in research and education to improve the quality of 

behavioral health services, recruitment and retention of behavioral health 

professionals, and access to behavioral health programs and services; and 

(b) The department shall adopt and promulgate rules and regulations to carry out the Act. 

 

(3) The interim study shall be conducted by the Health and Human Services Committee of the 

Legislature in consultation with the Department of Health and Human Services, the Division of 

Behavioral Health, the state advisory committees created in sections 71-814 to 71-816, the 

Children's Behavioral Health Oversight Committee of the Legislature, the Legislative 

Performance Audit Committee, the Behavioral Health Support Foundation, the Magellan 

Partnership Quality Improvement Team, the report of the Children's Behavioral Health Oversight 

Committee of the Legislature, and participation of other stakeholders representing state and local 

government, professionals, provider organizations, consumers, consumer advocates, and other 

parties, and information, deemed helpful to the Health and Human Services Committee. 
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(4) Issues to be considered by the Health and Human Services Committee for the interim study may 

include, but shall not be limited to: 

(a) The division's completion of a strategic plan for continuing reform and transformation of 

the public behavior health system in accordance with the Nebraska Behavioral Health 

Services Act, including, but not limited to: 

(i) The development of an enhanced performance measurement system to gather data 

that is aggregated for system-wide use in planning, monitoring performance, and 

supporting decision making, especially the best use of funding, including the 

adoption and use of standard performance measurement instruments and a consumer 

assessment tool specifically geared to outcomes associated with evidence-based 

practices; 

(ii) The evaluation and analysis of timely consumer access to behavioral health 

services and standards and adjustments to comply with service capacity and 

efficiencies; and 

(iii) Optimizing the use of available funding for behavioral health services by 

initiating regulatory reform to reduce redundancy, costs, and burdens in the delivery 

system that do not impact service delivery but achieve reduced costs; and 

 

(b) The department's completion of the development of rules and regulations to: 

(i) Implement the Nebraska Behavioral Health Services Act; and 

(ii) Integrate state and federal regulations across and between the Division of 

Behavioral Health, the Division of Public Health, and the Division of Medicaid and 

Long-Term Care of the Department of Health and Human Services, including 

Medicaid Rehabilitation Options. 
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Adult - A description of how the State mental health agency
provides leadership in coordinating mental health services within
the broader system.
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Narrative Question:  

Adult - Child - A description of how the State mental health agency provides leadership in 

coordinating mental health services within the broader system. 

 

Description of the Division of Behavioral Health as the State Agency's Leadership  
(updated July 21, 2010) 

 

COMMUNITY MENTAL HEALTH 
Under the Nebraska Behavioral Health Services Act (Neb. Rev. Stat. §§ 71-801 to 71-830) the 
Division of Behavioral Health Services was formed.  Effective date of July 1, 2007, the Nebraska 
Department of Health and Human Services (DHHS) was formed with the Division of Behavioral 
Health as one of six divisions.  Under Neb. Rev. Stat. § 71-806(1), the Division is the Chief 
Behavioral Health Authority for the State of Nebraska. The Nebraska Behavioral Health Services 
Act (§ 71-804) defines the term Behavioral Health Disorder as "mental illness or alcoholism, drug 
abuse, problem gambling, or other addictive disorder". 
 
The primary role involves State administration and management of non-Medicaid public behavioral 
health services through Regional and direct service contracts.  In that capacity, the Division 
provides a state leadership role as the Mental Health Authority and State Substance Abuse 
Authority.  Key sections under the statute assigning duties to the Division of Behavioral Health 
Services are 

71-804 Division means the Division of Behavioral Health of the department;  

71-805 Division of Behavioral Health Services; chief clinical officer and the office of consumer 

affairs. 
71-806 (1) The Division of Behavioral Health Services shall act as the chief Behavioral Health 

authority for the State of Nebraska. 

71-810 Division; community-based behavioral health services; duties; reduce or discontinue 

regional center behavioral health services; powers and duties. 

71-811 Division; funding; powers and duties.  

71-812 Behavioral Health Services Fund; created; use; investment.  

71-813 State Behavioral Health Council 

71-814 State Advisory Committee on Mental Health Services 

71-815 State Advisory Committee on Substance Abuse Services 

71-816 State Advisory Committee on Problem Gambling and Addiction Services 

71-817 Compulsive Gamblers Assistance Fund; created; use; investment.  

71-916 Mental health commitment board training 
 

Children and Family Behavioral Health Support Act (71-821 to 71-827) was added to the 

Nebraska Behavioral Health Services Act under LB603 (2009) with an operative date of May 

23, 2009. 
 

This leadership role involves a number of different areas including but not limited to:   

– Funding, contracting, & monitoring community mental health & substance abuse services; 
– Behavioral Health System Management and Information Management via Administrative 

Services Only contract with Magellan Behavioral Health;  

– State Behavioral Health Standards (Regulations, Contracts, other related policy); 
– Training/Technical Assistance;  
– Planning / Define Services / Establish Rates;  
– Professional Partner Services (Mental Health Children's Services only);  
– Consumer Empowerment Projects including Neb. Rev. Stat. §71-805 (3) to establish an Office 

of Consumer Affairs;  
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– Gambling Assistance Program;  
– Mental Health and Substance Abuse funding for Native American Tribes;  
– Mental Health Commitment Board Training (Neb. Rev. Stat. § 71-916);  
– Statewide Behavioral Health Disaster Preparedness & Response / Critical Incident Stress 

Management;  

– Pre-admission Screening / Annual Resident Reviews;  
– State Advisory Committee on Mental Health Services (Neb. Rev. Stat.§71-814);  
– State Advisory Committee on Substance Abuse Services (Neb. Rev. Stat.§71-815);  
– State Advisory Committee on Problem Gambling and Addiction Services (Neb. Rev. Stat.§71-

816);  

– Housing-related assistance for very low-income adults with serious mental illness [Neb. Rev. 
Stat. § 71-812(3)];  

– Federal Grants Management (such as PATH Homeless Services, SA Needs Treatment 
Assessment, MH Data Infrastructure Grant). 
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Child - A brief description of how the public mental health system
is currently organized at the State and local levels, including
the State Mental Health Agency's authority in relation to other
State agencies.
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see adult - overview of state’s mental health system
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Child - New developments and issues that affect mental health
service delivery in the State, including structural changes such
as Medicaid waivers, managed care, State Children's Health
Insurance Program (SCHIP) and other contracting arrangements.
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See Adult - New Developments and Issues for the content on

Adult - Child - New Developments and Issues
þÿ�A�d�u�l�t�  �� �C�h�i�l�dRecent Significant Achievements

Also note that Nebraska Department of Health and Human Services Division of
Children and Family Services is currently in process of a huge system effort to
reform their Child Welfare System. This movement is targeted to improve
processes and services, increase the utilization of a family centered and
wraparound approach for state involved youth and families.
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Child - Legislative initiatives and changes, if any.
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see Adult - Legislative Initiatives and Changes

As a follow up to last year, the legislative bill LB603 that passed in 2009
created an Oversight Committee who’s purpose is to continue monitoring the
services that bill created and funded as well their relationship inside the
larger context of the children’s behavioral health and child welfare system.
This Oversight Committee continues to meet, hearing program updates, listening
to families and reviewing evaluation data with intention of identifying
opportunities for system improvements.
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Child - A description of how the State mental health agency
provides leadership in coordinating mental health services within
the broader system.
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See Adult - Description of State Agency’s Leadership
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Adult - A discussion of the strengths and weaknesses of the
service system.
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Narrative Question:  
Adult - A discussion of the strengths and weaknesses of the service system. 
 
Strengths of the Service System includes: 
Most of this document outlines the strengths of the State of Nebraska Behavioral Health System.  
Some of the key points include: 
- Governor Dave Heineman as well as the Legislative commitment and support for building on 

past accomplishments under Nebraska’s Behavioral Health Reform with the new efforts. 
- The integration of mental health and substance abuse into one Division of Behavioral Health.  

For example, the Nebraska Behavioral Health Services Act defines the term behavioral health 
disorder as "mental illness or alcoholism, drug abuse, problem gambling, or other addictive 
disorder" [Neb. Rev. Stat. §71-804 (1)]. 

- NE Behavioral Health Reform created additional capacity within the community based service 
system and significantly decreased the reliance on state operated psychiatric hospitals. 

- The Nebraska Behavioral Health Services Act authorized creation of the Division of Behavioral 
Health within the Nebraska Department of Health and Human Services.  This act established the  
Division of Behavioral Health as the source of contact for the Nebraska Behavioral Health 
System. 

- There is an established system of community mental health services dating back to 1974. 
- Methodical approach to system design with Behavioral Health Reform 
- Involvement of constituents in planning, implementation and evaluation of reform efforts. 
- The Office of Consumer Affairs authorized under the Nebraska Behavioral Health Services Act.  

This places a consumer in an administrative level position in Nebraska's Behavioral Health 
Division.  In addition, there are Regional Consumer Specialists in all six Regional Behavioral 
Health Authorities.   

- Evidence-based practices have been implemented including Assertive Community Treatment 
(ACT), Supported Housing, and Supported Employment.   

- Dedicated, informed, knowledgeable, and experienced behavioral health workforce. 
- Division of Behavioral Health has State level partnerships including but not limited to 

Vocational Rehabilitation, Correctional Services, Economic Development, Education, 
Emergency Management Agency, University of Nebraska Medical Center, University of 
Nebraska Public Policy Center, Family Federation of Nebraska, National Alliance for the 
Mentally Ill – Nebraska, and Mental Health Association of Nebraska. 

- State Advisory Committee on Mental Health Services (71-814), which serves as the mental 
health planning council as required by Public Law 102-321, as well as the State Advisory 
Committee on Substance Abuse Services (71-815) meet consistently.  Both advisory committees 
possess valuable expertise and knowledge making them a valuable resource to the Division of 
Behavioral Health. 

 
 
Weaknesses In The System include: 
There are critical gaps within the current system including the following: 
 
As reported under Adult - Child - New Developments and Issues:  

 
Nebraska tax revenue, which primarily comes from sales and income tax, dropped two years 
in a row after years of almost steady growth.  The Governor reported tax receipts for last 
fiscal year were $76 million less than projected. 
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As reported under "Unmet Service Needs" for FY2011: 
From the BEHAVIORAL HEALTH OVERSIGHT COMMISSION OF THE LEGISLATURE 
Final Report (June 2008) and reaffirmed by the BEHAVIORAL HEALTH OVERSIGHT 
COMMISSION (June 2009) 

The Commission finds that many of the goals and responsibilities as set out in LB 1083 have not 
been accomplished.  Those with the highest priority include: 
§ Consumer involvement in all aspects of service planning and delivery 
§ Development of a consumer focused culture that is driven by the needs of consumers. 
§ A plan for integrating the administration of behavioral health programs 
§ A comprehensive statewide plan for behavioral health services 
§ Development and management of a data and information system. 
§ A quality improvement plan 
§ Services that are research based, focus on recovery, and include peer support 
§ A methodology for measuring consumer, process, and system outcomes 
§ Development of plans for developing the behavioral health work force 
§ An integrated rate setting methodology 
§ Development and implementation of peer support services 

Sources:   
– Behavioral Health Oversight Commission Of The Legislature Final Report (June 2008) 
– The Behavioral Health Oversight Commission Final Report (Approved June 22, 2009) notes 

the following about this list from the previous Commission report  
5 ) Utilize the Legislative Behavioral Health Oversight Commission’s June 2008 
Final report as a guiding document in the strategic planning process. (page 7). 

 
 
The Division of Behavioral Health analysis of unmet service needs and critical gaps include the 
following: 
GAP #1: CONSUMER INVOLVEMENT 
GAP #2: ADDRESSING CO-OCCURRING MENTAL HEALTH AND SUBSTANCE ABUSE 

PROBLEMS 
GAP #3: INFORMATION SYSTEM IMPROVEMENT 
GAP #4: SHORTAGE OF BEHAVIORAL HEALTH WORKFORCE 
GAP #5: ACCESS TO MEDICATION 
GAP #6: CULTURALLY AND LINGUISTICALLY COMPETENT SERVICES 
GAP #7: MENTALLY ILL INMATES IN THE STATE CORRECTIONAL SYSTEM 
GAP #8: MEDICAL COMORBIDITIES AMONG PEOPLE WITH SERIOUS MENTAL 

ILLNESS 
GAP #9: SERVICES FOR PEOPLE WITH DEVELOPMENTAL DISABILITIES &/or 

INTELLECTUAL DISABILITIES AND MENTAL ILLNESS 
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Adult - An analysis of the unmet service needs and critical gaps
within the current system, and identification of the source of
data which was used to identify them.
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Section II. Identification and Analysis of the Service System's Strengths �eeds and 

Priorities  

               Adult 

2. Unmet Service �eeds 

 Adult - An analysis of the unmet service needs and critical gaps within the current system, and 
identification of the source of data which was used to identify them. 

 

From the BEHAVIORAL HEALTH OVERSIGHT COMMISSIO� OF THE 

LEGISLATURE Final Report (June 2008) 

The Commission finds that many of the goals and responsibilities as set out in LB 1083 

have not been accomplished.  Those with the highest priority include: 
§ Consumer involvement in all aspects of service planning and delivery 
§ Development of a consumer focused culture that is driven by the needs of consumers. 
§ A plan for integrating the administration of behavioral health programs 
§ A comprehensive statewide plan for behavioral health services 
§ Development and management of a data and information system. 
§ A quality improvement plan 
§ Services that are research based, focus on recovery, and include peer support 
§ A methodology for measuring consumer, process, and system outcomes 
§ Development of plans for developing the behavioral health work force 
§ An integrated rate setting methodology 
§ Development and implementation of peer support services 

Source:  Behavioral Health Oversight Commission of The Legislature Final Report (June 2008) 
 
The Behavioral Health Oversight Commission Final Report (Approved June 22, 2009) notes 
the following about this list from the previous Commission report  

5 ) Utilize the Legislative Behavioral Health Oversight Commission’s June 2008 Final 
report as a guiding document in the strategic planning process. (page 7). 

 
The Division of Behavioral Health analysis of unmet service needs and critical gaps include the 
following: 
 

Contents 
GAP #1: CONSUMER INVOLVEMENT .................................................................................... 2 

GAP #2: ADDRESSING CO-OCCURRING MENTAL HEALTH AND SUBSTANCE 
ABUSE PROBLEMS. ................................................................................................... 3 

GAP #3: INFORMATION SYSTEM IMPROVEMENT ............................................................. 6 

GAP #4: SHORTAGE OF BEHAVIORAL HEALTH WORKFORCE ....................................... 8 

GAP #5: ACCESS TO MEDICATION ....................................................................................... 22 

GAP #6: CULTURALLY AND LINGUISTICALLY COMPETENT SERVICES ................... 28 

GAP #7: MENTALLY ILL INMATES IN THE STATE CORRECTIONAL SYSTEM .......... 36 

GAP #8: MEDICAL COMORBIDITIES AMONG PEOPLE WITH SERIOUS MENTAL 
ILLNESS ..................................................................................................................... 39 

GAP #9: SERVICES FOR PEOPLE WITH DEVELOPMENTAL DISABILITIES &/or 
INTELLECTUAL DISABILITIES AND MENTAL ILLNESS ................................ 44 

 
Here is a review on each of these items. 
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GAP #1: CONSUMER INVOLVEMENT  
 
This gap represents the need for consumers and families to be equal partners in planning and 
service delivery.  The State Advisory Committee on Mental Health recommended adding this 
"gap" as an unmet need in 2008.  This is consistent with the findings from Behavioral Health 
Oversight Commission of the Legislature, the Charter for the Behavioral Health Oversight 
Commission, and the state statute authorizing the State Advisory Committee on Mental Health. 
 
In the Behavioral Health Oversight Commission of the Legislature Final Report (June 2008), 
the following recommendation was made: 

    

The Commission recommends that the Department fulfill the mandate of the Act which 
stipulates “consumer involvement in all aspects of service planning and delivery.”  Suggested 
approaches include:    
a. Publically take the position that new treatment approaches and attitudes have developed.  To 

transform the mental health system, efforts need to be made to implement these innovative 
approaches in Nebraska. 

b. Fund the increase of leadership development, advocacy skills, and board and committee 
participation, at multiple levels so that all who wish can be involved, and there is “no wrong 
door”.  

c.  Identify and incorporate existing “real world” opportunities, and create the additional 
opportunities for consumer voice that are required for this mandate. No government 
employed consumer is the voice of consumers, or represents consumers.   Their charge is to 
help consumers develop their own voice, regardless of where they may be in their recovery. 

d.  Develop meaningful and good faith mechanisms for creating individual  recovery plans, 
self-determined care, shared decision making and other recovery mechanisms as well as 
service definitions to be included in the Medicaid State Plan.   

e.  Provide for consumer driven integrated peer support with the cost of these positions 
included in the rates paid for the service. 

f.  Continue to measure and demonstrate the increase of consumer advocacy and inclusion at 
all levels of the system. 

g.  Provide funding and training necessary to enable consumers to develop meaningful 
consumer outcomes and measure those in system level research.  

h.  When individuals have both a mental illness and an addiction, they must have specific 
“integrated treatment”.   Comprehensive training in integrated treatment approaches must be 
provided to all members of treatment teams, including peers.   

i.    The Office of Consumer Affairs (OCA) needs to be accountable to consumers. Oversight by 
consumers is needed: 
§ To ensure broad based participation by consumers. 
§ To ensure regular, consistent, creditable, and comprehensive reports of OCA activities.   
§ To demonstrate strategic planning including the development of specific goals and 

objectives.   
§ To develop a budget for consumer projects and demonstrate fiscal accountability. 

 

The Behavioral Health Oversight Commission Charter (Adopted:  August 11, 2008) notes the 
need of the Division of Behavioral Health regarding promotion of:  

(i) the interests of consumers and their families;  
(ii) both individual and systemic recovery; and 
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(iii) consumer involvement in all aspects of implementation of the Nebraska Behavioral 
Health Services Act.   

 

Under the state statute that authorizes the State Advisory Committee on Mental Health Services 
[Neb. Rev. Stat. §71-814(2)] it says: 
 (c) provide advice and assistance to the division relating to the provision of mental health 

services in the State of Nebraska, including, but not limited to, the development, 
implementation, provision, and funding of organized peer support services, 

(d) promote the interests of consumers and their families, including, but not limited to, their 
inclusion and involvement in all aspects of services design, planning, implementation, 
provision, education, evaluation, and research, 

 

The Behavioral Health Oversight Commission Final Report (Approved June 22, 2009) 
reaffirmed this information.   

 

Source:   

– The State Advisory Committee on Mental Health meeting on August 12, 2008. 
– Behavioral Health Oversight Commission Final Report (June 2008) 
– Behavioral Health Oversight Commission Charter (Adopted:  August 11, 2008)  
– The Behavioral Health Oversight Commission Final Report (Approved June 22, 2009) 
– Neb. Rev. Stat. §71-814(2) 
 

GAP #2:  ADDRESSING CO-OCCURRING MENTAL HEALTH AND 

SUBSTANCE ABUSE PROBLEMS. 
 

As was noted in the Adult - Child - New Developments and Issues section, on May 6, 2010 the 
Division of Behavioral Health held the first Joint Meeting of the State Advisory Committee on 
Mental Health Services and the State Advisory Committee on Substance Abuse Services.  
Representatives from the State Committee on Problem Gambling also attended.  This meeting 
helped to further document the unmet needs of people who have a co-occurring mental health 
and substance abuse problems. 
 
There were several people invited to speak to the Joint Meeting.  Below are the Points of 
View/Take Home Messages from those speakers. 
 
Jerome Barry—Service Provider 
1) We need to move toward integrated treatment options for individuals with co-occurring 

disorders, without losing the value and unique competencies of LADC’s who are not 
interested in pursuing dual licensure. 

2) Individualized care should be the underlying theme in all that we do: 

• Assessment    •  Family involvement, and 

• Treatment planning   •  Co-Occurring Disorders 

• Length of stay 
 
Kevin Karmazin—Consumer 
1) To thrive, a person must have HOPE! 
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Cody Manthei—Consumer 
1) Remember we all have a story that is deep within us—recovery from Mental Illness and 

Substance Abuse comes from that place.  Recovery is possible. 
2) When we allow ourselves to be open to someone else’s experience without judgments and 

expectations, healing is inevitable and the human experience occurs. 
 
Pat Talbott—Mental Health Advisory Committee 
1) Recovery—Recovery--RECOVERY 
2) Top Priorities are:    

• Transition Age Youth 
• Children’s Mental Health 
• Juvenile and Adult Criminal Justice 

3) Eliminate stigma 
 
Rand Wiese—Substance Abuse Advisory Committee 
1) Recovery is a reality in Nebraska—it is possible. 
2) Never give up—change will happen; there are various factors involved in change, 

depending on the individual 
3)  Recovery does work – people do get better 
 
Dennis McNeilly—Problem Gambling Committee 
1) Nebraska has kept (some forms of) gambling out of the state, but gambling is still a 

problem; there are other venues available other than casinos, as well as people access 
gambling in other states. 

2) What we know about gambling is still relatively new—we are still studying and learning 
about the various types of gambling: problem gambling, pathological gambling, and 
episodic gambling. 

 
Shinobu Watanabe-Galloway—University of Nebraska Medical Center (Data) 
1) Education and Needs Assessment 

• Education is very important for: the public, policy-makers, and the general population. 
2) Data needs to be used 
 
Dennis McNeilly—University of Nebraska Medical Center (Gambling) 
1) People with gambling problems get into a lot of trouble—especially deep debt. 
2) We need to look at the best ways to treat problem gamblers. 
 
Tara Muir—Co-Occurring Task Force 
1) Adopt a set of operating principles: 
 a) Co-occurring disorders (COD) are to be expected in all behavioral health settings, and 

system planning must address the need to serve people with COD in all policies, 
regulations, funding mechanisms, and programming. 

 b) An integrated system of mental health and addiction services that emphasizes continuity 
and quality is in the best interest of consumers, providers, programs, funders, and 
systems. 

 c) The integrated system of care must be accessible from multiple points of entry (i.e., no 
wrong door), and be perceived as caring and accepting by the consumer. 
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 d) The system of care must reflect the importance of the partnership between science and 

service, and support both the application of evidence- and consensus-based practices for 
persons with COD and evaluation of the efforts of existing programs and services. 

 e) Behavioral health systems must collaborate with professionals in primary care, human 
services, housing, criminal justice, education, and related fields in order to meet the 
complex needs of persons with COD. 

 f) Co-occurring disorders must be expected when evaluating any person, and clinical 
services should incorporate this assumption into all screening, assessment, and treatment 
planning. 

 g) Within the treatment context, both co-occurring disorders are considered primary. 
 h) Empathy, respect, and belief in the individual’s capacity for recovery are fundamental 

provider attitudes. 
 i) Treatment should be individualized to accommodate the specific needs, personal goals, 

and cultural perspectives of unique individuals in different stages of change. 
 j) The special needs of children and adolescents must be explicitly recognized and 

addressed in all phases of assessment, treatment planning, and service delivery. 
 k) The contribution of the community to the course of recovery for consumers with COD 

and the contribution of consumers with COD to the community must be explicitly 
recognized in program policy, treatment planning, and consumer advocacy. 

 
2) Adopt a purpose/mission statement: 
 a) In the context of statewide infrastructure development for services to individuals and 

families with co-occurring psychiatric and substance use disorders, and in recognition of 
the high prevalence, poor outcomes, and high cost of sequential treatment services, the 
Division of Behavioral Health has developed this bulletin to accomplish the following 
objectives: 

• to move the entire behavioral health system toward the achievement of core 
competency to serve individuals with co-occurring psychiatric and substance use 
disorders who are already engaged in a facility program. 

• to provide the framework for delineating objective criteria for defining Co-
Occurring Disorder Competency for any facility within the State licensed by the 
Division of Behavioral health, and 

• to describe the process by which licensed facilities can achieve Co-Occurring 
Disorder Competency. 

 
Under Criterion 2: Mental Health System Data Epidemiology / Estimate of Prevalence, there are 
data which help to further document this issue.  Under the section on Psychiatric Diagnosis 
Combination, Dr. Shinobu Watanabe-Galloway notes that the most common psychiatric 
combination among the consumers who had been discharged from one of the behavioral health 
reform units at the Regional Centers was “Serious Mental Illness, Substance-Related Disorder, 
and Personality Disorder” (46%) followed by “Serious Mental Illness and Personality Disorder” 
(15%), and “Serious Mental Illness and Substance-Related Disorder” (15%).  The complete 
report is on the Division of Behavioral Health web site under Recent Reports.  
http://www.dhhs.ne.gov/beh/mh/RegionalCenterDischargeFollow-
UpServicesFinalReportMay2010.pdf 
 
The National Survey on Drug Use and Health (NSDUH) provided data from Nebraska for the 
time period 2004-2007.  The report noted that there are 32,000 (2.5% prevalence) adults who 
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have Serious Psychological Disorders (SPD) also have a co-occurring Substance Dependence / 
Abuse. 
 
Thus Co-Occurring Disorders of mental illness with substance related disorders can be viewed 
as a significant public health problem.   
 
The Statewide Quality Improvement Team (S.Q.I.T.) is forming a Co-Occurring Disorders 
Service Delivery: Quality Initiative Workgroup.  SQIT is primarily responsible for the 
identification and prioritization of opportunities for improvement and development of the base 
plan.  SQIT ensures the development and implementation of policies and procedures needed to 
ensure ongoing improvement and change.  This Co-Occurring Disorders Workgroup intends to 
have some recommendations ready by the June of 2011 for possible implementation.   
 
Source:   

− May 6, 2010 Joint Meeting of the State Advisory Committee on Mental Health Services 
and the State Advisory Committee on Substance Abuse Services.   

− Division of Behavioral Health (July 25, 2010) 

GAP #3: INFORMATION SYSTEM IMPROVEMENT  
Updated July 20, 2010 

 
Nebraska continues to experience challenges in the collection, analysis, and reporting of data.  
At the 2010National Mental Health Block Grant and Data Conference (June 23-25, 2010), there 
was emphasis on the importance of data collection.  Pamela S. Hyde, SAMHSA Administrator, 
presented SAMHSA Principles and the Ten Strategic Initiatives.  The SAMHSA Principles are: 

- People - Stay focused on the goal 

- Partnership - Cannot do it alone 

- Performance - Make a measurable difference 
 
Under the SAMHSA Ten Strategic Initiatives, Strategic Initiative #9, “Data, Quality, and 
Outcomes,” Pamela noted challenges such as:  

- Fragmented data systems reinforce the historical separateness of systems of care 

- Discrete approaches to treatment 

- Distinct funding streams for state mental health, substance abuse, and Medicaid agencies 

- Data requirements are not consistent across programs 

- Separate treatment systems create—access barriers, uneven quality, disjointed 
coordination, and information silos across agencies and providers 

 
Under the State Mental Health Data Infrastructure Grants for Quality Improvement, the Center 
for Mental Health Services is expecting client level data for five Mental Health Block Grant 
National Outcome Measures (NOMS) over the next three years.  These NOMS are Employment 
/ School Attendance, Stability in Housing Criminal Justice Involvement, Readmission to State 
Hospital, and Access/Capacity: Number of Persons Served with Demographic Characteristics.  
In addition, there is an expectation that data collection and reporting of mental health service 
waiting lists be implemented.   
 
All of these Federal expectations demonstrate the continuing need to work on improving the 
management information systems used by the Nebraska Division of Behavioral Health.  At 
minimum, there is a need to check for accuracy and provide feedback on data quality.  Also, 
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more work needs to be done on reporting the data collected.  Federal Medicaid, the Federal 
Centers for Mental Health Services (CMHS) and Substance Abuse Treatment (CSAT) each 
have different reporting requirements.  Solutions to those problems are left to the states to 
resolve.  Coordination on these data reporting requirements at the Federal level would provide 
for enormous efficiencies for the state.  In general, the data needs to be used to answer questions 
such as “who are we serving?” “What services are they getting?” and “What results were 
produced?” 
 
Under the Nebraska Behavioral Health Services Act, §71-806 the duties of the Division of 
Behavioral Health Services are listed. The duties include (1)(e) “development and management 
of data and information systems”.  Meanwhile §71-810 (7) [from Laws 2005, LB 551, § 3] sets 
legislative requirements for data and information system reporting duties for the Division of 
Behavioral Health Services. 
 
Behavioral Health Oversight Commission of the Legislature Final Report (June 2008), the 
Commission found the goal and responsibility on the development and management of a data 
and information system had not been accomplished.  DHSS continues to address the data 
infrastructure in order to improve the capacity for data collection, analysis and reporting.  It is 
also raised as an issue within the strategic planning efforts of the Division of Behavioral Health.   
 

ASO for MH/SA Services 
On February 1, 2008, the State of Nebraska, Administrative Services, Materiel Division, 
Purchasing Bureau, issued a Request for Proposal, RFP Number #2356Z1 for the purpose of 
selecting a qualified contractor to provide “Behavioral Health/Children and Family 
Services/Medicaid and Long-Term Care” Administrative Services Organization (ASO).  On 
April 16, 2008, it was announced that Magellan Behavioral Health was selected as the 
Administrative Service Organization contractor for these three DHHS Divisions – Behavioral 
Health, Children & Family Services and Medicaid & Long Term Care.  The Magellan 
Behavioral Health contract began on May 1, 2008 and ended on June 30, 2010.  There are 
optional annual contract renewals for State Fiscal Years 2011, 2012 and 2013. 
 
The Division of Behavioral Health continues to address the data infrastructure in order to 
improve the capacity for data collection, analysis and reporting.  Nebraska uses two data 
bases—that are merged into one data set—to prepare the Uniform Reporting System tables. 

− Magellan Behavioral Health contract is the source used to collect the client data for 
reporting under the Federal Community Mental Health Services Block Grant.  Magellan 
collects client data for both community mental health and substance abuse.  The data being 
reported under this application was collected under the Magellan Behavioral Health ASO 
services contract covering Nebraska Behavioral Health System (NBHS).   

− The Division of Behavioral Health is a service provider via the state psychiatric hospitals - 
Lincoln Regional Center (LRC), Hastings Regional Center (HRC), and Norfolk Regional 
Center (NRC).  These three facilities, as a service provider, collect client level data.  They 
use software called “Avatar”.   

• DBH data management is challenging for a variety of reasons including: 
o Reliance on and limitations of the ASO data system; 
o Multiple data projects/contractors exist and multiple individuals within DBH 

manage the data related contracts;   
o Integration and coordination of data and reports with other DHHS partners is 

currently limited to the ASO; 
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o DBH limitations prompted regions and providers to develop their own data bases 
for Professional Partner Program, Housing, Waiting and Capacity Management 
Lists, Prevention, and other QI related data projects; 

• DBH hired a Managed Care and Quality Improvement Manager in July 2008. 
o Implemented Division level QI team (DQIT) to provide a formal structure for 

reviewing QI information and data reporting and analysis; 
o Implemented Magellan QI Team (MQIT) to improve data quality; 
o Works with ASO contract partners and Magellan on data reports to assist 

management of the system; 
o Implementing Statewide QI Team (SQIT) and statewide performance 

measurements for DBH, RBHA’s and providers. 

• Criminal Justice Electronic Data Transfer Interagency Agreement – as reported in Adult 
- Child - New Developments and Issues,  the Nebraska Department of Health and 
Human Services - Division Of Behavioral Health (DHHS), the Nebraska Department of 
Correctional Services (DCS) and the Nebraska Commission on Law Enforcement and 
Criminal Justice (Crime Commission) signed Electronic Data Transfer Interagency 
Agreements on June 9, 2009.  These agreements have these three state agencies 
transferring their data to the Division of Epidemiology, College of Public Health at the 
University of Nebraska Medical Center in Omaha, NE for the purpose of analysis, 
compilation and reporting for the mutual benefit of the parties.  The initial data covers 
the time period from January 1, 2005 to December 31, 2008.  Before public release, the 
Report(s) produced under these agreements must be acceptable to the DHHS, DCS and 
the Crime Commission.  The Report(s) remain in draft status until these three code level 
agencies approve the document.  This requirement is due to the sensitive nature of the 
content of the report(s) using these data. 

 
Source:  Nebraska Division of Behavioral Health, July 20, 2010 
 

GAP #4: SHORTAGE OF BEHAVIORAL HEALTH WORKFORCE 
Updated July 23, 2010 
 
There remains a critical shortage of qualified Nebraska Behavioral Health Staff for providing 
treatment, rehabilitation and support services as well as handling administrative functions.  This 
workforce includes psychiatrists, psychologists, mental health practitioners, nurses, substance 
abuse counselors, and others.  Nebraska is working to systematically add Peer Support 
Specialists to the behavioral health workforce.  For many years, Nebraska has taken steps to 
improve the supply and distribution of the behavioral health workforce.  However, there 
remains too few qualified behavioral health workers practicing in the state. Further, the 
available workforce is unevenly distributed with many communities having few if any qualified 
professionals available to provide services. Thus, Nebraska needs to do more to encourage 
people to enter the behavioral health profession and to practice in underserved areas.   
 

Behavioral Health Oversight Commission 

In the Behavioral Health Oversight Commission Final Report (Approved June 22, 2009), there 
was a recommendation made regarding the Behavioral Health Workforce Shortage (page 9): 
 

There is a behavioral health workforce shortage nationally and in the state of Nebraska. 
There are an inadequate number of psychiatrists and other mental health and substance 
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abuse professionals to provide necessary services to consumers. Education and training 
are needed to grow the workforce. Collaborate with private, government and academic 
partners to investigate ways to cultivate a workforce, funding, and incentives for 
growing the behavioral health workforce. 

 

Health Professions Tracking Service 

Since 1995 the Health Professions Tracking Service (HPTS) at the University of Nebraska 
Medical Center has effectively developed and maintained a dynamic customized healthcare 
tracking system.  HPTS maintains a centralized, state-of-the-art relational database of 
information regarding Nebraska’s healthcare resources. Included in the database are physicians, 
advanced practice registered nurses, physician assistants, dentists, pharmacists, psychologists, 
behavioral health professionals, practice locations and hospitals. To maintain the most current 
data possible, surveys are sent to both professionals and facilities throughout the year and 
results are input into the database. As a result, both providers and facilities are updated 
continuously. The database provides an accurate foundation to assist in workforce forecasting 
and planning, shortage area designations, formulation of health policies to support recruitment 
and retention, and support bio-security preparedness and response.  
 
HPTS has addressed a number of issues unique to behavioral health professionals that are vital 
to the accurate assessment of workforce issues in the state. The issues include, but are not 
limited to; multiple licenses and certifications, specialties, patient characteristics, languages 
spoken, interpreter availability and treatment modalities. HPTS has developed customized 
surveys for behavioral health professionals to address these issues.  
 
A much more complete and accurate profile of behavioral health in the State of Nebraska can be 
provided by surveying behavioral health facilities. If funding were made available, customized 
surveys could be developed to obtain complete information including, but not limited to; 
additional practicing providers, services offered, contact information, recruitment and openings, 
demographics, etc. 
 

Mental Health Professional Shortage Areas  

Below is the State-Designated Mental Health Shortage Area – Psychiatry and Mental Health - 

�ebraska 2010 map. Three complete counties (Douglas, Sarpy and Lancaster) are not 
designated shortage areas. Eight counties are designated partial shortage areas. The remaining 
82 Nebraska counties are designated shortage areas. 
Source: �ebraska Department of Health and Human Services Office of Rural Health, 

http://www.dhhs.ne.gov/orh 

 
For more information on the federal Health Professional Shortage Area status contact Thomas 
Rauner in the Nebraska DHHS Office of Rural Health and Primary Care (402-471-0148).  
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Source: �ebraska Department of Health and Human Services Office of Rural Health, 

http://www.dhhs.ne.gov/orh 
 

Behavioral Health Professionals by License Type 

Psychologists, Mental Health Practitioners, Independent Mental Health Practitioners, Alcohol 

and Drug Counselors and Certified Compulsive Gambling Counselors 

 
The following provides the number of licensed behavioral health professionals; Licensed 
Psychologists, Mental Health Practitioners, Independent Mental Health Practitioners, Alcohol 
and Drug Counselors and Certified Compulsive Gambling Counselors. Professionals with 
multiple licenses have been identified and included only once. 
 

Licensed Psychologists and Behavioral Health Professionals  

Profession Licensed 

Alcohol & Drug Counselor 230 

Mental Health Practitioner 1,757 

Independent Mental Health Practitioner 592 

Psychologist 434 

Certified Compulsive Gambling Counselor 6 

Single License Subtotal 3,019 

Alcohol & Drug Counselor, Mental Health Practitioner 190 

Alcohol & Drug Counselor, Independent Mental Health Practitioner 117 
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Mental Health Practitioner, Certified Compulsive Gambling Counselor 5 

Alcohol & Drug Counselor, Certified Compulsive Gambling Counselor 2 

Psychologist, Alcohol & Drug Counselor 3 

Psychologist, Mental Health Practitioner 16 

Psychologist, Independent Mental Health Practitioner 2 

Psychologist, Certified Compulsive Gambling Counselor 1 

Dual License Subtotal 336 

Alcohol & Drug Counselor, Mental Health Practitioner, Certified Compulsive Gambling 
Counselor 

1 

Alcohol & Drug Counselor, Independent Mental Health Practitioner, Certified 
Compulsive Gambling Counselor 

2 

Multiple License Subtotal 3 

Total 3,358 

Source: U�MC Health Professions Tracking Service – 2010  

 

Provisional Licenses 

Provisionally Licensed Psychologists, Provisional Mental Health Practitioners and Provisional 

Alcohol and Drug Counselors 

 

HPTS does not maintain data on provisional licenses. However, for purposes of this report, a 
review was performed comparing provisional licenses against currently licensed professionals. 
Analysis is based upon Nebraska DHHS Licensure data.   
 

• Provisionally Licensed Psychologists - 34 
• Eleven (11) of the Provisionally Licensed Psychologists currently hold a Mental 

Heath Practitioner license.   

• All have a Nebraska addresses in licensure.  
• Six (6) have an address in a shortage or partial shortage area. 
• Six (6) are 20-29 years of age; 24 are 30-39 years of age and four are 40+ years of 

age 
 

• Provisional Mental Health Practitioners - 916 
• Twenty-two (22) of the Provisional Mental Health Practitioners currently hold an 

Alcohol and Drug Counselor license. 

• Eight Hundred and Eighty-Five (885) have a Nebraska address in licensure. 
• Two Hundred and Thirty-One (231) have an address in a shortage area or a partial 

shortage area. 

• One Hundred and Ninety-Three (193) are 20-29 years of age; 406 are 30-39 years of 
age and 314 are 40+ years of age.  The age is unknown for three (3) professionals. 

 

• Provisional Alcohol and Drug Counselors - 313 
• Seventy-six (76) of the Provisional Alcohol and Drug Counselors hold a Mental 

Health Practitioner license. 

• Three Hundred (300) have a Nebraska address in licensure. 
• Ninety-six (96) have an address in a shortage area or a partial shortage area. 
• Thirty-Six (36) are 20-29 years of age; 117 are 30-39 years of age and 152 are 40+ 

years of age.  The age is unknown for eight (8) professionals. 
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Source: U�MC Health Professions Tracking Service – 2010 

 

Behavioral Health Professionals by License Type – Actively Practicing 

Physicians (Psychiatrists), Advanced Practice Registered �urses and Physician Assistants 

specializing in Psychiatry; Psychologists; Mental Health Practitioners; Independent Mental 

Health Practitioners; Alcohol and Drug Counselors and Certified Compulsive Gambling 

Counselors 

 

Psychiatrists  

Based on 2010 survey results, 147 physicians specialize in psychiatry and actively practice in 
Nebraska. Of the 147 Psychiatrists, 114 practice full-time, eight (8) practice part-time (30-39 
hours per week), and 25 practice part-time (< 29 hours per week) with primary practice 
locations in 12 Nebraska counties. In 2009, 150 Psychiatrists reported specializing in 
psychiatry; 120 practiced full-time, 9 practiced part-time (30-39 hours per week) and 21 
practiced part-time (< 29 hours per week). The number of Psychiatrists who report practicing 
full-time has decreased slightly while the number of Psychiatrists who report practicing part-
time (< 29 hours per week) has increased.  
 
The remaining 81 counties do not have a Psychiatrist with a primary practice location. Only 23 
Psychiatrists; 15 full-time, two (2) part-time (30-39 hours per week) and six (6) part-time (< 29 
hours per week), have a primary practice location in a State Designated Mental Shortage Area 
or a partial shortage area. Seven (7) Psychiatrists with a primary practice in a State Designated 
Mental Shortage Area or a partial shortage area are age 61 or older. Only three (3) are age 40 or 
younger. (3) 
Source: U�MC Health Professions Tracking Service - 2010 

 
Blaine Shaffer, MD (Chief Clinical Officer for the Division of Behavioral Health), commenting 
on the shortage of psychiatrists in Nebraska, said, "The point is that we need psychiatrists, not 
others acting as psychiatrists. Physician extenders are very helpful but should not replace 
psychiatrists. Tele-psychiatry could be a way for psychiatrists and other providers to collaborate 
and provide quality care for people in shortage areas. This modality is also currently 
underutilized." 
 

Advanced Practice Registered �urses 

Based on 2010 survey results, 66 Advanced Practice Registered Nurses (APRNs) specialize in 
psychiatry and actively practice in Nebraska. Additionally, three (3) APRNS are dual licensed 
as an APRN and Licensed Mental Health Practitioner. One (1) dual licensed professional 
practices in a State Designated Mental Shortage Area. Fifty-eight (58) APRNs practice full-
time, three (3) practice part-time (30-39 hours per week), and eight (8) practice part-time (< 29 
hours per week) with primary practices in 13 Nebraska counties. Twenty-two (22) APRNs have 
primary practices in a State Designated Mental Shortage Area. Four (4) APRNs with a primary 
practice in a State Designated Mental Shortage Area are age 61 or older. 
Source: U�MC Health Professions Tracking Service -2010 

 

Physician Assistants 

Based on 2010 survey results, ten (10) Physician Assistants (PAs) specialize in psychiatry and 
actively practice in Nebraska. Seven (7) PAs practice full-time and three (3) practice part-time 
(30-39 hours per week) with primary practices in five (5) Nebraska counties. Five (5) PAs have 
a primary practice in a State Designated Mental Shortage Area. No PAs with a primary practice 
in a State Designated Mental Shortage Area are age 61 or older.  
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Source: U�MC Health Professions Tracking Service - 2010 

 

Psychologists  

Based on 2010 survey results, 315 Psychologists actively practice in Nebraska. Two Hundred 
and Thirty-Six (236) practice full-time, 30 practice part-time (30-39 hours per week), and 49 
practice part-time (< 29 hours per week) with primary practices in 21 Nebraska counties. 
Twenty-two (22) Psychologists are dual licensed. Seventy (70) have a primary practice in a 
State Designated Mental Shortage Area or partial shortage area. Seventeen (17) Psychologists 
with a primary practice in a State Designated Mental Shortage Area or a partial shortage area 
are age 61 or older. 
Source: U�MC Health Professions Tracking Service - 2010 

 

Mental Health Practitioners, Independent Mental Health Practitioners, Alcohol and Drug 

Counselors and Certified Compulsive Gambling Counselors 

Based on 2010 survey results, 1,724 behavioral health professionals actively practice in 
Nebraska. One thousand two hundred and fifty (1,250) practice full-time, 173 practice part-time 
(30-39 hours per week), and 301 practice part-time (< 29 hours per week) with primary 
practices in 55 Nebraska counties. Five hundred and eighty-nine (589) have a primary practice 
in a State Designated Mental Shortage Area or a partial shortage area. One hundred and twenty-
one (121) behavioral health professionals with a primary practice in a State Designated Mental 
Shortage Area are age 61 or older.  
 
In 2008, 235 practicing Mental Health Practitioners were licensed as Independent Mental 
Health Practitioners with 34 (14 percent) identified as dual licensed. In 2009, 409 practicing 
Independent Mental Health Practitioners were licensed with 67 (17 percent) dual licensed. In 
2010, 560 practicing Independent Mental Health Practitioners are licensed with 103 (18 
percent) dual licensed. 
Source: U�MC Health Professions Tracking Service – 2010 
 

The following chart details the counts of behavioral health professionals actively practicing 
primary practice in the State of Nebraska, by license type and by work status.  

By Overall Work Status Reported in �ebraska     

Profession Full-Time 

Part-Time 

(30-39 

hrs/wk) 

Part-Time 

(< 29 

hrs/wk) Total 

Psychiatrist 114  8  25  147  

Advanced Practice Registered Nurse 56  3  7  66  

Physician Assistant 7  3  0  10  

Alcohol & Drug Counselor 105  10  15  130  

Mental Health Practitioner 608  95  201  904  

Independent Mental Health Practitioner 337  52  68  457  

Psychologist 223  29  46  298  

Certified Compulsive Gambling Counselor 5  0  1  6  

Single License Subtotal 1,455 200 363 2,018 

Advanced Practice Registered Nurse, Mental Health 
Practitioner 2  0  1  3  

Alcohol & Drug Counselor, Mental Health Practitioner 97  10  13  120  

Alcohol & Drug Counselor, Independent Mental Health 
Practitioner 88  5  3  96  
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Alcohol & Drug Counselor, Certified Compulsive Gambling 
Counselor 1  0  0  1  

Mental Health Practitioner, Certified Compulsive Gambling 
Counselor 

4 0 0 4 

Independent Mental Health Practitioner, Certified Compulsive 
Gambling Counselor 

2 1 0 3 

Psychologist, Alcohol & Drug Counselor 2  0  1  3  

Psychologist, Mental Health Practitioner 8  1  2  11  

Psychologist, Independent Mental Health Practitioner 2  0  0  2  

Psychologist, Certified Compulsive Gambling Counselor 1  0  0  1  

Dual License Subtotal 207 17 20 244 

Alcohol & Drug Counselor, Mental Health Practitioner, 
Certified Compulsive Gambling Counselor 1  0  0  1  

Alcohol & Drug Counselor, Independent Mental Health 
Practitioner, Certified Compulsive Gambling Counselor 2  0  0  2  

Multiple License Subtotal 3 0 0 3 

Total 1,665 217 383 2,265 

Percent by Work Status 73%  10% 17%   

Source: U�MC Health Professions Tracking Service – 2010 

 
LB1083 (2004) sections 103 – 125 amended the Uniform Licensing Law and the Requirements 
for Certified Alcohol/Drug Abuse Counselors (CADAC). The result was the following levels of 
certification: Licensed Alcohol/Drug Abuse Counselor (LADAC); Licensed Provisional 
Alcohol/Drug Abuse Counselor (LPADAC); and Licensed Provisional and Licensed Mental 
Health Professionals Special Provisions. 
 

Aging Workforce 

According to the Health Professions Tracking Service survey respondents of actively practicing 
professionals with a primary practice in Nebraska, approximately ten (10) percent of behavioral 
health practitioners are 66 years of age and older. An additional 30 percent are between the ages 
of 56 and 65. Based upon an average retirement age of 65, it is estimated that 40 percent of the 
behavioral health practitioners will retire within ten (10) years, necessitating the need to recruit 
more than 40 percent of the current workforce. Only 11 percent of practitioners report being 35 
years of age or younger.  
 

Actively Practicing Licensed Behavioral Health Professionals, by Age 

Profession 
35 & 

Under 
36-45 46-55 56-65 

66 & 

Over 
Unknown Total 

Psychiatrist 7 38 50 38 14 0 147 

Advanced Practice Registered Nurse 5 7 23 28 3 0 66 

Physician Assistant 0 2 2 6 0 0 10 

Alcohol & Drug Counselor 5 11 48 46 18 2 130 

Mental Health Practitioner 142 203 235 245 79 0 904 

Independent Mental Health Practitioner 40 106 124 144 43 0 457 

Psychologist 30 56 76 92 43 1 298 

Certified Compulsive Gambling Counselor 0 1 1 2 0 2 6 

Single License Subtotal 229  424  559  601  200  5  2,018  

Advanced Practice Registered Nurse, Mental 
Health Practitioner 

0 0 1 2 0 0 3 
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Alcohol & Drug Counselor, Mental Health 
Practitioner 

13 22 29 43 13 0 120 

Alcohol & Drug Counselor, Independent 
Mental Health Practitioner 

12 23 33 22 6 0 96 

Alcohol & Drug Counselor, Certified 
Compulsive Gambling Counselor 

0 0 0 1 0 0 1 

Mental Health Practitioner, Certified 
Compulsive Gambling Counselor 

0 2 1 1 0 0 4 

Independent Mental Health Practitioner, 
Certified Compulsive Gambling Counselor 

0 0 1 1 1 0 3 

Psychologist, Alcohol & Drug Counselor 0 0 0 2 1 0 3 

Psychologist, Mental Health Practitioner 3 2 3 3 0 0 11 

Psychologist, Independent Mental Health 
Practitioner 

1 1 0 0 0 0 2 

Psychologist, Certified Compulsive 
Gambling Counselor 

0 0 0 1 0 0 1 

Dual License Subtotal 29  50  68  76  21  0  244  

Alcohol & Drug Counselor, Mental Health 
Practitioner, Certified Compulsive Gambling 
Counselor 

0 0 1 0 0 0 1 

Alcohol & Drug Counselor, Independent 
Mental Health Practitioner, Certified 
Compulsive Gambling Counselor 

0 1 0 1 0 0 2 

Multiple License Subtotal 0  1  1  1  0  0  3  

Total 258  475  628  678  221  5  2,265  

 Percent by Age Bracket 11% 21% 28% 30% 10% 0%  

Source: U�MC Health Professions Tracking Service - 2010 

 
The table below indicates that 20 percent of Physicians, Advanced Practice Registered Nurses 
and Physician Assistants are considering retirement in the next ten years. Twenty three percent 
(23 percent) of all other behavioral health professionals (Psychologists, Mental Health 
Practitioners, Independent Mental Health Practitioners, Alcohol and Drug Counselors and 
Certified Compulsive Gambling Counselors) are considering retirement in the next ten years. 
 

Behavioral Health Professionals Considering Retirement, by Region 

Region One Two Three Four Five Six Total Percent 

Physicians, Advanced 
Practice Registered Nurses 
and Physician Assistants 

1 1 8 2 6 26 44 20% 

All Other Behavioral 
Health Professionals 

13 14 50 31 144 210 462 23% 

Total 14 15 58 33 150 236 506 22% 

Source: U�MC Health Professions Tracking Service - 2010 

 

Lack of Expertise Available To Work with Persons with Dual Disorders 

 
Substance abuse and dependence may go undiagnosed and untreated in adults with serious 
mental illness and children with serious emotional disturbances. Assessing substance abuse 
disorders is a key issue here. As the following chart indicates, dual licensed specialists are 
limited.  
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Providing for children with serious emotional disturbances is a particularly acute problem. All 
Nebraska Behavioral Health Regions have expressed the need for more qualified staff and 
professionals; in addition to more specialized training for all non behavioral health staff and 
professionals who work with children diagnosed with a dual disorder (behavioral health and 
substance dependence). There is a need to expand services in order to serve more youth in rural 
and frontier areas. Treatment professionals and educators, as well as parents in Nebraska, would 
benefit from more education and training to assess and refer children for dual disorder treatment 
and earlier intervention and assessment services. Furthermore, there is a need for more 
cooperation and communication between the behavioral health and substance abuse treatment 
systems, as well as other child-serving systems. 
 
Following are counts of actively practicing licensed behavioral health professionals by region. 
Professionals with multiple licenses have been identified and included only once. Eleven (11) 
percent of practitioners have been identified as dual licensed. 
 

Actively Practicing Licensed Behavioral Health Professionals, by Primary Practice Region 

Profession One Two Three Four Five Six Total 

Psychiatrist 2 3 9 6 30 97 147 

Advanced Practice Registered Nurse 4 0 11 5 13 33 66 

Physician Assistant 0 0 2 2 3 3 10 

Alcohol & Drug Counselor 11 4 18 13 37 47 130 

Mental Health Practitioner 28 29 121 70 227 429 904 

Independent Mental Health Practitioner 9 26 51 19 137 215 457 

Psychologist 9 6 21 17 113 132 298 

Certified Compulsive Gambling Counselor 0 0 0 0 6 0 6 

Single License Subtotal 63  68  233  132  566  956  2,018  

Advanced Practice Registered Nurse, Mental 
Health Practitioner 

0 0 1 0 1 1 3 

Alcohol & Drug Counselor, Mental Health 
Practitioner 

4 4 20 18 30 44 120 

Alcohol & Drug Counselor, Independent Mental 
Health Practitioner 

4 7 19 3 19 44 96 

Alcohol & Drug Counselor, Certified 
Compulsive Gambling Counselor 

0 0 0 0 1 0 1 

Mental Health Practitioner, Certified 
Compulsive Gambling Counselor 

0 0 0 1 0 3 4 

Independent Mental Health Practitioner, 
Certified Compulsive Gambling Counselor 

0 1 0 0 1 1 3 

Psychologist, Alcohol & Drug Counselor 0 0 0 1 2 0 3 

Psychologist, Mental Health Practitioner 0 0 0 0 1 10 11 

Psychologist, Independent Mental Health 
Practitioner 

0 0 0 0 0 2 2 

Psychologist, Certified Compulsive Gambling 
Counselor 

0 0 0 0 1 0 1 

Dual License Subtotal 8  12  40  23  56  105  244  
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Alcohol & Drug Counselor, Mental Health 
Practitioner, Certified Compulsive Gambling 
Counselor 

0 0 0 1 0 0 1 

Alcohol & Drug Counselor, Independent Mental 
Health Practitioner, Certified Compulsive 
Gambling Counselor 

0 0 0 1 1 0 2 

Multiple License Subtotal 0  0  0  2  1  0  3  

Total 71  80  273  157  623  1,061  2,265  

Percent by Region 3% 4% 12% 7% 27% 47%  

Percent Dual Licensed by Region 11% 15% 15% 16% 9% 10% 11% 

 

Languages Spoken and Served 

All the Behavioral Health professionals report speaking English. In addition, 85 professionals 
report speaking languages other than English fluently. The following chart identifies the 
languages and counts of professionals who indicate fluency in each language. 
 

�on-English Language Fluency 

�on-English Language Fluency 

Physicians,                                    

Advanced Practice 

Registered �urses and 

Physician Assistants 

All Other Behavioral 

Health Professionals 
Total 

Spanish 5 31 36 

Sign Language 0 15 15 

French 1 7 8 

German 2 5 7 

Hindi 6 0 6 

Chinese 2 2 4 

Arabic 2 1 3 

Panjabi (India) 4 0 4 

Polish 1 2 3 

Urdu (India) 3 0 3 

Korean 1 1 2 

Russian 0 2 2 

Farsi 0 1 1 

Filipino 1 0 1 

Greek 0 1 1 

Hebrew 0 1 1 

Italian 1 0 1 

Japanese 0 1 1 

Portuguese 0 1 1 

Telugu 1 0 1 

Source:  U�MC Health Professions Tracking Service – 2010 
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Languages Offered through Interpreter  

Eight hundred and thirteen (813) professionals report serving clients who speak languages other 
than English. Various methods of interpretation are used to communicate with clients; self 
interpretation, outside interpreter sitting in the session and phone interpreter services. The 
following charts indicate the counts of professionals who report access to each method and the 
languages offered. 
 

Interpretation Services 

Physicians,                                   

Advanced Practice 

Registered �urses and 

Physician Assistants 

All Other 

Behavioral Health 

Professionals 

Total 

Serves people who speak languages other than 
English 

75 739 814 

Self Interpreter 6 62 68 

Qualified outside interpreter sitting in the 
session 

63 605 668 

Phone interpreter service 22 115 137 

 

Languages Served 

Physicians,                                    

Advanced Practice 

Registered �urses and 

Physician Assistants 

All Other 

Behavioral Health 

Professionals 

Total 

Spanish 37 404 441 

Sign (ASL, etc.) 10 127 137 

Arabic 3 26 29 

Vietnamese 1 22 23 

French 1 8 9 

German 1 7 8 

Nuer 0 8 8 

Sudanese 1 7 8 

Farsi 0 7 7 

Kurdish 0 6 6 

Dinka 0 5 5 

Russian 0 5 5 

African Dialects 0 2 2 

Chinese 1 1 2 

Hindi 2 0 2 

Korean 1 1 2 

Native American 0 2 2 

Swahili 1 1 2 

Thai 0 2 2 

Afrikaans 0 1 1 

Asian 0 1 1 

Belarusian 0 1 1 

Bosnian 0 1 1 

Dakota 0 1 1 

Dutch 0 1 1 
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Georgian (Kartuli) 0 1 1 

Greek 0 1 1 

Hebrew 0 1 1 

Japanese 0 1 1 

Karudi 0 1 1 

Lakota Sioux 0 1 1 

Laos 0 1 1 

Mandari 0 1 1 

Nepali 0 1 1 

Polish 0 1 1 

Portuguese 0 1 1 

Somalia-Nor 0 1 1 

Somlian 0 1 1 

Street Slang 0 1 1 

Various 6 42 48 

Source: U�MC Health Professions Tracking Service – 2010 

 

Education 

 
Below are charts summarizing the Nebraska behavioral health professionals by profession, 
highest degree reported, and Region. 
 

Profession One Two Three Four Five Six Total 

Psychiatrists        

Medical Degree 2 3 9 6 30 97 147 

        

Advanced Practice Registered �urses      

Baccalaureate Degree 0 0 0 0 2 0 2 

Master's Degree 4 0 8 4 11 26 53 

Post Master's Degree 0 0 3 1 1 5 10 

Unknown 0 0 1 0 0 0 1 

Total 4 0 12 5 14 34 69 

        

Physician Assistants    

Baccalaureate Degree 0 0 0 1 1 1 3 

Master's Degree 0 0 2 1 2 2 7 

Unknown 0 0 0 0 0 0 0 

 Total 0 0 2 2 3 3 10 

        

Psychologists        

Doctorate/PhD 9 6 21 18 117 144 315 

        

Mental Health Practitioners, Independent Mental Health Practitioners,  

Alcohol and Drug Counselors and Certified Compulsive Gambling Counselors 

Associates Degree 1 0 3 3 6 13 26 
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Baccalaureate Degree 2 1 8 5 14 23 53 

Master's Degree 38 62 200 102 381 699 1,482 

Doctorate/PhD 10 4 14 12 37 34 111 

Unknown 5 4 4 4 21 14 52 

Total 56 71 229 126 459 783 1,724 

Source: U�MC Health Professions Tracking Service – 2010 

 
 

Behavioral Health Professional – Patient Age 

 
On August 12, 2008, the Nebraska FY2009 draft application for the Federal Community Mental 
Health Services Block Grant was formally reviewed by the State Advisory Committee on 
Mental Health Services. Members of the Committee asked to have the Health Professions 
Tracking Service report on the populations served by behavioral health professionals such as 
only children, only adults or both to help document the lack of pediatric mental health 
professionals. 
 
The Health Professions Tracking Service survey of behavioral health professionals includes a 
question regarding the age category of clients seen in the practice of the responding 
professional. The five age categories are listed below: 
 

• Child: 0 - 12 years 

• Adolescent: 13 - 18 years 

• Young Adult: 19 - 25 years 

• Adult: 26 - 64 years 

• Geriatric: 65 + 
 

The following data summarizes the count of behavioral health professionals by profession and 
the patient age categories they report serving.  

 

Behavioral Health Professionals - Patient Age Category by Region  

 

The following data summarizes the count of behavioral health professionals by profession, by 
patient age category, by region. Professionals may service more than one age category; 
therefore, may be counted more than once. 

 

Professionals Serving Each Patient Age Category by Region  

Region One Two Three Four Five Six Total 

Psychiatrists        

Child (0-12 yrs) 2 1 2 1 4 19 29 

Adolescent (13-18 yrs) 2 2 4 2 9 23 42 

Young Adult (19-25 yrs) 2 2 6 3 15 52 80 

Adult (26-64 yrs) 2 2 6 4 16 49 79 

Geriatric (65+ yrs) 2 1 6 3 13 39 64 

No Response 0 1 3 2 14 34 54 

Total 10 9 27 15 71 216 348 
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Advanced Practice Registered �urses 

Child (0-12 yrs) 1 0 4 2 3 6 16 

Adolescent (13-18 yrs) 1 0 4 2 6 7 20 

Young Adult (19-25 yrs) 1 0 7 5 7 21 41 

Adult (26-64 yrs) 1 0 7 5 8 21 42 

Geriatric (65+ yrs) 1 0 7 4 4 18 34 

No Response 3 0 5 0 6 12 26 

Total 8 0 34 18 34 85 179 

        

Physician Assistants        

Child (0-12 yrs) 0 0 0 0 0 0 0 

Adolescent (13-18 yrs) 0 0 0 0 0 0 0 

Young Adult (19-25 yrs) 0 0 2 1 1 3 7 

Adult (26-64 yrs) 0 0 2 1 1 3 7 

Geriatric (65+ yrs) 0 0 1 1 1 3 6 

No Response 0 0 0 1 2 0 3 

Total 0 0 5 4 5 9 23 

        

Psychologists        

Child (0-12 yrs) 5 3 12 11 50 69 150 

Adolescent (13-18 yrs) 6 4 15 12 76 84 197 

Young Adult (19-25 yrs) 5 4 12 16 82 94 213 

Adult (26-64 yrs) 6 4 12 16 75 87 200 

Geriatric (65+ yrs) 5 4 9 14 55 61 148 

No Response 2 2 5 2 16 26 53 

Total 27 19 60 69 338 395 908 

        

Mental Health Practitioners, Independent Mental Health Practitioners,  

Alcohol and Drug Counselors and Certified Compulsive Gambling Counselors 

Child (0-12 yrs) 28 46 112 64 179 326 755 

Adolescent (13-18 yrs) 44 60 165 84 273 482 1,108 

Young Adult (19-25 yrs) 48 60 178 100 327 572 1,285 

Adult (26-64 yrs) 46 62 181 101 345 600 1,335 

Geriatric (65+ yrs) 36 39 114 64 207 330 790 

No Response 2 5 20 12 57 89 185 

Total 202 267 750 413 1,331 2,310 5,273 

source: U�MC Health Professions Tracking Service – 2010 

�ote: Professionals may service more than one age category; therefore, may be counted more than once.  

Updated on July 23, 2010 
 
Source:  Marlene Deras, Administrator 
Health Professions Tracking Service 
University of Nebraska Medical Center 
Omaha, NE   68198-6690 
Phone: 402 559-2972 
Email: mderas@unmc.edu 
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�ebraska Behavioral Health Education Center 

On February 4, 2010 Susan Boust, M.D. (University of Nebraska Medical Center – Department 
of Psychiatry) came to the State Advisory Committee on Mental Health Services to discuss the 
new “Nebraska Behavioral Health Education Center”.  LB 603 (2009) created the Nebraska 
Behavioral Health Education Center.  This is the completion of behavioral health system reform 
passed in 2004.   
 
The mission of the Nebraska Behavioral Health Education Center is to create an innovative, 
recovery-focused education and training center for the purpose of developing a competent, 
interdisciplinary behavioral health workforce to serve the people of Nebraska.  Thus the Center 
will: 

− Increase the number of psychiatrists trained in the state 
− Develop new coursework to support current providers 
− Develop six behavioral health training hubs in each region of the state 
− Utilize Nebraska’s existing telehealth network to provide service to rural areas 

 

Telehealth 

The use of telemedicine involves the application of telecommunications technology to expand 
the reach of healthcare.  Given the workforce shortages noted above, telemedicine can be part of 
the solution to help people to access behavioral health care.  There are already several telehealth 
systems functioning in Nebraska.  With the current information technology, video-conferencing 
systems are now available on personal computers.  There are issues to be addressed such as how 
to handle confidentiality issues (firewalls) and connectivity, as well as coordinating 
administrative staff at both the rural site and the consulting site.  The Nebraska Behavioral 
Health Education Center be looking to identify barriers to telehealth service delivery (external 
barriers, technical issues and logistics, and Internal barriers). 
 

SOURCE: 

• July 23, 2010 from  Marlene Deras, Administrator; Health Professions Tracking Service at 
the College of Public Health, University of Nebraska Medical Center (UNMC); Omaha, NE. 

• Thomas Rauner, Office of Rural Health & Primary Care, Nebraska Department of Health & 
Human Services.  This office has the responsibility to review (and submit if appropriate) 
federal shortage area applications to the Shortage Designation Branch, including the 
Psychiatric Health Professional Shortage Area.   

• Reviewed with the State Advisory Committee on Mental Health Services on August 19, 
2004, May 10, 2005, August 9, 2005, August 12, 2008, February 4, 2010, August 13, 2009 
as well as the Nebraska Mental Health Planning and Evaluation Council meetings on 
August 16, 2001, February 4, 2002, and August 8, 2003. 

 

GAP #5: ACCESS TO MEDICATION 
Providing access to psychiatric medications for persons with serious mental illness or youth 
with serious emotional disturbance is a critical element of recovery.  Lack of access to 
medication can lead to an increase in the likelihood of a relapse, resulting in crisis services, 
emergency room visits, and in-patient hospitalization. One of the SAMHSA Evidence-Based 
Practices (EBP) is Medication Management involves the consistent use of medications as a part 
of the treatment for schizophrenia.   
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Access to medication is a problem.  On July 24, 2009, Dr. Blaine Shaffer, Chief Clinical Officer 
for the Division of Behavioral Health noted the following: 

While Nebraska is doing well serving indigent consumers who have been committed for 
Mental Health treatment, many consumers who are voluntarily treated have difficulty 
gaining access to medications in a timely manner.  Medications are expensive and those 
who are non-insured or under-insured often can not afford them.  The shortage of trained 
Behavioral Health providers also impacts the ability to receive quality care including 
medications. 

 
As noted under the GAP #4: SHORTAGE OF BEHAVIORAL HEALTH WORKFORCE, there 
are Mental Health Professional Shortage Areas in Nebraska.  Three complete counties (Douglas, 
Sarpy and Lancaster) are not designated shortage areas. Eight counties are designated partial 
shortage areas. The remaining 82 Nebraska counties are designated shortage areas.  If a person 
lives in a State-Designated Mental Health Shortage Area that means it can be a tremendous 
problem trying to locate a psychiatrist to prescribe medication.  It also means there can be a 
very long waiting period to see the psychiatrist.  Consumers, as well as families with a child 
needing these medications, have little choice on who they see.  Then, if there is a crisis situation 
there is little probability that they will be able to reach a psychiatrist to get assistance.   
 
The overmedication of children was also discussed by State Advisory Committee on Mental 
Health Services on August 12, 2008 as part of the review of the Nebraska FY2009 draft 
application for the Federal Community Mental Health Services Block Grant. This discussion 
needs to include how some children can be overmedicated as a quick fix.  When this happens, it 
can cause some immediate problems as well as set up the youth for problems as an adult.  
Improved medication management is needed for youth. 
 
Medication access has been a long standing issue.  The Nebraska Mental Health Planning and 
Evaluation Council (MHPEC), which was the forerunner of the State Advisory Committee on 
Mental Health Services, on January 20, 2000 held a public hearing called the "ACCESS TASK 
FORCE" Forum.  The comments collected that day still appear to be true today.  The comments 
collected included: 

- someone needs to get into hospital, but are not yet to the crisis level of Mentally Ill and 
Dangerous.  If they are not eligible for Medicaid or Medicare, it is difficult to get money 
for the medications.  If you can get the medications you can prevent the need for the 
hospital bed. 

- substance abuse is self medication ... abuse and violence may come with it. 
- access to insurance company - need 20 phone calls to get care ... a barrier to services 
- working poor - person is not eligible for Medicaid because they work but do not earn 

enough to pay for the medication. With Medicaid you can usually find someone who can 
take care of the individual ... the working poor need some mechanism to access the care. 

- One person testified he was on 8 different medications in last 15 years.  
- crisis in rural Nebraska is not the same in urban Nebraska … shortage of psychiatrists. 

 
This is from the MHPEC Strategic Planning meeting on April 12, 2002. 

• Lack of access to medication is a concern because: 
- there is not a stable reliable source of medications for people with mental illness. 
- no clear cut mandate on who is to pay for what.  Everyone wants to be the one who pays 

last dollar. 
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• Lack of Access to Medication” Theme: Reducing the barriers to getting the right drug to the 
right recipient in the right dosage by the right route at the right time to consumers in 
community mental health settings. 

 
Specific populations impacted by lack of medications include:  
1. Consumers, family members 
2. County Level Services: Counties, County Attorneys, Mental Health Commitment Boards, 

Sheriffs (transportation), Veteran Service Center, County Corrections  
3. Service Providers: Regional Centers, Community Mental Health providers, Emergency Care 

Centers, Housing providers; Pharmacies, Physicians, and other health care practitioners, 
Nebraska Medical Association's mental health task force, Regional Governing Boards, Law 
enforcement, Corrections ...  

4. Payers: Medicaid, Medicare, Managed Care Companies, Private insurance companies, SSI, 
SSDI, and Nebraska Department of Health and Human Services. 

5. Resources:  Drug companies, Pharmacies ...  
6. Advocates / allies:  Nebraska Association of Behavioral Health Organizations (NABHO), 

National Alliance for the Mentally Ill-Nebraska (NAMI-NE), and Mental Health 
Associations of Nebraska. 

 
Nebraska does fund medications.  Examples include: 
– Medication Management 
– “LB95” Psychiatric Medications Indigent Drug Reimbursement 
– Medicaid Behavioral Health Drug Expenditures 
 
Medication Management 
According to the Behavioral Health / Medicaid "yellow book", the Medication Management 
service definition was approved by the HHSS Policy Cabinet on December 17, 2005.  This 
service is still purchased today.  This service definition along with others applied to both the 
Behavioral Health and Medicaid Divisions.  These Service Definitions and Utilization 
Guidelines, which included Medication Management, were for the Adult Mental Health System.  
Here is some of what the Medication Management Service Definition said: 
– Basic definition:  Evaluation, provision and monitoring of psychotropic medication and 

symptom management 
– Services 

o Psychiatrist, Psychiatric APRN+, evaluation of need for psychotropic 
medication. BH: Include PA+ supervised by psychiatrist. 

o Provision of prescriptions for psychotropic medications 
o Ongoing medication monitoring 

 
– Consumer Need 

o Requires control of symptomology related to psychiatric disorder with need for 
improved functioning 

o BH: 1+ functional limitations (social, occupational, educational, interpersonal, 
self care) 

o Determination and initiation of a treatment plan 
o Assessment of re-emerging psychiatric symptoms or medication side effects 
o DSM (current version) (Axes I-V) diagnosis 

 
– Utilization Guidelines / ADMISSION (All are required): 

1. Valid principal DSM (current version) diagnosis in Axis I or II 
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2. Need for prescribing and monitoring psychotropic medications 
– Utilization Guidelines / DISCHARGE  

1. The individual no longer requires psychotropic medications. 
2. The individual no longer meets Continued Stay Guidelines, or meets Guidelines for a 
less or more restrictive level of care. 

 
NOTE:  Provision of medication management service by APRN and the supervision required. 

– Advanced Practice Registered Nurse (APR�)   
– Nurse Practitioner (NP) is a term for the Advance Practice Registered Nurse 
– There is no credentialing for physicians who evaluate or provide psychotropic 

medications; or who supervise Physician Assistant (PA) or Nurse Practitioner (NP) to do 
so. In other words, any physician under his or her Nebraska license could do either of 
these things, from a licensure standpoint.  The Medicaid "yellow book" requirement as 
stated below (see above) seems to imply that there is some type of credentialing of 
physicians who are not psychiatrists to be able to evaluate and provide psychotropic 
meds or to supervise PAs and NPs to do so, such is not the case, at least from a licensure 
standpoint.     

 
The FY2011 (July 1, 2010 to June 30, 2011) Regional Contract for Behavioral Health and 
Network Management Services between the DHHS Division of Behavioral Health and the six 
Regional Governing Boards includes funds for this service.    
 
Medication Management – MH (FY2011 Regional Contracts) 
 
 
 
 
 
 
 
 
 
 
 
NOTE:  The Mental Health Services includes both Fee-For-Service (FFS) and Non-Fee-For-
Service (NFFS).  The names of the services include Medication Management – MH, SE - 
Medication support, Children’s Medication Management – MH, CAG- Medication 
Management Rural MP, and Urgent Medication Management – MH. 

– SE means Service Enhancement 
– CAG means Capacity Access Guarantee 
– Medication Management means paying for the medical personal needed to administer 

the medication needed 
 
 
 
 
 
 
 

�ebraska Medicaid Behavioral Health Drug Expenditures by Service date 

Region FY2011 

1 $70,350  

2 $72,335  

3 $234,435  

4 $37,732  

5 $218,910  

6 $334,242  

Total $968,004  
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�ebraska Medicaid Behavioral Health Drug Expenditures 
Claims Paid through June 2010 
 

  Age 0 through 17 Age 18 and Over Total 

FY 2004 $14,258,697.47 $64,381,847.46 $78,640,544.93 

FY 2005 $17,328,589.25 $72,310,510.26 $89,639,099.51 

FY 2006 $20,264,788.00 $58,157,873.13 $78,422,661.13 

FY 2007 $22,565,922.89 $34,944,549.34 $57,510,472.23 

FY 2008 $24,928,579.20 $37,720,741.77 $62,649,320.97 

FY 2009 $25,150,687.31 $39,157,281.93 $64,307,969.24 

FY 2010 $23,372,840.85 $37,178,682.14 $60,551,522.99 

Note: Report is for claims paid during each state fiscal year, July-June. Medicare Part D was 
implemented in January 2006, which lowered state drug costs for ages 18 and older.   

Prepared by Heidi Burklund, DHHS, August 27, 2010 
Heidi.Burklund@nebraska.gov 

 

 “LB95” Psychiatric Medications Indigent Drug Reimbursement 

In 1981, the Nebraska Legislature authorized the indigent outpatient prescription medicine 
program.  Within the Nebraska Behavioral Health System, the program is generally referred to 
as “LB95 Meds”.  The state statute that authorizes the program is Nebraska Rev. Stat. § 83-
380.01.  The “LB95” Psychiatric Medications Indigent Drug Reimbursement website was 
updated in October 2008 in order to help improve access to the program.  As a result, the 
detailed eligibility procedures are on the Nebraska Department of Health and Human Services, 
Division of Behavioral Health web site under Community-based Services, Psychiatric 
Medications for the Indigent.     http://www.dhhs.ne.gov/beh/LB95/index.htm 
 
Nebraska residents who have been committed by a mental health board are eligible to receive 
some medications to support their recovery.  A person must have been committed and in active 
recovery to receive these benefits.  Payment is for extremely low income people. A commitment 
is made through a Nebraska Mental Health Commitment Board, as described in the Nebraska 
Mental Health Commitment Act. (N.R.R.S 71-900 et seq.).  For more information on the 
Nebraska Mental Health Commitment Process see  
http://www.dhhs.ne.gov/beh/Commit/Commit.htm.  Medications are only available through the 
Lincoln Regional Center or the Norfolk Regional Center depending on where you live in the 
state.    
 
NOTE:  Beginning July 1, 2006, LB-95 recipients who appear to qualify for Medicare were 
required to demonstrate that they have applied for enrollment in Medicare Parts A, B and (if 
found eligible for Part A or B) Part D programs. 
 
The Division of Behavioral Health expends state funds to support this program.  Following are 
the expenditure levels from FY2004 to FY2010. 
 
 

Indigent Drug Reimbursement 

FY2004 $1,447,566.88 

FY2005 $1,785,672.48 

FY2006 $1,967,796.62 

FY2007 $2,145,076.92 
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FY2008 $2,135,203.72 

FY2009 $2,022,078.12 

FY2010 $1,856,653.60 

Source:  Lori Dawes, DHHS, Financial Services (July 22, 2010) 

 

Following are the number of persons who received LB95 Meds by fiscal year (FY2006 to 
FY2010). 
Note:  This is an unduplicated count of persons served. 

 HRC LRC NRC TOTAL 

FY06 270 291 283 844 

FY07 126 246 217 589 

FY08 0 340 311 651 

FY09* 0 400 174 574  

FY10** 0 398 173 571 

The person served unduplicated count report is based on the facility who last 
served the individual. 
* In FY2009, 30 persons received LB95 Meds from both LRC and NRC.   
** In FY2010, 19 persons received LB95 Meds from both LRC and NRC. 

Source:  Shirley Baack, Financial Responsibility, DHHS Financial 
Services – Operations (July 26, 2010) 
 

In combining these two data sets, reimbursement per person can be shown. 
 

  
Indigent Drug 
Reimbursement 

Number Of 
Persons 

Reimbursement 
Per Person 

FY06 $1,967,796.62  844 $2,331.51  

FY07 $2,145,076.92  589 $3,641.90  

FY08 $2,135,203.72  651 $3,279.88  

FY09 $2,022,078.12  574 $3,522.78  

FY10 $1,856,653.60  571 $3,251.58  

 
sources:   
– The State Advisory Committee on Mental Health meeting on August 12, 2008. 
– Nebraska Medicaid Behavioral Health Drug Expenditures by Service Prepared by Heidi 

Burklund, DHHS, 7-16-2009 
– LB95 drug program data from Lori Dawes, DHHS, Financial Services (July 2010) and 

Shirley Baack, Financial Responsibility, DHHS Financial Services – Operations (July 2010) 
– Dr. Blaine Shaffer, Chief Clinical Officer, Division of Behavioral Health (July 24, 2009) 
– "ACCESS TASK FORCE" Forum held on January 20, 2000 in Omaha by the Nebraska 

Mental Health Planning and Evaluation Council (MHPEC). 
– MHPEC Strategic Planning meeting on April 12, 2002 
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GAP #6: CULTURALLY AND LINGUISTICALLY COMPETENT 

SERVICES 
 
A service gap identified in the adult and children’s mental health system is culturally and 
linguistically competent services.  A language barrier was reported in several communities 
across Nebraska both rural and urban, due to the increase in minority populations living across 
the state.   
 
The National Center for Cultural Competence defines culture as an integrated pattern of human 
behavior, which includes but is not limited to thought, communication, languages, beliefs, 
values, practices, customs, courtesies, rituals, manners of interacting, roles, relationships and 
expected behaviors of a racial, ethnic, religious, social or political group; the ability to transmit 
the above to succeeding generations. Cultural competence is a developmental process that 
evolves over an extended period.  Linguistic competence is thus referred to as the capacity of an 
organization and its personnel to communicate effectively and convey information in a manner 
that is easily understood by diverse audiences including persons of limited English proficiency, 
those who have low literacy skills or are not literate, and individuals with communication 
disabilities.  
 
This gap in mental health care was first identified nationally in 1999 by the Surgeon General 
who addressed disparity as lying in the availability, accessibility, and quality of mental health 
services for racial and ethnic minorities.  The Surgeon General made it clear that these 
disparities result in ethnic and racial minorities bearing a disproportionately high disability 
burden from mental disorders.  The Surgeon General also identified the lack of information 
regarding the mental health needs of many racial and ethnic minorities as adding to the critical 
disparity.  As part of the challenge to the nation the Surgeon General released Healthy People 

2010 in early 2000 to address disparities in health care access and outcome.   
 
On July 13, 2010, SAMHSA, in collaboration with the Ad Council, announced the launch of a 
national public service advertising (PSA) campaign to promote recovery from mental health 
problems within multicultural communities by educating and inspiring young adults to talk 
openly about issues of mental health. The culturally targeted PSAs seek to motivate societal 
change toward social acceptance and decrease negative attitudes that may surround mental 
illness. These PSAs are part of a larger multicultural public service effort designed to reach 
Hispanic/Latino, American Indian, Chinese American, and African American communities 
during National Minority Mental Health Awareness Month. 
 
Mental illnesses, including depression, anxiety, bipolar disorder, and schizophrenia, are 
widespread in the United States. According to SAMHSA, from 2004 to 2007, an average of 
15.6 percent of Hispanic/Latino 18- to 25-year-olds reported serious psychological distress in 
the past year. Despite the high prevalence among this group, only slightly more than one in four 
(28.3 percent) of Hispanic/Latino young adults with serious psychological distress received care 
within the past 12 months. In that same period, an average of 20.7 percent of American Indian 
18- to 25-year-olds reported serious psychological distress in the past year, and an average of 
16.2 percent of Chinese American 18- to 25-year-olds reported serious psychological distress. 
http://www.recoverymonth.gov/Press-Room/News/2010/National-Campaign-To-Raise-Awareness-About-Mental-
Health-Problems-in-Multicultural-Communities.aspx 

OMB No. 0930-0168                         Expires: 08/31/2011     Page 119 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 119 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 119 of 342

http://www.recoverymonth.gov/Press-Room/News/2010/National-Campaign-To-Raise-Awareness-About-Mental-Health-Problems-in-Multicultural-Communities.aspx
http://www.recoverymonth.gov/Press-Room/News/2010/National-Campaign-To-Raise-Awareness-About-Mental-Health-Problems-in-Multicultural-Communities.aspx


Adult - Unmet Service Needs / August 27, 2010 / page 29 
 
 
In December 2000, the Office of Minority Health, U.S. Department of Health and Human 
Services, published final recommendations on national standards for culturally and 
linguistically appropriate services in health care.  These are meant to be a blueprint for federal 
and state health agencies, policy makers, and national organizations to build culturally 
competent health care organizations and workers.   
 
The Culturally and Linguistically Appropriate Services (CLAS) Standards facilitate the closing 
of this gap.  On February 8, 2005 the State Advisory Committee on Mental Health Services first 
addressed cultural competence goals and objectives.  Dr. Maria Prendes-Lintel presented on the 
fourteen CLAS Standards.  These CLAS Standards were identified and members of the 
committee were asked whether their agencies were in compliance with these standards 
particularly those that are federally mandated.  The lack of resources and complexity in 
addressing these gaps was discussed as well as the cost and complexity of not addressing these 
needs.  The importance of having competent and trained interpreters was highlighted.  The 
impact of the language barrier was addressed as one of the most critical gaps affecting access, 
delivery and viable use of mental health services.  It is a goal in the future to close this gap and 
report progress in this area. 
 
Sudanese and Somali Bantu refugees have again been recognized by Tanya D. Cook, 
Governor's Director of Urban Affairs and Manager, Office of Minority Health.  These refugees 
have unique mental health challenges due to conflicts in their home countries and refugee 
camps; how issues are handled within family structure and less likely to seek outside help.  
Stigma associated with life outside the hospital in communities is very strong, and it is different 
from that of Anglo/Germanic populations.  More needs to be understood to help these 
consumers learn to help themselves. 
 
For these populations, and those of the other 50 racial or linguistic groups who now live by 
thousands in Nebraska, a common resettlement site for refugees, new realities are being dealt 
with.  For some, they have come to the United States without an older or generation, whose 
roles are critical in social development, such as for helping to arrange meetings, coordinate 
relationship and marriages, family counsels and mediation, disputes and collaborations between 
tribal or political groups.  Some have deep feelings of loss and confusion around tradition, 
spirituality, community building, child rearing practices, new laws and ways that less recent 
arrivals to America interact.  Developing systems which broker relationships between 
communities and individuals is an art, as much as a science, and is practiced well by a few very 
helpful individuals, whose time is very limited. 

 
Jackie Miller, Chief Administrator for the Community Health Section in the DHHS Division of 
Public Health noted the following, “Domestic violence is the norm in Sudanese households. In 
addition the women are not allowed to speak when interviewed, etc----the men speak for the 
women. For those women who do break away and get help, the family unit is completely 
destroyed. The father loses the respect of his children----as he is unable to keep his wife under 
thumb (especially if she ends up in a shelter). The children also despise the mother in such 
cases.” 
 
Mary Pipher, Lincoln psychologist and nationally recognized author, notes some of the 
difficulties other groups face.  Of course, the young Sudanese men, who moved here en masse 
as children, essentially all male, have few partners to take as wives.  They are refugees without 
a social structure which allows them to move into traditional roles of husband, father, religious 
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leader, and other traditional roles.   Their role models did not move with them, nor did women 
of their tribe, race or language.  So, once incarcerated for crimes they either did during a mental 
health or substance abuse episode, they are sometimes misunderstood, and frequently 
ostracized.  Outside, on the street, they may self medicate and thus cut themselves off from 
support from their only support groups.  Among refugees, these who have behavioral health 
problems, they are further separated from support. 
 
Among the growing number of middle-eastern and eastern populations, even the change in food 
and daily routines can be enough to cause individuals to despair and decompensate.  Their 
financial expectations/needs/opportunities are limited.  Affordable housing is difficult to find.  
Health providers are largely white, and educated in western medical procedures, so they do not 
necessarily honor the expectations unlike their own.  The consumers have difficulty building 
trust in the health system, so we rely upon individuals to again break through, sometimes one 
person at a time. 
 
The State has been using housing vouchers in each Region to help meet the need for housing.  
State staff have developed mechanisms to work with officers of the law to understand how to 
work with diverse populations under stress or whose behavioral health is compromised.  A 
promising program which is growing is Region 5’s TASC program, which matches a peer 
consumer and/or social worker with a consumer-in-crisis, for the quickest support possible.  
Often in 5 minutes, the consumer-in-crisis can be on the phone with a supporter, and within 45 
minutes, a peer and social worker can calmly help alleviate tension which could otherwise arise 
between a consumer and the law.   
 
The Division of Behavioral Health approaches work on in the area of cultural competence as an 
opportunity for improvement.  The reason is due to the current contract provisions with the six 
Regions as well as the requirements for National Accreditation means there should be basic 
compliance.  However, there is always room for improvement.  Below is a discussion on the 
current status in this area regarding the Native American Mental Health service expenditures, 
workforce issues, number of persons served by the NE Behavioral Health System, as well as the 
role of the Nebraska Office of Minority Health. 
 
Here is an example of how one Regional Behavioral Health Authority, Region 5 Systems, 
(covering Southeast Nebraska) has worked to address these issues. 
 
CLAS efforts in Region 5 Systems Behavioral Health System of Care 
 

In response to the federal Culturally and Linguistically Appropriate Services (CLAS) 
Standards (2000) and Governor Johanns priority goal to “increase capacity to special 
populations” (2001), Region 5 Systems hosted a workshop on CLAS issues in behavioral 
health care (2002).  The event had participation from over 80 behavioral health providers, 
administrators, and staff. 
 
In 2003 a formal planning process was done with the goal of eliminating barriers to 
behavioral health treatment.  In response to gaps identified in this process Region 5 Systems 
created the CLAS Coalition in 2003 and set aside funding to assist in closing those gaps.  At 
the same time Region 5 Systems created a Bi-Lingual/Bi-Cultural Service Coordinator 
position.  This position was a partnership between Lutheran Family Service and The 
Hispanic Center (now El Centro de Las Americas). 
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The CLAS coalition began to meet monthly in late 2003 with participation from Region 5 
Staff, Network Providers, other behavioral health providers, providers of interpretation and 
translation services, cultural community representatives, and others. 
 
The CLAS Coalition focused its resources on the following three target areas in FY2003-
2004 and has continued these efforts since then. 
 

• Developed an annual cycle of CLAS grants to allow agencies to address CLAS 
issues in behavioral health.  The small grants have been used to translate agency 
documents, provide CLAS training for behavioral health providers, purchase 
equipment to improve interpretation, provide education for interpreters on working 
in a behavioral health setting and more. 

• Provided a pool of funds for Region V Systems Network Providers to receive 
reimbursement for interpretation costs incurred while delivering behavioral health 
services. 

• Hosted a Statewide Summit on Quality Assurance in Interpretation.  This was 
followed up by a partnership with the Nebraska Office of Minority Health to host an 
annual conference on CLAS related issues in health care.  The third annual “Missing 
Links” conference was held on August 6, 2009. 

 
Additionally, the Region 5 Systems CLAS Coalition facilitator, Malcom Miles, has ensured 
behavioral health representation in other community efforts in Lancaster County including 
the New Americans Task Force (NATF) and the Medical Translation and Interpretation 
Leadership Team (MTI).    
 
The New Americans Task Force is a network of public and private organizations and 
community members, dedicated to supporting New Americans in Lancaster County. NATF 
strives to welcome all newcomers, assisting them in building the lives they seek through the 
removal of barriers and the provision of culturally competent support services.  
 
The Medical Translation and Interpretation Leadership Team (MTI) was a three year project 
(2006-2009) whose goal was to examine and enhance medical translation and interpretation 
services in Lincoln and Lancaster County through strategic leadership, innovation, 
collaboration, and advocacy.  MTI was sponsored by the Community Health Endowment 
(CHE) in response to two community reports; Urgent Matters a study of Lincoln’s 
healthcare safety net (2004, conducted by the Robert Wood Johnson Foundation and George 
Washington University) and The Blueprint Project (2002, conducted by CHE) that 
identified healthcare issues and solutions in three of Lincoln’s census tracts. 
 
Ongoing education, outreach and financial support are necessary for behavioral health 
agencies to continue to develop culturally and linguistically appropriate services.  
Interpretation services are a focus of much of the current effort to ensure quality health care.  
Given that Nebraska has no licensure process for interpreters in health care three main goals 
have been identified to provide the best possible interpretation services, and thus get 
positive health outcomes. 

• Prohibiting the use of children as interpreters.  Region 5 Systems has created a 
policy stating that interpreters shall be 19 years of age or older and continues to 
provide education about the dangers of using children as interpreters but a statewide 
solution to this problem is needed. 
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• Pursuing reimbursement strategies for interpretation.   Region 5 Systems 
reimbursement funding has established the need for and benefit of providing 
reimbursement for interpretation services to behavioral health providers.  Further 
funding needs to be pursued. 

• Moving Nebraska toward certification or licensure of interpreters in health care.  
National court interpreter certification provides a model that could be used to ensure 
that interpreters working in health care provide quality interpretation services, 
provide risk management for healthcare providers and provide good outcomes 
consumers. 

 
Under GAP #4: SHORTAGE OF BEHAVIORAL HEALTH WORKFORCE the University of 
Nebraska Medical Center – Health Professions Tracking Service (Updated July 23, 2010) has 
documented the Languages Spoken and Served.  They report that all the Behavioral Health 
professionals report speaking English. In addition, 85 professionals report being able to fluently 
speak languages other than English. There is a chart which identifies the languages and counts 
of professionals who indicate fluency in each language (see chart on page 17 on “Non-English 
Language Fluency”).  In addition, eight hundred and thirteen (813) professionals report serving 
clients who speak languages other than English. Various methods of interpretation are used to 
communicate with clients; self interpretation, outside interpreter sitting in the session and phone 
interpreter services. The following charts indicate the counts of professionals who report access 
to each method and the languages offered. (see chart on Languages Offered through Interpreter).  
 

There were 15 Behavioral Health Professionals who reported Non-English Language Fluency in 
Sign Language.  However, none of the Physicians, Advanced Practice Registered Nurses and 
Physician Assistants reported ability for Sign Language.   
 
At the August 12, 2010 meeting of the State Advisory Committee on Mental Health Services, 
Dr. Pete Seiler (Executive Director) and Peggy Williams (Mental Health Specialist) from the 
Nebraska Commission for the Deaf and Hard of Hearing made public comments.  Some of their 
key points included comments on services for Children and Adults.   

• Mental Health Services for Children – states need to take proactive steps to address the 
critical and urgent needs of deaf children who require mental health treatment. Three 
recommendations are proposed: 
1. Develop regional programs to serve the needs of the relatively small number of deaf 

children needing inpatient hospitalization or residential treatment. 
2. Encourage the recruitment, training, and licensure of members of the deaf 

community to serve as therapeutic and respite foster home personnel. 
3. Invest in research priorities which focus on the linguistic, cultural, and systemic 

needs of this population. 

• Mental Health Services for Adults - Mental health policymakers, planners, and providers 
need to develop services that are sensitive to the needs, wishes and goals of the Deaf 
Community.  The Deaf Community needs to be involved in the process of developing 
effective programs for this population.  Public mental health systems have done a poor 
job of responding to the cultural and communication needs of people who are deaf, 
assuming that interventions, techniques, and services that work for the general public are 
also appropriate and effective for people who are deaf. In order for services to be 
effective for a person who is deaf, the program needs to be structured to meet the special 
needs of the deaf, i.e., one-on-one communication with a therapist, assessments that are 
appropriated tools to be used for the deaf, and peer support within the treatment setting. 
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Additionally, the State Advisory Committee on Mental Health Services for the Nebraska 
Commission for the Deaf and Hard of Hearing continues to be concerned about provisions and 
delivery of services to the Deaf and Hard of Hearing adults, children and adolescents in 
Nebraska. The issue first surfaced in the early 1980’s with the need for substance and alcohol 
abuse treatment for this population. In 2008, the National Association of the Deaf wrote a 
position paper addressing the mental health needs for this cultural and linguistic group.  
Hamerdinger and Hill (2005) stated that the mental health service delivery system has been 
inadequate and fraught with ideological and  monetary battles between multiple agencies due to 
low incidence numbers.  The U.S. Department of Health and Human Services reports 8.6% of 
the population is either Deaf or Hard of Hearing.  In Nebraska, that would translate to 
approximately 153, 375 Deaf and Hard of Hearing individuals. The needs of this population are 
not at all aligned with the needs of those who can hear.  The stigma of having a hearing loss is 
greatly felt by many of these individuals and often leads to various mental health issues and 
illness. Sadly, there are only a handful of licensed mental health providers with the ability to 
communicate directly through sign language and have received training in the area of deafness.  
More individual and system providers need to understand the unique needs of the Deaf and 
Hard of Hearing population in order to best serve and assist these individuals. 
 
The Network of Care for Behavioral Health is on the Nebraska Division of Behavioral Health 
website.  http://www.dhhs.ne.gov/networkofcare/.  The website can be displayed in 14 different 
languages.  This web site is a resource for individuals, families and agencies concerned with 
behavioral health.  It provides information about behavioral health services, laws, and related 
news, as well as communication tools and other features.  The user of this web resource starts 
by either selecting a county on the map provided or by viewing a text listing of counties.   
 
The data presented below is from the Nebraska 2008 and 2009 Federal Uniform Reporting 
System.  Here are the numbers of persons served in Division of Behavioral Health funded 
mental health services as reported under the Federal Community Mental Health Services Block 
Grant Uniform Reporting System Table 2A (Profile of Persons Served, All Programs by Age, 
Gender and Race/Ethnicity) and Table 2B (Profile of Persons Served, number of persons who 
are Hispanic/Latino or not Hispanic/Latino) for FY2008 (July 1, 2007 to June 30, 2008) and 
FY2009 (July 1, 2008 to June 30, 2009).   
 
2A (Profile of Persons Served, All Programs by Age, Gender and Race/Ethnicity) 

  

American 
Indian or 
Alaska 
Native Asian 

Black or 
African 
American 

Native 
Hawaiian 
or Other 
Pacific 
Islander White 

More 
Than 
One 
Race 

Reported 
Race Not 
Available Total 

2008 1,079 206 2,903 43 30,687 1,854 139 36,911 

 2.9% 0.6% 7.9% 0.1% 83.1% 5.0% 0.4% 100% 

2009 675 167 1,843 16 20,582 1,818 3,220 28,321 

 2.4% 0.6% 6.5% 0.1% 72.7% 6.4% 11.4% 100% 

 
NOTE:  In January 2009, the Division of Behavioral Health cleaned its data system by 
administratively discharging nearly 18,000 records of admission to program prior to November 
2003 and of which had no activity in the last year.  This reduced the number of active cases in 
the system.  To obtain unduplicated count of persons served, the Division used social security 
numbers and dates of birth to identify unique clients in the data system.  In January 2009, the 
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Division of Behavioral Health cleaned its data system by administratively discharging nearly 
18,000 records of admission to program prior to November 2003 and of which had no activity 
in the last year.  This reduced the number of active cases in the system. 
 
According to the Nebraska Department of Economic Development web site 
http://www.neded.org/files/research/statab09.htm 

Population, 
2007 
estimate 

American 
Indian 
and 
Alaska 
Native 
persons 

Asian 
persons 

Black 
persons 

Native 
Hawaiian 
and 
Other 
Pacific 
Islander 

White 
persons 

Persons 
reporting 
two or 
more 
races 

Total 
population 

 1.0% 1.7% 4.4% 0.1% 91.6% 1.2% 1,774,571 

 
Table 2B (Profile of Persons Served, number of persons who are Hispanic/Latino or not 
Hispanic/Latino) 
 

 

Not 
Hispanic 
or 

Latino 

Hispanic 
or 

Latino 

Hispanic 
or Latino 
Origin 
Not 

Available Total 

2008 34,020 2,510 381 36,911 

 92.2% 6.8% 1.0% 100% 

2009 25,514 2,102 705 28,321 

 90.1% 7.4% 2.5% 100% 

 
According to the Nebraska Department of Economic Development web site 
http://www.neded.org/files/research/statab09.htm 

percent, 2007 

Persons of 
Hispanic or Latino 

origin 
84.5% 7.5% 

 
The DHHS State Infrastructure Grant (SIG) for Children's Behavioral Health identifies the 
incorporation of expectations and mechanisms to ensure cultural and linguistic competence 
across child serving systems as a component of the SIG work plan. As noted above, Nebraska 
has undergone significant demographic changes in recent years and with that, challenges for the 
behavioral health system in serving this growing minority and immigrant population. The 
continued development of a highly trained and competent behavioral health workforce is a 
critical component of this system of care. Utilizing the resources of SAMHSA, the SIG Steering 
Committee, and the National Center for Cultural Competence, a strategic plan is being 
developed to examine the current workforce, identify potential materials to translate and 
collaborate with the DHHS Office of Minority Health to facilitate curriculum within the NBHS. 
This effort is an ongoing process that spans both tangible goals as well as systems internal and 
external culture change. It is the Department's goal to provide compassionate, effective, 
efficient, culturally and linguistically competent services to children, adolescents and their 
families.  
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The Nebraska Department of Health and Human Services / Division of Public Health includes 
the Office of Minority Health (OMH).  This Office works to equalize health outcomes and 
eliminate health disparities in Nebraska. 
 
Mission of OHA: Equalizing health outcomes and eliminating health disparities  
 
The Nebraska Office of Minority Health is dedicated to improving the health status of 
racial/ethnic minorities, Native Americans, refugees, and newly-arrived immigrant groups in 
Nebraska. 
 
Priority Populations: 
– Racial/ethnic minorities  
– Native Americans  
– Refugees  
– Newly-arrived immigrants  
 
 
Priority Issues: 
– Improve access to health services for racial/ethnic minorities  
– Improve data collection strategies  
– Increase racial/ethnic minority representation in science and health professions  
– Develop a relevant and comprehensive research agenda  
– Expand community-based health promotion and disease prevention outreach efforts.  
– Eliminating disparities requires a strong partnership with federal, state, tribal, and local 

organizations.  
 
The OMH works with 
– local and regional health agencies,  
– other state agencies,    
– faith-based organizations,  
– community-based organizations,  
– others  
 
OMH develops minority health training materials, and assists / supports minority grantees and 
organizations working on minority health activities.  For more information on the DHHS Office 
of Minority Health see     http://www.dhhs.ne.gov/minorityhealth/ 
 
DHHS’ Commitment to Accommodate Language Assistance Needs 
On July 1, 2010, Kerry T. Winterer, DHHS Chief Executive Officer, sent an email to DHHS 
Employees regarding Language Assistance for DHHS Service Recipients who are Limited 
English Proficient (LEP).  The Department of Health and Human Services has made a 
commitment to take reasonable steps in ensuring meaningful access for Limited English 
Proficient (LEP) persons seeking DHHS services.  Individuals with Limited English Proficiency 
do not speak English as their primary language and have limited ability to read, write, speak, or 
understand English and may be eligible to receive language assistance, such as interpretation 
and/or translation at no charge, with respect to DHHS services. This includes parents and legal 
guardians of minors eligible for DHHS services. 
 
Section 601 of Title VI of the Civil Rights Act of 1964 provides that no person shall “on the 
ground of race, color, or national origin, be excluded from participation in, be denied the 
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benefits of, or be subjected to discrimination under any program or activity receiving federal 
financial assistance.” U.S. Department of Health and Human Services regulations “require all 
recipients of federal financial assistance from HHS to provide meaningful access to LEP 
persons.”  
 
This involves the DHHS Policy Concerning Meaningful Access to Services for Persons with 
Limited English Proficiency (LEP) Language Assistance as per Presidential Executive Order 
13166.  The policy affirms the Nebraska Department of Health and Human Services’ (DHHS) 
federal statutory and regulatory obligations for taking reasonable steps to ensure meaningful 
access to services for limited English proficient (LEP) persons at no cost pursuant to 
Presidential Executive Order 13166: “Improving Access to Services for Persons with Limited 
English Proficiency” (August 11, 2000).  This policy is informed by Executive Order 13166 per 
se and, “Guidance to Federal Financial Assistance Recipients Regarding Title VI Prohibition 
Against National Origin Discrimination Affecting Limited English Proficient Persons” (U.S. 
Department of Health and Human Services (HHS), Office for Civil Rights—last revised: 
October 4, 2006). 
 
 
Sources: 

• LB 542 (2007) Implementation Report January 4, 2008 titled "Creating Change and 
Providing Hope for Nebraska’s Children, Adolescents and Their Families Pursuant to LB 
542"  http://www.dhhs.ne.gov/beh/mh/LB542.pdf 

• State Advisory Committee on Mental Health Services:  Cultural Competence Goals and 
Objectives.  February 8, 2004.  Presented by Maria Prendes-Lintel, Ph.D. Licensed 
Psychologist, Executive Director FIRST Project; and written text July 22, 2005. 

• State Advisory Committee on Mental Health Services meeting May 10, 2005 and August 9, 
2005. 

• Surgeon General’s Report, 1999 Mental Health: Culture, Race, Ethnicity. SAMHSA. 
• Closing the Gap.  A newsletter of the Office of Minority Health, U.S. Department of Health 

and Human Services.  February/March 2001 

• Nebraska Community Mental Health Services Block Grant Implementation Report – 
Uniform Reporting System (URS) 2008 and 2009. 

• Nebraska 2000 State Census Profile; Nebraska Department of Economic Development 
<http://info.neded.org/neprof00.htm> 

• Source for CLAS efforts in Region V Systems’ Behavioral Health System of Care 
Malcom Miles, Network Specialist with Region V Systems; (402- 441-4359); 
mmiles@region5systems.net; July 23, 2009  

• Comments by Dr. Pete Seiler (Executive Director) and Peggy Williams (Mental Health 
Specialist) from the Nebraska Commission for the Deaf and Hard of Hearing made at the 
August 12, 2010 meeting of the State Advisory Committee on Mental Health Services 

 

 

GAP #7: MENTALLY ILL INMATES IN THE STATE CORRECTIONAL 

SYSTEM  
Updated July 20, 2010 
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The gap in the State Behavioral Health System is offenders discharging from prison who need 
access to community based behavioral health services including psychiatric, mental health, 
substance abuse, and dual diagnosis treatment to address their needs. 
 
A growing body of literature indicates that a significant percentage of inmates in state prison are 
mentally ill.  A commonly cited estimate is that about 16 percent of inmates in state prisons 
have a mental illness.   The rate of mental illness among female prisoners has been estimated to 
be much higher.  A recent study found that the prevalence of adults with serious mental illness 
in jails to be three to six times that of that of the general population (NCJA citation).   Please 
see Table 1 for the rates of mental illness diagnosed at Nebraska state correctional intake 
facilities for the last six fiscal years.  The rate of mental illness in the Nebraska state prison 
system is somewhat higher than the national trend, even when the fact that the numbers 
represent intake figures only (i.e., new admissions) as opposed to being based on the total 
number incarcerated in the correctional system.   
 
Table 1:  The Rate of Diagnosed Mental Illness at Intake Made By  

Nebraska Department of Correctional Services 
 

 FY2005 FY2006 FY2007 

Number of 
inmates with 
mental illness 341 16% 645 25% 768 31% 

Total Intakes  2,121  2583  2,447  

 

 FY2008 FY2009 FY2010 

Number of 
inmates with 
mental illness 949 40% 656 29% 843 35% 

Total Intakes  2,379  2,289  2,418  
 
Note:  Total is for all Axis I diagnoses exclusive of sole substance-related diagnoses.   Includes data for adult 

males, adult females, and youthful offenders.  Total number of intakes includes county safe keepers and 
ninety day evaluators. 

 

Another indicator of the high rate of persons with mental illness in the state prison system is the 
number of inmates who are prescribed psychiatric medication.  On June 30, 2010, 907 inmates 
were on psychiatric medication which is about 20 percent of the inmate population.  This rate 
represents a decrease compared to the last fiscal year.  
 
Table 2:  Nebraska Department of Correctional Services Inmate Population  

   With Prescribed Psychiatric Medications on One Day (Point in Time) 
 
 
 
 
 
 
 
 
 

On June 30, 2005 On June 30, 2006 On June 30, 2007 

854 20.2% 871 19.4% 858 19.7% 

On June 30, 2008 On June 30, 2009 On June 30, 2010 

817 18.7% 1,080 24.1% 907 20% 
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The rate of individuals diagnosed with substance-related disorders at intake in the state prison 
system is significant and has remained fairly stable, but is slightly lower for the most recent 
fiscal year (see Table 3 below). 
 
 
Table 3:  Substance Related Diagnosis Made By Nebraska  

   Department of Correctional Services Substance Abuse Staff at Intake 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A large number of inmates who were incarcerated for committing sexual offenses are 
discharged from NDCS each year.  For example, during fiscal year 2010, 221 inmates who had 
committed a sexual offense were released.  Of that number, 16, or 7% were recommended by 
DCS staff for post incarceration mental health board hearings for possible civil commitment.  
The chart below summarizes the number of offenders who came from each of the State 
Behavioral Health Regions (i.e. they were sentenced in a county in that region) and the number 
who were recommended for possible civil commitment. 
 
Table 4:  Number of Sex Offenders Released and Recommended for Civil Commitment 
FY2010 
 

Region 1 2 3 4 5 6 Totals 

# Released 5 8 26 37 54 91 221 

#Recommended 0 0 0 1 7 8 16 
    

 
Finally, it is worth noting that the Nebraska Department of Correctional Services Behavioral 
Health consists of about 130 professionals including psychiatrists, mid-level psychiatric 
providers, psychologists, mental health practitioners, social workers, nurses, and drug and 
alcohol abuse counselors.  The focus is to provide clinical treatment services to the priority 
populations including those with severe mental illness, violent offenders, substance dependent 
offenders, and sex offenders.      
 

Mortality in Local Jails 

 FY2005 FY2006 FY2007 

Inmate population 
with a substance 
abuse or dependence 
diagnosis 

1,743 82% 1,372 89% 1,782 86% 

Number of inmates 
screened 

2,121 1,538 2,081 

 FY2008 FY2009 FY2010 

Inmate population 
with a substance 
abuse or dependence 
diagnosis 

1,741 89% 1,496 78.6% 1,477 76% 

Number of inmates 
screened 

1,967 1,903 1,955 
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The US Department of Justice issued a report describing the deaths in jails nationwide during an 
eight-year period. The report includes detailed statistics on causes of death such as specific 
medical conditions as well as more acute events such as suicides, homicides and accidents.  
Highlights include: 

• From 2000 through 2007, local jail administrators reported 8,110 inmate deaths in 
custody. Deaths in jails increased each year, from 905 in 2000 to 1,103 in 2007. 

• The mortality rate per 100,000 local jail inmates declined from 152 deaths per 100,000 
inmates to 141 per 100,000 between 2000 and 2007, while the jail inmate population 
increased 31% from 597,226 to 782,592. 

• Annually, more than 80% of the nation’s jails reported no deaths in their custody. 
• Suicide was the single leading cause of unnatural deaths in local jails, accounting for 

29% of all jail deaths between 2000 and 2007, but the suicide rate declined from 49 to 
36 deaths per 100,000 inmates. 

• Between 2000 and 2007, the suicide rates were higher in small jails than large jails. In 
jails holding 50 or fewer inmates, the suicide rate was 169 per 100,000; in the largest 
jails, the suicide rate was 27 per 100,000 inmates. 

• After adjusting for differences associated with the age, sex, race, and Hispanic origin, 
suicide was the only cause of death that occurred at a higher rate in local jails than in the 
U.S. general population. 

 
– NOTE for Tables 1 and 3:  FY2005 is from July 1, 2004 to June 30, 2005; FY2006 is from July 1, 2005 to 

June 30, 2006; FY2007 is from July 1, 2006 to June 30, 2007; FY2008 is from July 1, 2007 to June 30, 2008.  
FY2009 is from July 1, 2008 to June 30, 2009.   FY2010 is from July 1, 2009 to June 30, 2010. 

– Source for Tables 1, 2, 3, and 4:  Nebraska Department of Correctional Services (NDCS) 

 

Source:   

- Cameron S. White, Ph.D.; Behavioral Health Administrator, Nebraska Department of 
Correctional Services - Central Office, Lincoln, NE July 20, 2010.   

– Justice Center at the Council of State Governments 
June 1, 2009 - New Study Documents High Prevalence of Serious Mental Illnesses 
among Nation’s Jail Populations; accessed on July 20, 2010 

http://ncja.informz.net/admin31/content/template.asp?sid=15214&brandid=3027&uid=751049109&mi=537980&ptid
=55 

- Margaret Noonan (2010) "Mortality in Local Jails, 2000–2007".  SPECIAL REPORT: 
Deaths in Custody Reporting Program.  U.S. Department of Justice, Office of Justice 
Programs, Bureau of Justice Statistics.  July 2010, NCJ 222988 
http://bjs.ojp.usdoj.gov/index.cfm?ty=pbdetail&iid=2197 
Accessed on July 13, 2010 

 
 
 
 

GAP #8:  MEDICAL COMORBIDITIES AMONG PEOPLE WITH 

SERIOUS MENTAL ILLNESS 
 
The Substance Abuse and Mental Health Services Administration (SAMHSA) has identified 10 
Strategic Initiatives to focus the Agency’s work on improving lives and capitalizing on 
emerging opportunities.  One of the 10 SAMHSA Initiatives is Health Reform.  Under this 
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initiative, the intent is to broaden health coverage and the use of evidence based practices to 
increase access to appropriate and high quality care, and to reduce disparities that currently exist 
between the availability of services for substance use and mental disorders and other medical 
conditions. 
 
According to the National Association of State Mental Health Program Directors (NASMHPD) 
Medical Directors Council, recent evidence reveals that the incidence of serious morbidity 

(illness) and mortality (death) in the population with serious mental illnesses has increased.  In 
fact, people with serious mental illnesses are now dying 25 years earlier than the general 
population.  This increased morbidity and mortality is largely due to treatable medical 
conditions caused by modifiable risk factors such as smoking, obesity, substance abuse, 
psychotropic medication side effects, and inadequate access to medical care. 
 
In the Final Report for the Regional Center Discharge Follow-Up Services - July 2010 (see 
http://www.dhhs.ne.gov/beh/mh/RegionalCenterDischargeFollow-UpServicesFinalReportMay2010.pdf) 

it is reported that preliminary analysis of medical co-morbidities among the consumers followed 
had medical conditions such as hypothyroidism, diabetes, and hypertension.  They were 
relatively common in this population.  Prevention and treatment of chronic and acute medical 
illnesses are important in increasing longevity and quality of life among people with behavioral 
health disorders. 
 
The report went on to say, more attention has been paid to medical co-morbidity among people 
with serious mental illnesses.  People with serious mental illness are at higher risk of morbidity 
and mortality due to a number of factors, including: higher rates of modifiable risk factors (e.g. 
smoking, alcohol consumption, poor nutrition, obesity, unsafe sexual behavior, intravenous 
drug use); vulnerability due to higher rates of homelessness, victimization/trauma, 
unemployment, poverty, incarceration, and social isolation; and impact of symptoms associated 
with serious mental illness (e.g. paranoid ideation causing fear of accessing care, disorganized 
thinking causing difficulty in following medical recommendations). Also, some psychiatric 
symptoms can mask symptoms of medical/somatic illnesses. Psychotropic medications may 
mask symptoms of medical illness and/or contribute to symptoms of medical illness and cause 
metabolic syndrome. The NASMHPD report points to the lack of access to appropriate health 
care and the lack of coordination between behavioral health and general health care providers, 
as additional factors contributing to excess morbidity and mortality. 
 
During the four year period of the Behavioral Health Reform (1/1/2005 – 12/31/2008), a total of 
1,225 consumers were discharged from selected units of the Regional Centers. Hereafter, the 
term “Behavioral Health Reform (BHR) Consumers” will be used to describe these individuals.  
Of the 1,225 BHR consumers discharged during this time period, 28 consumers (2.3%) are 
known to have died at some point after their first discharge. The average age at death among the 
28 deceased individuals discharged from selected units of Regional Center was lower than the 
average age for the Nebraska general population: 47 vs. 75 years old. 
 
Average Age at Death Study 
The DHHS Research and Performance Measurement Unit followed up on these findings.  The 
following approach was used in this study.  
 
Methods: 

1. A file was created of regional center discharges from Behavioral Health Reform Units 
(no forensics, no adolescents) for July 2001to December 2008.  The file was 
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unduplicated and the last discharge record was kept for each individual.  This produced 
a total of 2,597 persons.   

2. The names in the file were converted to Soundex codes so names could be deleted from 
the file before merging it with the death records file. 
The death records file was obtained from Vital Records, Nebraska Division of Public 
Health. 

3. The regional center discharge file was matched with the Nebraska death records for the 
same time period – using the Soundex code and birthdate to match records; 198 deaths 
were matched to the regional center discharge file 

4. The report above was prepared using the average age of the 198 deaths (male vs female), 
the average age of deaths in Nebraska for those years, and calculating the difference 

 
 
 
 
 
 
 
Results for the Average Age at Death Study 
 

Average Age at Death 

Year of 

Death 

# of 

Deaths 

RC 

Discharges �ebraska 

Average 

Years of 

Life Lost 

2003 21 54.6 75.5 20.9 

2004 29 46.9 75.0 28.1 

2005 32 54.5 75.2 20.7 

2006 34 48.2 75.1 26.9 

2007 33 52.9 75.2 22.3 

2008 29 56.6 75.4 18.8 

7/01 - 12/08 198 52.1 75.2 23.1 

Males 133 51.5 71.5 20.0 

Females 65 53.1 78.7 25.6 

Source:  Nebraska Department of Health and Human Services 
 
This analysis was of people who had been discharged from regional center Behavioral Health 
Reform Units (no forensics, no adolescents) for the time period of July 2001 to December 
2008.  Of the total number of people in the study (N=2,597), 198 had died, based on matching 
up with death records DHHS Vital Records.  These 198 people had died on the average 23.1 
years before others in Nebraska.  This finding is consistent with the Regional Center Discharge 
Follow-Up Services study and NASMHPD study. 
 
The Nebraska 2009 Behavioral Health Consumer Surveys included a section on Physical Health 
Status of Adults in the Survey.  The complete report can be found at: 
http://www.dhhs.ne.gov/beh/mh/MHConsumer/Nebraska2009BehavioralHealthConsumerSurvey.pdf 
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Physical Health Status of Adults in the Survey 

It has long been known that there is a connection between a person’s mental health and their 
physical health.  To measure the presence of chronic physical health conditions among 
behavioral health clients, six questions from the Behavioral Health Risk Factor Surveillance 
System (BRFSS) were included on the consumer survey: 
 
 Has a doctor, nurse, or other health professional ever told you that: 

a) you had a heart attack (also called a myocardial infarction)? 

b) you had angina or coronary heart disease? 

c) you had a stroke?  

d) your blood cholesterol was high? 

e) you had high blood pressure? 

f) you had diabetes? 

 

The most common chronic health condition among behavioral health consumers was high blood 
pressure (40.5% had been told by a doctor, nurse, or other health professional that they had high 
blood pressure), followed by high cholesterol (36.4%) and diabetes (18.9%).  Fewer than one in 
14 behavioral health consumers reported having been told by a health care professional that they 
had angina or coronary heart disease (6.7%), a heart attack (6.4%), or a stroke (4.4%). 
 
When asked whether they smoked cigarettes, most (55.1%) indicated that they did not smoke, 
37.9% reported that they smoked every day, and 7.0% reported that they smoked “some days”.   
 
When asked to assess their general health, 8.5% rated their general health as “Excellent”, 18.9% 
rated their general health as “Very Good”, 37.7% rated their general health as “Good”, 25.5% 
rated their general health as “Fair”, and 8.8% rated their general health as “Poor”.   
 
Adult consumers were then asked two questions about the number of days in the previous 30 
days that their physical or mental health was not good: 
 

1) �ow thinking about your physical health, which includes physical illness and injury, 

for how many days during the past 30 days was your physical health not good? 

2) �ow thinking about your mental health, which includes stress, depression, and 

problems with emotions, for how many days during the past 30 days was your 

mental health not good? 

 
Respondents reported an average of 8.1 days in the previous 30 days that their physical health 
was not good, and an average of 9.5 days in the previous 30 days that their mental health was 
not good. 
 
Consumers were then asked how many days during the past 30 days that poor physical or 
mental health kept them from doing their usual activities.  Over one-third (36.3%) reported that 
there were no days in the past 30 days when poor physical or mental health kept them from 
doing their usual activities.  The average number of days when poor physical or mental health 
kept them from doing their usual activities was 9.4 days. 
 
Differences were noted between persons admitted primarily for a mental health problem versus 
those admitted primarily for a substance abuse problem.  Table 1 shows the differences between 
the two groups for selected questions.  Persons admitted primarily for a mental health problem 
were more likely than persons admitted primarily for a substance abuse problem to have High 
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Blood Cholesterol and Diabetes.  Otherwise, the likelihood for having chronic health conditions 
was about the same for the two groups.   
 
Persons admitted primarily for a substance abuse problem were much more likely to smoke 
cigarettes every day (55.0% versus 32.7%).  Persons admitted primarily for a mental health 
problem were much more likely to not smoke at all (60.4% versus 35.4%).  As far as self-
reported general health status, the responses between the two groups were similar.   
 
Persons admitted primarily for a mental health problem reported more days when their physical 
and mental health were not good, and more days when poor physical or mental health kept them 
from doing their usually activities.  Persons admitted primarily for a mental health problem 
were more likely than persons admitted primarily for a substance abuse problem to be obese 
(48.6% vs 31.0%, respectively), and to be underweight, while persons admitted primarily for a 
substance abuse problem were more likely to be overweight or of normal weight.   
 
 
 

Table 1 

Differences on BRFSS Questions Between Persons Admitted Primarily 

For Mental Health versus Substance Abuse Problems 

 
 Primary Reason for 

Admission 

MH SA 

Physical Health Conditions: 

     Heart Attack or Myocardial Infarction 
     Angina or Coronary Heart Disease 
     Stroke 
     High Blood Cholesterol 
     High Blood Pressure 
     Diabetes 

 
6.1% 
6.7% 
3.9% 
39.3% 
40.5% 
21.0% 

 
7.5% 
6.7% 
5.8% 
26.7% 
40.8% 
11.3% 

Cigarette Smoking: 

     Every Day 
     Some Days 
     Does Not Smoke 

 
32.7% 
6.3% 
60.4% 

 
55.0% 
9.2% 
35.4% 

General Health Status: 

     Excellent 
     Very Good 
     Good 
     Fair 
     Poor 

 
8.4% 
18.2% 
37.0% 
27.0% 
8.8% 

 
9.2% 
21.3% 
40.0% 
20.4% 
8.8% 

In the Past 30 Days: 

   Average Days Physical Health Not Good 
   Average Days Mental Health Not Good 
   Average Days Poor Health Prevented Usual Activities 
   Average Days of Binge Drinking 

 
8.5 
10.4 
9.9 
0.5  

 
6.9 
6.5 
7.4 
1.4 

Body Mass Index Category: 

     Obese 
     Overweight 
     Normal Weight 
     Underweight    

 
48.6% 
27.1% 
22.8% 
1.6% 

 
31.0% 
37.9% 
30.6% 
0.4% 

 
Sources:  all accessed on July 22, 2010 
 
SAMHSA's 10 Strategic Initiatives 
http://www.samhsa.gov/about/strategy.aspx 
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National Association of State Mental Health Program Directors (NASMHPD) Medical 
Directors Council; “Publications and Reports” 
http://www.nasmhpd.org/publicationsmeddir.cfm 
 
Technical Papers – 2008 – “Measurement of Health Status for People with Serious Mental 
Illnesses   
http://www.nasmhpd.org/general_files/publications/med_directors_pubs/NASMHPD%20Medical%20Directors%20Health%20I
ndicators%20Report%2011-19-08.pdf 

and …  
Morbidity and Mortality in People with Serious Mental Illness 2006 
http://www.nasmhpd.org/general_files/publications/med_directors_pubs/Mortality%20and%20Morbidity%20Final%20Report%208.18.08.pdf 

 
Final Report for the Regional Center Discharge Follow-Up Services - July 2010  
http://www.dhhs.ne.gov/beh/mh/RegionalCenterDischargeFollow-UpServicesFinalReportMay2010.pdf) 
 
The Nebraska 2009 Behavioral Health Consumer Surveys section on Physical Health Status of 
Adults in the Survey.  The complete report can be found at: 
http://www.dhhs.ne.gov/beh/mh/MHConsumer/Nebraska2009BehavioralHealthConsumerSurvey.pdf 
 
Average Age at Death Study 

Paula Hartig, MS 
Program Analysis and Research Administrator  
Research and Performance Measurement 
Financial Services - Operations 
Nebraska Department of Health and Human Services 

 

GAP #9:  SERVICES FOR PEOPLE WITH DEVELOPMENTAL 

DISABILITIES &/or INTELLECTUAL DISABILITIES AND MENTAL 

ILLNESS  
 
Providing integrated services to individuals with a developmental disability and a mental health 
disorder continues to bring challenges to the NE Division of Behavioral Health.  The most 
significant system challenges involve: 
 

a) Lack of adequately trained workforce who can simultaneously provide habilitative and 
treatment services.   

b) Eligibility criteria that denies individuals without a true developmental disability or 
mental health disorder (such as a serious mental illness). 

c) Integrated funding does not exist which could be used to purchase integrated habilitative 
and treatment services. 

 
This can get complicated and expensive very quickly.   
 

Collaboration between the Behavioral Health and Developmental Disability Systems 

Region 6 Behavioral Healthcare (Omaha) was the recipient of a grant from the Nebraska 
Planning Council of Developmental Disabilities.  Two years have been completed, with one 
year to go.  This grant was designed to help strength collaboration between the behavioral 
health and developmental disability systems, in the hope that the two systems could work 
together to help individuals who are dually diagnosed.  The term dual diagnosis applies to the 
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co-existence of the symptoms of both intellectual or developmental disabilities and mental 
health problems.  One goal is to raise awareness of the need for specialty care, behavioral health 
services for people with developmental disabilities, with a focus on behavioral health.  It was 
designed to address issues such as the dually diagnosed population being caught between the 
two systems with no one wanting to take responsibility for serving them.  It also looked at the 
fact that there are a limited number of mental health practitioners with skills and knowledge to 
serve persons with developmental disabilities and the struggle to come up with appropriate 
services for what seems to be an increasing number of dually diagnosed individuals. 
 
It is expected that changes in the business practices within the behavioral health and 
developmental disability systems will be a long term process.  It has been the vision that year 
one of the grant would focus on organizational activities, year two will focus on planning and 
year 3 would move toward system changes becoming operational. Several key grant activities 
include: 
 
 
 
Project Steering Committee - 

- The purpose of this committee was to develop an increased understanding of both the 
developmental disability (DD) and the behavioral health (BH) systems to identify 
challenges and help work on the development of strategies toward integrating the two 
systems at the local level in Omaha, NE.  

- The committee membership consists of representatives from Munroe Meyer 
Institute, Eastern Service Area - Service Coordination, Alegent Medical Center, 
University of Nebraska Medical Center, a mix of providers from the developmental 
disability and behavioral health systems, consumers/family members, state 
representatives, representatives from two state senator’s offices, Eastern Nebraska 
Community Office of Retardation (ENCOR), National Association for the Dually 
Diagnosed (NADD), other stakeholders and staff from Region 6 Behavioral Healthcare.   

 
Consultation Services – This is a contract with the National Association for the Dually 
Diagnosed (NADD).  The consultation was provided by Dr. Robert Fletcher, Executive Director 
of NADD.  The service includes personal visits to Omaha, as well as hours of consultation via 
phone and e-mail. 
 
According to Robert Fletcher (National Association for the Dually Diagnosed), people with 
DD/ID and MI typically require more intensive support, a greater level of supervision, and staff 
with higher level of skill, professional staff with specialized clinical experience, comprehensive 
service coordination, presence of consistent backup support, and living requirements with fewer 
people.  He further observed that: 

- 5.5% of those in state psychiatric hospitals have a developmental disability (DD) 

- 17% of individuals with DD in state psychiatric hospitals have co-occurring substance 
disorder 
source: Robert Fletcher, DSW, ACSW, FAAIDD (May 22, 2008). 

 
Case Reviews- There have been a series of case consultations for individuals who are dually 
diagnosed.  These have occurred for individuals who are in the community as well as for 
individuals who are currently in our state mental health facilities in the hopes of helping them 
transition into the community. 
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Directory – A directory is being made of agencies that provide services for the dually 
diagnosed.  Estimated completion is December 2010. 
 
Planning Activities- Two primary needs have surfaced to date: 

1.  Education/training - Education (for individuals working in both systems) was 
identified as one of the challenges to help improve system collaboration and 
cooperation.  This is education for mental health and developmental disability 
professionals.  Education and training is needed at all levels of both systems.  This 
includes clinical staff, administration and direct care staff.   Update: to date, the grant 
has allowed us to have four trainings on various topics centered around this population. 

 
2.  Psychiatric urgent/crisis care - the challenge of psychiatric urgent/crisis care for the 
developmentally disabled was identified.  This would be some type of crisis component 
to assist staff when an individual is experiencing a psychiatric crisis.   Update: A crisis 
team was established in Douglas County in January 2010 and will serve this population 
as well as others with behavioral health crisis.  Training is scheduled in September 2010 
with the crisis teams to work with this unique population in. 

 
For more information on this project, contact: 

Taren Petersen, MPA 
Director of Network Services 
Region 6 Behavioral Healthcare 
3801 Harney St. 
Omaha, NE  68131 
Ph: 402-996-8391 
E-mail: tpetersen@regionsix.com 

 
One strategy being implemented to address system challenges facing individuals receiving 
treatment at the Lincoln Regional Center is the charter from Dr. Adams.  In February 2010, Scot 
Adams, Director of the Division of Behavioral Health, assigned Vicki Maca, Community 
Services Administrator, to develop a Targeted Strategic Learning Team to address these issues 
involving people with Developmental Disabilities and behavioral health problems.  The 
Targeted Strategic Learning Team is expected to address the following: 
 

1) Rationale:  There are at least 13 clients in regional centers who are identified as 
“discharge ready” who could move to the community.  There has been no residential 
provider willing to accept them into services.  This is the result of both individual 
circumstances (e.g., a forensic hold in addition to clinical issues) as well as systematic 
issues (e.g., a person does not achieve priority status while housed at a regional center). 

 
2) Charge: Director Adams asked Vicki Maca to assemble a special team to help transfer 

persons at the Lincoln Regional Center to community based living environments. The 
specific tasks are: a) Help move patients to community settings; b) identify and research 
the specific individual and specific systems issues that have proven to be barriers to 
movement and flow.   

 
3) Documents: Director Adams requested the development of a list of issues related to each 

task.  The individual issues list is intended to help various persons working to move 
persons through the system to become more informed and better able to accomplish the 
outcome of patient movement out of regional centers to the community.  The systems 
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issue list is intend to develop an agenda of actionable items for legislative or 
administrative consideration. 

 
4) The work team should have a core of DBH staff, including personnel from both regional 

center and community services section.  Invitations as appropriate to meetings should be 
issued to appropriate regions, DDD personnel, and community providers to ensure the 
achievement of community based placement for individuals where possible. 

 
5) Reporting to the director should occur at least monthly in a written fashion summarizing 

the results of the work and the two lists.  The director intends to consult regularly with 
the director of DDD and the agency’s CEO on the work of this team. 

 
Sources: 

- Division of Behavioral Health (July 23, 2010) 

- Region 6 Behavioral Healthcare (Omaha) 

- Robert Fletcher, DSW, ACSW, FAAIDD (May 22, 2008). "Intellectual 
Disability/Mental Illness: Planning & Policy Issues." National Association for the 
Dually Diagnosed (NADD).  Power point slides from the National Grantee Conference 
sponsored by the Center for Mental Health Services, Washington, D.C. 
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�arrative Question:   

Adult - A statement of the State's priorities and plans to address unmet needs. 

 

There are three Adult goals intended to address the State's priorities and plans to address unmet 
needs.  
 
ADULT GOAL #1: STATEWIDE PLANNING ................................................................................ 1 

Strategic Planning Process ........................................................................................................... 1 

Continuous Quality Improvement Program ................................................................................. 3 

Criminal Justice and Behavioral Health ...................................................................................... 6 

 
ADULT GOAL #2: EMPOWER CONSUMERS ............................................................................. 10 

Regional Consumer System Coordination ................................................................................. 11 

Transformation Transfer Initiative Grant................................................................................... 13 

Annual Consumer Conference ................................................................................................... 23 

Consumer Iniatives Expenditures .............................................................................................. 25 

 
ADULT GOAL #3: SUICIDE PREVENTION ................................................................................. 29 

 
 

ADULT GOAL #1: STATEWIDE PLA��I�G 

Under the Nebraska Behavioral Health Services Act § 71-806(1) the Division of Behavioral Health 
is the chief behavioral health authority for the State of Nebraska and shall direct the 
administration and coordination of the public behavioral health system.  One of the duties under the 
Act as chief behavioral health authority is  

“Comprehensive statewide planning for the provision of an appropriate array of community-
based behavioral health services and continuum of care” [see § 71-806(1)(c)]. 

Strategic Planning Process  

The Nebraska Department of Health and Human Services, Division of Behavioral Health is engaged 
in a strategic planning process.  The behavioral health areas addressed by this planning effort 
include mental health, substance abuse/addictions and gambling addictions across the lifespan.  The 
resulting document will provide a dynamic framework to guide activities and priorities for the 
Nebraska Division of Behavioral Health as a leader, a partner and a participant in the statewide 
behavioral health system.  Scot Adams, Director of the Division of Behavioral Health, said the 
strategic plan will help the Division to prioritize activities for 2011 through 2014.  The plan will 
provide a framework to guide activities and priorities for the Division as a principal leader, a partner 
and a participant in the statewide behavioral health system.  It will include broad priorities for the 
entire behavioral health system, and the plan’s goals and objectives will help gauge progress toward 
meeting critical system priorities. 
 
The Behavioral Health Oversight Commission of The Legislature 2008 and the Behavioral Health 
Oversight Commission 2009 (BHOC) both emphasized the need for a strategic planning process to 
address a number of issues including a comprehensive statewide plan for behavioral health services, 
development and management of a data and information system, and a quality improvement plan.   
 
The Nebraska Behavioral Health Support Foundation commissioned Open Minds of Gettysburg, 
Pennsylvania (see http://www.openminds.com) to prepare a Nebraska Behavioral Health System 
Strategic Planning Report.  The Behavioral Health Support Foundation (BHSF) was instrumental in 
the development of a Plan Development Work Group (Planning Group) to work collaboratively 
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with the Consensus Panel members in meetings held on January 21 – 22, 2010 and again on 
February 17, 2010.  The initial report was completed in March 2010.  The Nebraska Behavioral 
Health System Strategic Planning Report focus was to define an ideal Behavioral Health System for 
Nebraska and set forth specific, prioritized strategies by which to move toward this ideal.   
 
One part of this work involved the OPEN MINDS team conducting a gap analysis by comparing the 
current Nebraska behavioral health system with the system vision identified in the BHOC 2009 
report. The following gaps were identified: 

1. The current behavioral health system is not a system that has a unified and fully developed 
performance measurement process or outcomes that support decision-making. 

2. The Consensus Panel members identified a continued concern over the lack of continuity 
and inclusion in a meaningful planning process with the Division of Behavioral Health as 
evidenced by:   

No current transparent communication process between DBH, Division of Medicaid, 
RBHAs, providers, and consumers 

3. The current system lacks a collaborative model for establishing new initiatives such as 
integrating physical health and behavioral health needs for consumers. 

4. No state effort has been initiated to develop a common or cooperative strategic plan to 
achieve the goal  

Without a targeted set of objectives and accompanying timeline, progress cannot be 
monitored and success cannot be measured or assured 

 
The OPEN MINDS team, the Planning Group, and the Consensus Panel members identified three 
critical priorities that must be addressed to achieve a strategic vision for the envisioned behavioral 
health system.  

• Priority One:   Assure accountability of behavioral health system by developing 
performance measurements for best use of funding 

• Priority Two:  Develop standards for timely access to behavioral health services for all 
Nebraskans 

• Priority Three: Optimize the use of available funding for behavioral health services by 
initiating regulatory reform to reduce redundant costs and burdens in the 
delivery system 

 

Meanwhile, the Division has contracted with the University of Nebraska Public Policy Center to 
support and enhance this effort.  In addition, three national experts are providing critical expertise, 
to address national health care reform’s impact on Nebraska’s behavioral health services. The 
consultants are: Shery Mead, Shery Mead Consulting; Monica E. Oss, CEO, Open Minds; and 
Thomas Kirk, Ph.D., Kirk Consulting. 

 
The Division’s strategic planning committee is composed of representatives recommended by the 
Chairpersons of the state Mental Health, Substance Abuse and Problem Gambling Advisory 
Committees; these committees include self-identified consumers of service, family members, 
providers and interested community members. They are joined by a representative from the 
Regional Behavioral Health Authorities and representatives from the Division of Behavioral Health.  
The intent is to frame the critical issues for Nebraska's behavioral health system development for 
the next 3-5 years which lead to specific priorities for the Division of Behavioral Health. This 
committee will also help guide outreach efforts to ensure stakeholder participation in the planning 
process.  
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- This plan will include broad priorities for the entire behavioral health system, but will more 
specifically guide the work of the State Division of Behavioral Health with goals and objectives 
to help gauge their progress toward meeting critical system priorities. The plan will build on the 
vision developed for the behavioral health system by a committee appointed by the Governor of 
Nebraska called the Behavioral Health Oversight Commission.  

- The Division is leading the process with the assistance of the University of Nebraska Public 
Policy Center. Stakeholders (anyone interested or with a stake in the behavioral health system) 
from across the state are invited to be a part of this process.  

- Representatives from the Advisory Committees for the Division of Behavioral Health (which 
include consumers, family members and providers), Regional Behavioral Health Authorities and 
the Division of Behavioral Health are working with national experts to identify several different 
ways for people to be involved. Check the main page of the web site frequently during the 
spring and summer of 2010 for more information and current opportunities.  

 
The first draft of the planning document is anticipated to be completed in late fall of 2010. The 
final, approved document should be completed by December 2010.  For more information see 
http://bhstrategicplanning.nebraska.edu/ 
Updated on July 28, 2010 

Continuous Quality Improvement Program 

In July 2008, the Administrator of the Division of Behavioral Health initiated a Quality 
Improvement (QI) Program.  A QI Manager was hired to develop and implement the Continuous 
Quality Improvement (CQI) Program Plan.  A formal reporting structure to implement the CQI Plan 
is outlined below. 
 
Leadership and Stakeholders 
The Director and Administrator establish the priorities for the Annual CQI Plan.  The Divisions 
Quality Improvement Team (DQIT) provides ongoing operational leadership of CQI activities.  
DBH staff members comprise the team and meetings are held on a bi-weekly basis.   
 
The Division of Behavioral Health’s Advisory Committees for Mental Health, Substance Abuse and 
the Gambler’s Assistance Program contribute to the development and implementation of the annual 
CQI plan and activities.  The committees meet quarterly and advise DBH on the CQI Plan and 
initiatives.   
 
The Stateside Quality Improvement Team (SQIT) was developed in 2009 in order to implement 
statewide quality initiatives that provide strategies aimed at improving the overall behavioral health 
system.  The SQIT is comprised of consumers (50%), Regional Behavioral Health Authority staff, 
providers, the ASO, and representative from DHHS Division of Medicaid and Long-Term Care.  
This year the two initiatives that have been identified are 

1) Co-Occurring Disorders Service Delivery 
2) Consumer Survey Instruments(s) Review 

 
 
Co-Occurring Disorders Service Delivery 
The Division of Behavioral Health has a responsibility to meet consumer needs wherever they 
present in the DBH funded service system to promote recovery in those served.  Through a 
collaborative effort, this quality initiative is intended to improve services to adults with co-
occurring mental health and substance abuse disorders and their families.    
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- Goals/Desired Outcome:  The Co-Occurring Disorders Quality Initiative will promote recovery 
of individuals and families by creating a statewide road map to a statewide, integrated co-
occurring service delivery system.   

- Work Plan and Timelines:  The Workgroup will produce the following products by June 1, 
2011: 
1. Current strengths of the service delivery system for serving individuals with co-occurring 

disorders 
2. Current barriers to the service delivery system for serving individuals with co-occurring 

disorders 
3. Recommended definitions related to co-occurring disorder treatment 
4. Recommended process and tools for identifying dual-capable and dual enhanced status of 

providers 
5. Recommended work plan for improving infrastructure that supports recovery for individuals 

with co-occurring disorders including: 
a. Models to be considered 
b. Priority populations and service responsibilities 
c. Identification, welcoming and accessibility 
d. Standards of Care 
e. Workforce development, clinical competencies 
f. Clinical Infrastructure for continued improvement and case coordination 
g. Statewide training plan 
h. Funding/Financial reimbursement/processes 
i. Establishing/Monitoring performance improvements 

 

The Chair of the Co-Occurring Disorders Service Delivery Quality Initiative Workgroup is Blaine 
Shaffer, MD, Chief Clinical Officer for the Division of Behavioral Health.  Meetings will be held 
monthly in person when possible with the availability of webinar/videoconferencing and phone 
conferencing.  Additional small group meetings may be needed.  Subject matter experts may be 
invited to various meetings.  The Team Members will be invited by DBH to ensure broad 
representation of participants. 
 
Consumer Survey Instruments(s) Review 
The SQIT Performance Measure Proposal involves the Priority Question of, “Do consumers 
perceive the services they receive have improved their quality of life?”  This is consistent with the 
National Outcome Measure “Perception of Services/Care”.   
 
Goal: 75% of consumers report services received improved their quality of life  
 
Performance Measure: 
Numerator Number of individuals responding with strongly agree or agree to question on Annual DBH survey 

 

Denominator  Total Number of Individuals Responding to Survey 

 
Data Source: DBH – Annual Survey for Adults and Youth Contractor is DHHS Public 

Health/UNMC 
 
Methodology:  

- Question will be added to the DBH Annual Consumer Survey for Adults and Consumers.  
The survey will be administered by the contractor April 1, 2010 through September 2010.   
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- Random Sample of individuals that utilized a service during FY09 through December 31, 
2010.   Percentage of random sample based on utilization for MH/SA, youth/adult and 
capture for each region.  

- Exclusions:  Emergency services Not required 
 
Reporting:  Aggregate Summary to DBH analysis team by Fall 2010. 
 
Community Quality Improvement Teams (CQIT) contributes to the development and implementation 
of CQI activities at the local level (provider, regional, organizational).  Representatives will provide 
ongoing information and data exchange between the local level and the SQIT.  The DBH QI Manager 
will coordinate technical assistance and QI study groups to ensure improvements are made at the 
local level on a timely basis. 
 
M-QIT (Magellan Quality Improvement Team) is another important part of the system’s CQI effort.  
Magellan Behavioral Health provides Administrative Services Organization (ASO) under contract 
with DHHS.  For more details see Adult - Overview of State's Mental Health System.  The 
Magellan contract required Division participation in the vendor’s Quality Improvement Committee.  
DBH establish the M-QIT to improve data entry and data quality related issues.  Goals of the 
Committee include: 

• Improving communication and coordination between the Division, Regions, Providers and 
Magellan; 

• Developing an understanding of the work flows, systems and processes related to data and 
making recommendations for improvement; 

• Establishing a mechanism for the identification, review and resolution of issues; and 
• Reviewing reports and recommending content and format improvements to ensure the 

presentation of meaningful data.  
 
Stakeholders on MQIT include providers, regions, consumers and staff from the vendor.  The 
committee meets monthly.   Participants have continued to voice an improved understanding of the 
data processes and have focused work in cleaning up the existing data system.   The focus in the 
next year will be on understanding existing data reports and utilizing them to improve the services. 
Through the formal structure, on an annual basis, leaders and stakeholders will identify priority 
questions the system should answer to improve service delivery and outcomes for consumers and 
families.  Annual goals will be established, performance measures selected, data will be reviewed 
and provide information for decision making and improvement. 
 
Quality Initiative (QI) Forums 
QI forums were held in all six Behavioral Health regions to share the Division’s CQI plan.  
Regional staff, providers, consumers and families participated in the forums.  The desired outcome 
of the forums was the identification of suggested performance measures for the FY10 contract.  
Small group processes were implemented to identify top questions members wanted answered by 
the DBH.  Questions such as, “How long do I have to wait to enter services?”  Or “Are the services 
improving the functioning of individuals served?”  The group also identified goals/outcomes for 
each of the questions and recommended a performance measurement for each question.   
Participants prioritized their work and selected at least one performance measure to be forwarded to 
the Statewide Quality Improvement Team (SQIT).  The SQIT selected a performance measure 
related to the perception of care. 
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Under the Continuous Quality Improvement (CQI) Program Plan, this year there are two Quality 
Initiative Workgroups.  One is on Co-Occurring Disorders Service Delivery and the other on a 
Performance Measure Proposal. 
 
Questions on the Continuous Quality Improvement (CQI) Program should be directed to  

Sheri Dawson, RN 
Managed Care and Quality Improvement Administrator 
Division of Behavioral Health Services 
NE Department of Health and Human Services 
PO Box 95026 
Lincoln NE 68509-95026 
email: sheri.dawson@nebraska.gov 

Criminal Justice and Behavioral Health  

The Division of Behavioral Health has focused efforts to address the needs of individuals from the 
Criminal Justice system who have mental health disorders.  The goal identified is to decrease criminal 
justice involvement for people with behavioral health problems in Nebraska. 

 
The NE Department of Health and Human Services applied for a grant from the U.S. Department of 
Justice - Office of Justice Programs - Bureau of Justice Assistance under the Justice and Mental 
Health Collaboration Program (CDFA #16.745).  The Justice and Mental Health Collaboration 
Program seeks to increase public safety through innovative cross-system collaboration for 
individuals with mental illness who come into contact with the criminal or juvenile justice systems. 
 
The first grant was Category I: Planning ($50,000) which was from 11/01/2007 to 10/31/2008.  The 
final product from first grant is the “Nebraska Justice Behavioral Health Initiative / Strategic Plan” 
(October 31, 2008).  The Division planned and held a strategic planning workshop on December 5 
& 6, 2007 for 59 key stakeholders to identify gaps, strengths, priorities and strategies at both the 
state and local levels based on the sequential intercept model. This meeting was well received and 
generated tremendous enthusiasm across the state.  The report from this workshop was completed.  
The report can be found at the following address:  
http://www.hhs.state.ne.us/beh/NE_CriminalJusticeMHReport&Attachmts-Jan28_2008.pdf 
 
The report outlined the information presented during the two day session, summarizes the strategic 
planning outputs, and provides 14 recommendations for moving Nebraska forward in addressing the 
needs of justice involved individuals with mental illness. A Steering Committee was developed 
from the participating state agencies for this planning project. The complete report on Division of 
Behavioral Health web site under Community-based Services/Recent Reports 

http://www.dhhs.ne.gov/beh/NEJusticeMHStrategicPlan-UN_PPCFinalReport-Oct31_2008.pdf 

 
The Nebraska Justice Behavioral Health Initiative follows the Sequential Intercept Model developed 
through the National Center for Mental Health Services GAINS Center.  Implementation strategies 
are intended to provide mental health intervention across the phases of justice involvement – 
contact with law enforcement, initial detention and court hearing, involvement in with courts and in 
jail or prison, reentry to the community, and parole/probation.  For more information on the 
Sequential Intercept Model see 
http://www.gainscenter.samhsa.gov/pdfs/integrating/GAINS_Sequential_Intercept.pdf. 
 
For the first grant and the first year of the second grant, the Division of Behavioral Health 
contracted with the University of Nebraska Public Policy Center (UNPPC).   Their role was to 
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complete the planning and start implementation.  The UNPPC role ended on October 31, 2009.  The 
Division of Behavioral Health is now managing this grant.   
 
The second grant is a Category II: Planning and Implementation ($250,000) which started on 
September 01, 2008 and goes to August 31, 2011.  The Nebraska grant title is the “Nebraska 
Justice-Mental Health System Collaboration Planning Project”. 
 
– NE Theme: collaborative partnerships to address interagency coordination & communication in 

order to implement system improvements for persons with MI in the Criminal Justice System.  
– Target Population:  Young adults 18 to 24 years of age.  
 
The Justice and Mental Health Collaboration Program will increase public safety by facilitating 
collaboration among the criminal justice, juvenile justice, and mental health and substance abuse 
treatment systems to increase access to services for offenders with mental illness.  
Goal 1: Provide consistent statewide training for Nebraska Law Enforcement Officers to improve 

responses to people with mental illnesses 
Goal 2: Expand or improve access to crisis response services in Nebraska  
Goal 3: Implement standardized mental health and substance abuse screening protocols in the jails 

that prompt referrals for services 
Goal 4: Increase resources to community mental health to provide diversion services through the 

use of Forensic Intensive Case Management 
Goal 5: Enhance affordable supportive housing for justice involved youth transitioning to adulthood 

and young adults 
 
Under the Adult - Child - New Developments and Issues section captures the outcome of the Jail 
Standards Board actions on improving the screening protocols.  The protocols were designed for the 
79 jails in NE (4 youth and 75 adult).  On July 31, 2009, the recommendations were submitted to 
Jail Standards Board.  On October 16, 2009, the Jail Standards Board approved a motion to adopt 
the Proposed Jail Screening Questions that were developed through Nebraska's Justice Mental 
Health Initiative.   
 
After the Jail Standards Board approved the jail screening questions, the DBH started working with 
the six Regional Behavioral Health Authorities on implementation. The challenges involve how to 
manage this work with reduced resources.  This grant ends on August 31, 2011. 
 

Criminal Justice Electronic Data Transfer Interagency Agreement 
In June 2009, the Division of Behavioral Health (DBH), the Nebraska Department of Correctional 
Services (DCS) and the Nebraska Commission on Law Enforcement and Criminal Justice (Crime 
Commission) signed Electronic Data Transfer Interagency Agreements.  The final agreements were 
officially approved on June 9, 2009.  These agreements have these three state agencies transferring 
their data to the Division of Epidemiology, College of Public Health at the University of Nebraska 
Medical Center in Omaha, NE for the purpose of analysis, compilation and reporting for the mutual 
benefit of the parties.  The initial data covers the time period from January 1, 2005 to December 31, 
2008.  Before public release, the Report(s) produced under these agreements must be acceptable to 
the DHHS, DCS and the Crime Commission.  The Report(s) remain in draft status until these three 
code level agencies approve the document.  This requirement is due to the sensitive nature of the 
content of the report(s). 
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Jail Diversion Programs in �ebraska as of July 14, 2010 

 

Region 2 Behavioral Health Authority 

- In Keith County, Region 2 does an hour of education a week with inmates.  Also the jail 
administers the standardized model screening on substance use.  If an inmate scores high on 
Drug and Alcohol, a Counselor does an evaluation.  If the evaluation shows that treatment is 
needed she goes to the jail and does individual treatment.   

- In Dawson County Region 2 goes to the jail to teach parenting class for some of the women 
prisoners.  They work with the drug court to provide an education and support group for the 
female clients.   

- In North Platte, the Judge has been court ordering women into community support and an 
educational support group.  Women who have been in the group serve as mentors for women 
coming into the group. 

For more information, please contact Kathy Seacrest, Region 2 Regional Administrator in North 
Platte [Email: kathy@r2hs.com]. 
 

Region 3 Behavioral Health Authority  

The Region 3 Behavioral Health Authority is in the process of developing a Jail Diversion program 
for Buffalo County in Kearney, NE.   
 
The Buffalo County Jail Project allows Buffalo County inmates who reside within the Region 3 area 
who have a mental health or co-occurring disorder to be immediately assessed and referred for 
support and treatment.  Referrals to the program are primarily made by the Buffalo County 
Behavioral Outreach Program staff.  Eligible inmates will receive case management and support 
through the Region 3 Emergency Community Support (ERCS) Program and outpatient therapy 
through South Central Behavioral Services.   
 
The collaboration and expansion of these services, will facilitate  the inmate to be appropriately and 
safely identified to participate in diversion and recovery oriented behavioral health programming 
within the jail or the community. This program allows the inmate to begin the recovery process as 
soon as possible and without the additional cost of further or future incarceration.  These services 
will be provided both on-site in the Buffalo County Jail and in the individual's home community.  
 
Individuals will be flagged through the booking process as meeting the following criteria:  

• a non-violent offender, misdemeanor charge,  

• having a mental health or co-occurring mental health and chemical dependency disorder, 
and  

• willing to pursue a mental health recovery program.   
 
The individual will be further evaluated by a Licensed Mental Health Practitioner (LMHP).  If 
identified as appropriate by the LMHP, and with the recommendation of the judicial system, a 
prevention/recovery plan will be developed by the inmate, the outpatient therapist and the ERCS 
coordinator.  The overarching goal of this recovery-based plan is to prevent recidivism into jail and 
emergency protective custody situations.  
 
The Buffalo County Jail Program is designed to safely identify and assist adults in their recovery 
process. The program will support an individual through crisis to achieve the goals of stabilization, 
increased independence, and safe community integration. The ERCS Coordinators will provide on-
going support and advocacy for a period of up to twelve (12) weeks, or as determined by individual 
need. If further case management is needed, the ERCS coordinator will refer the individual to 
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ongoing Community Support services.  The individual will continue with individual and group 
therapy as identified with progress reports being sent per the judicial requirements. 
 
For more information on this program, contact Beth Reynolds (Region 3 Behavioral Health 
Services, email: breynolds@region3.net). 
 

Region 5 – Lancaster County Jail Diversion Program (Lincoln, �E) 

The Behavioral Health Jail Diversion Program of Lancaster County (BHJDPLC) began in 2003 
through a grant from the Substance Abuse and Mental Health Services Administration (SAMHSA).  
This 3-year grant provided approximately $300,000 annually in funding.  In August 2006 through 
August 2009, the BHJDPLC operated through a combination of funding from the Bureau of Justice 
Assistance--Department of Justice and the Lancaster County Board of Commissioners.  Since 
September 2009, the Lancaster County Board of Commissioners has provided full sustainability 
funding for the BHJDPLC. 
 
The Jail Diversion Program seeks to identify potential candidates once they are booked into the 
Lancaster County Jail.  The Program serves persons with a severe and persistent mental illness 
(SPMI) or co-occurring substance use disorder who have committed non-violent (misdemeanor or 
felony) offenses.  The BHJDPLC has also teamed up with Lancaster County's Community 
Corrections Agency to work with consumers of the Adult Drug Court and Pre-Trial Services 
Programs who have severe mental health needs and would otherwise not be able to be served by 
these programs.    
 
Once a person is diverted from the jail, the Program provides multiple services with two primary 
goals in mind:  (1)-Improve the quality of life for persons served.  2-Eliminate or drastically reduce 
the “revolving door” in and out of the criminal justice system for persons served.  Forensic 
Intensive Case Managers and a Forensic Peer Recovery Specialist work with the diverted person to 
help them meet many basic needs, such as stable housing; obtaining food, medications, dental and 
medical care; providing transportation to appointments and court appearances; assisting in 
applications for Medicaid, Medicare, General Assistance, Food Stamps, Patient Assistance 
Programs for free medications, etc.  The Program typically works with individuals for 6 to 12 
months.  Beyond stabilization services, the Program also ultimately seeks to link diverted 
individuals into community services where they can receive long-term, less intensive, lower cost, 
outpatient services.  
 
From November 2, 2003 to July 1, 2010, the program has diverted 276 persons.  Collectively, the 
recidivism rate for this population is approximately 50% (for persons who have successfully and 
unsuccessfully completed the program) over an almost 7 year period.  This is compared to a 
recidivism rate of 89.5% for potentially mentally ill persons incarcerated in the Lancaster County 
Corrections system who have not received services through the Jail Diversion Program during this 
same approximate 7-year time period.  
 
Additionally, persons utilizing the Program do not use costly emergency and inpatient services, 
such as the crisis center, hospital emergency departments, etc.  Instead, they are now stabilizing and 
accessing lower cost, less intensive, long-term outpatient services.  Participants also boast improved 
self-esteem, ability to better deal with crisis situations in their life, and drastically decreased 
symptomatology.  
 
For more information about the Program, contact Travis Parker, Deputy Director, Community 
Mental Health Center of Lancaster County (email:  tparker@lancaster.ne.gov).  
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Region 6 – Douglas County Jail Diversion Program (Omaha, �E) 

The Douglas County Mental Health Diversion program is a pretrial diversion program.  Individuals 
most appropriate for participation in the program are those who would most likely not be in contact 
with the criminal justice system were it not for their mental illness and who exhibit an ability and 
willingness to seek care and receive assistance from the program. To be eligible, those individuals 
who respond positively to mental health screening questions and who have a qualifying charge are 
then screened by staff.  To be accepted for services, the following people have to approve: the 
judge, county attorney and/or city prosecutor, the individual’s behavioral health provider, if they 
have one, and the consumer.  

  
The program started in April 2006.  It was funded by Alegent Community Benefit Trust (a local 
philanthropic organization) through December 2008.  Douglas County now funds the program 
($150,000 annually) and provides one screener and two case managers as full-time staff.  Each case 
manager serves about 20 consumers.  As of June 30, 2010, there have been a total of 169 
individuals served, including 105 who have successfully completed the program.  

  
For more information, please contact John Sheehan, Director of the Douglas County Community 
Mental Health Center (402-444-7608 / John.Sheehan@Douglascounty-ne.gov).  
 
For more information on the Criminal Justice and Behavioral Health contact: 

Jim Harvey, Nebraska Division of Behavioral Health  
email: Jim.Harvey@nebraska.gov 

 

 

ADULT GOAL #2: EMPOWER CO�SUMERS  

(August 9, 2010) 
 
The Division of Behavioral Health is working on a variety of strategies to empower consumers.  
The Office of Consumer Affairs is established under the Nebraska Behavioral Health Services Act 
(§71-805). The Act authorizes the following: 

Section 71-805  
(1) The director shall appoint a chief clinical officer and a program administrator for 
consumer affairs for the division. The chief clinical officer shall be a board-certified 
psychiatrist and shall serve as the medical director for the division and all facilities and 
programs operated by the division. The program administrator for consumer affairs shall 
be a consumer or former consumer of behavioral health services and shall have 
specialized knowledge, experience, or expertise relating to consumer-directed behavioral 
health services, behavioral health delivery systems, and advocacy on behalf of 
consumers of behavioral health services and their families. The chief clinical officer and 
the program administrator for consumer affairs shall report to the director. The Governor 
and the director shall conduct a search for qualified candidates and shall solicit and 
consider recommendations from interested parties for such positions prior to making 
such appointments. 
(2) The director shall establish and maintain an office of consumer affairs within the 
division. The program administrator for consumer affairs shall be responsible for the 
administration and management of the office. 

 
The current Office of Consumer Affairs (OCA) Administrator is Carol Coussons de Reyes, who 
started in her position on May 18, 2009, and Dan Powers, Consumer Liaison, who has been with the 
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Department of Health and Human Services for 19 years.  Dan was recognized in 2009 for his work 
to establish an Unmarked Grave Memorial.  
 
Consumer Involvement is identified as the number two gap in Adult Unmet Service Needs.  This 
gap is the need for clarification on system integration of consumers and families.  The State 
Advisory Committee on Mental Health recognized this gap as an unmet need in 2008.  In addition, 
the Behavioral Health Oversight Commission established by the Nebraska Legislature 
recommended more consumer involvement at all levels.  This recommendation is now being carried 
forward in the Division’s Strategic Planning work.  The Division is scheduled to complete the 
Strategic Plan at the end of 2010. 
 
The Division of Behavioral Health continues to address consumer involvement in various 
committees and activities.  Two new developments in 2010 are the start of work to address the 
consumer involvement gap.  One is the inclusion of Regional Behavioral Health Consumer 
Specialists in the Division of Behavioral Health Network Management Team meetings.  At least 
one Regional Consumer Specialist is now involved in the monthly/quarterly meetings of the 
Network management Teams, which includes the Youth, Consumer, Prevention, Emergency, and 
Housing Systems.   Another new development is that Consumer System Coordination has been 
added to the FY2011 Network Services Contracts between the Division of Behavioral Health and 
the Regional Behavioral Health Authorities.  Criteria have been developed by the Consumer 
Specialists and the Division to incorporate the NOMS Perception of Care into specific contract 
deliverables.   
 
The FY2011 deliverables include: Host a quarterly forum with consumers to gather feedback 
regarding any unmet needs or gaps that exist; and raise awareness about the different levels of 
consumer involvement by presenting at provider and/or other stakeholder meetings.  Following is 
an explanation of the Regional Consumer System Coordination and the language from the 
Division/Region Contracts that describe the Deliverables. 

 

Regional Consumer System Coordination 

The Division of Behavioral Health contracts with the six Regional Behavioral Health Authorities 
(for more details see Adult Overview of State Mental Health System).  A new requirement for the 
FY2011 contract is a specific set of Deliverables regarding the Regional Consumer Specialists.  
They were actively involved in the development of these deliverables.  The deliverable 
requirements are as follows: 
 

Attachment H - Consumer 

Deliverable #1 

• Region will host a forum for the first 3 quarters of the year with consumers to gather 
feedback regarding the service system and how the system supports or is a barrier to 
recovery. 

o Region will ensure attendance is tracked by sign in sheets and recorded in forum 
minutes. 

§ Timeframe:  Attendance sheets and minutes submitted to the Division by 
the 15th of the month following the end of the quarter 

o Regions will provide a verbal report, reflected in meeting minutes, on forum 
results at quarterly Consumer Systems Team meetings. 

§ Timeframe:  Quarterly, with minutes provided to the Division within 30 
days of the meeting. 
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o Regions will submit a report reflecting an assessment of needs as identified 
during forum meetings. 

§ Timeframe: Due to the Division June 30, 2011. 
o The DBH Network Liaison will participate and monitor ongoing progress of 

forums 
§ Timeframe:  at quarterly Consumer Coordination System meetings, 

providing technical assistance and problem-solving to Consumer 
Specialists as requested. 

o The DHH Network Liaison will review submission and confirm receipt of report 
§ Timeframe: within 2 weeks of receipt 

 

Deliverable #2 

• Regional Consumer Systems Specialist will participate at provider and/or other 
stakeholder meetings in order to raise awareness on the different levels of consumer 
involvement. 

o Region will submit a copy of the meeting agenda to the Division  
§ Within 30 days of the date of the meeting 

 
The first Consumer System Coordination quarterly meeting under the FY2011 contract was held on 
July 29, 2010 with Division staff and the Regional Consumer Specialists.  The purpose of the 
meeting was to ensure all the Regional Consumer Specialists are prepared to hold their first 
quarterly forum. 
 
A set of questions to be asked at the Consumer Forums was developed.  The Regional Consumer 
Specialists agreed that asking the same questions at all forums in all Regions would be helpful to 
establish a framework for the forums, as well as to establish consistency across the Regions in the 
data/information gathered.  Following are the questions developed by the Regional Consumer 
Specialists for their forums: 
 --What do you see working well in our area (Region)? 
 --What is working for you? 

--If our services were a “cafeteria line”, what would you choose for yourself? 
 --What services are missing from the cafeteria line? 
 --What challenges do you experience that limit your recovery? 
 --What can this group do to minimize the challenges? 
 --How has Peer Support added value to your life? 
 --What areas of your life would benefit from Peer Support? 
 --How do you get information about services? 
 --What are the benefits/strengths you have received from services? 

--What services have you received that have had a positive impact on your life? 
 --What services have you received that were not helpful for you? 

 

Other topics discussed at the Consumer System Coordination meeting included: 
The Regional Consumer Specialists report that many consumers don’t understand the 
concept of Peer Support, and this needs to be included in the education and information 
presented during the forums.  They discussed including the 4 Tasks of Intentional Peer 
Support, as presented by Shery Mead, which are Connectedness, Mutuality, Worldview, and 
Moving Toward. 

 

The format of the Provider/Stakeholder Education meetings required under Deliverable #2 was also 
discussed at the Consumer System Coordination meeting.  A question was raised about what is true 
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inclusion.  The Regional Consumer Specialists expressed the fact that consumers are at every table 
whether they disclose or not. 
 
 

Source:   

a. The State Advisory Committee on Mental Health meeting on August 12, 2008. 
b. Behavioral Health Oversight Commission Final Report (June 2008) 
c. Behavioral Health Oversight Commission Charter (Adopted:  August 11, 2008)  
d. The Behavioral Health Oversight Commission Final Report (Approved June 22, 2009) 
e. Neb. Rev. Stat. §71-814(2) 
f. Behavioral Health Strategic Planning: http://bhstrategicplanning.nebraska.edu/ 
g. DHHSBH-FY2011 Behavioral Health and Network Services Contract between the Department 

of Health and Human Services Division of Behavioral Health Community-Based Services 
Section and the Regional Governing Boards 

h. Consumer System Coordinator meeting notes (July 29, 2010) 
 
The State of Nebraska funds six (6) Consumer Specialist positions in the six (6) Regional 
Behavioral Health offices across the state.  The Regional offices administer the behavioral health 
services in their respective Regions.  At the Regional level, the Consumer Specialist participation is 
expected in the following areas of responsibility: 

  

1. Policy and Regulation Development 
2. Program Planning, including Needs Assessment, Development and Delivery 
3. Training and Technical Support 
4. Financial Planning 
5. Complaints and Grievances 
6. Trauma-Informed and Recovery-Oriented Services 
7. Connect with consumers to address specific needs through information and linkage to 

support systems 
8. Individual and system advocacy 
9. Gather feedback regarding the service delivery system—supports and challenges 
10. Participate at provider and/or other stakeholder meetings to raise awareness of the levels of 

consumer involvement 
 
The Consumer Specialists provide meaningful consumer inclusion and a consumer voice at all 
levels of the Nebraska Behavioral Health System.  
 

Transformation Transfer Initiative Grant 

 
The Office of Consumer Affairs (OCA), under the direction of Carol Coussons de Reyes, held a 
meeting on July 27, 2009 to determine what model of Peer Support training the State of Nebraska 
would like to purchase with a Technical Assistance Grant from the National Association of State 
Mental Health Program Directors. 
 
In November 2008, the Nebraska Department of Health and Human Services (DHHS) applied for a 
Transformation Transfer Initiative (TTI) Grant from the National Association of State Mental 
Health Program Directors. The intent of the application was to build on current reform efforts in 
Nebraska and take the next steps in developing Peer Support. This initiative is built on the premise 
that Peer Support needs to be part of the next chapter in Nebraska’s behavioral health reform 
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moving from a focus on the individual's illness to one that focuses on the person's strength. 
Recovery is no longer only about what clinicians do to consumers but rather what consumers do for 
themselves and with each other. 

The DHHS Division of Behavioral Health received the Transformation Transfer Initiative Grant in 
the Spring of 2009.  An important step in developing Peer Support is the creation of a training 
curriculum that can be used in Nebraska on an ongoing basis, training individuals in Nebraska who 
are interested in providing Peer Support, and training Peer Support trainers in Nebraska who will 
provide Peer Support training in the future.  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. 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 opened on October 16, 2009.  The Steering Committee designed a 
scoring and review process and met on October 20, 2009 to develop final recommendations to the 
Division. 

The Steering Committee came to consensus on a recommendation for an organization to conduct 
Peer Support training in Nebraska. The Committee recommended Focus on Recovery – United 
(FOR-U) based on the following strengths: 

1. The organization is consumer controlled and considered a leader in the field. 

2. The organization meets or exceeds all the requirements for organizational capacity and 

experience. 

3. Their general approach included innovation such as teleconference peer training 

supervision. 

4. Their work plan was exceptional and included how the curriculum would incorporate all 

the Nebraska competencies. 

5. The staff of the organization appears to be exceptionally qualified. 

6. The organization has substantial national and international experience in delivering Peer 

Support training and train the trainers. 

7. The quality of all aspects of the proposal substantially exceeded that of the other 

proposals. 

The Committee also developed a Request for Qualifications (RFQ) for individuals to assist in 
developing a training curriculum specific to Nebraska. The content of the curriculum was to include 
topics unique to Nebraska such as Nebraska behavioral health laws, resources available in Nebraska 
communities, access to behavioral health services, and the structure of the Nebraska behavioral 
health system, or other areas relevant to Nebraskan peer support. 
 

Focus on Recovery-United, Inc. (FOR-U) is a peer-run organization located in the state of 
Connecticut. This organization has provided education and training and curricula development for 
over 6 years—for people in recovery by people in recovery. Central to the work at FOR-U is the 
philosophy of Intentional Peer Support (IPS), developed by Shery Mead. Fundamental to Mead’s 
work on Peer Support is establishing intentional relationships. IPS is a way of thinking about 
purposeful relationships. It is a process where people use the relationship to look at things from new 
angles, develop greater awareness of personal and relational patterns, and to support and challenge 
each other as they try new things.  FOR-U proposed to work in collaboration with Shery Mead 
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Consulting and Chyrell D. Bellamy of Yale’s Program for Recovery and Community Health 
(PRCH) to develop a well-rounded training for Peers of Nebraska which combines all of the 
competencies requested by Nebraska which includes: IPS, Person-Centered Planning (PCP); 
Wellness Recovery Awareness Plan (WRAP) Overview; and Pathways FOR-U (Pathways to 
Recovery). The FOR-U approach moves beyond generalist approaches to Peer Support training and 
includes elements needed for sustaining peers in the community and in the workplace.  

Along with the 9-day Peer Training, FOR-U proposed an evaluation of the training; and a 
teleconference allowing peers trained to experience the co-supervision approach (this is a structure 
that can then be maintained by peers post-training to support and learn from each other). For the 
training of trainees, FOR-U proposed a similar structure that will include a teleconference to 
provide co-supervision and assistance as needed; followed by an opportunity for the new trainees to 
be coached when they conduct a pilot training.  

Following is the plan and process for selecting and implementing the Peer Support training: 

1. Introduction 

A selected group of individuals received training on Peer Support during a period of eight days in 
the city of Lincoln, Nebraska.  Participants of the training received information about Intentional 
Peer Support (IPS), Self-Care, and Person-Centered Planning (PCP).  Trainers for these activities 
were members of the Focus on Recovery-United, Inc. (FOR-U), a peer-run organization located in 
the state of Connecticut.  The training activity was conducted February 6 – 11, 2010.  The training 
activities were performed from 9 a.m. to 5 p.m., including weekends.  The Peer Support training 
was held in the Apothecary Building located in downtown Lincoln, Nebraska.  A total of 31 
participants were present at the end of the training activity.  As part of the contracted activities with 
the Nebraska Department of Health and Human Services, Division of Behavioral Health, an 
evaluation was conducted by the University of Nebraska Public Policy Center (PPC).  The main 

purpose of the evaluation was to record and measure the opinions, change of knowledge and level 
of satisfaction of the participants who attended the training.  

2. Objectives of the evaluation 

The primary objective of the evaluation was to measure the change in knowledge that participants 
may have experienced by participating in the Peer-to-Peer Support training.   To measure change of 
knowledge, pre- and post-training surveys were administered to participants.  The secondary 

objective was to evaluate overall satisfaction among participants about the training.  The post-
training survey and a randomized follow-up interview contained questions related to satisfaction.  
 
2.1 Procedures 

Two different instruments were applied to participants to measure their knowledge and perceptions 
about the training activity: 1) pre- and post- surveys, and 2) follow-up phone interviews. 
1)  Pre- and post-training surveys were given to participants and aimed to evaluate changes in 
knowledge.  A consent form was distributed along with the pre-test survey.  Pre- and post-training 
surveys and the consent form included a unique identifier, making it possible to match individuals’ 
answers and acquire the permission of participants to be contacted for a follow-up interview.  The 
pre-training survey was applied at the beginning of the first day of the training, and the post-training 
survey during the last day of the training.  Most of the participants completed the pre- and post- 
surveys within 20 to 30 minutes.  Twenty-six participants completed the pre-test along with the 
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letter of consent, and the post-test was completed by 24 participants (two of the original attendees of 
the training were not present the last day of the training). 
Consent form:  The consent form explained the purpose of the evaluation, description of 
procedures, risks and inconveniences, benefits, and specifics about confidentiality including that the 
data will be de-identified, stored in a locked cabinet.  The consent form was explained individually 
to all participants.  Participants signed the consent form for the data collection procedure.  It was 
also requested that the participants sign the consent form a second time if the participant agreed to 
be contacted by phone as part of the follow-up procedure.   
2)  Follow-up phone interviews.  Participants were contacted four weeks after the end of the 
training activity to find out how they have used the techniques they learned, their overall opinion 
about the activity, and any additional feedback they would like to add to the Peer Support Training 
experience.  Following are the questions asked during the phone interviews: 

1) Were your goals for attending this training accomplished (i.e., learning new peer techniques, meeting 

new people)? 

2) What was the most helpful part of the training for you? 

3) How could the training be improved? 

4) Is there anything more that you would like to know about the Peer Support Techniques? 

5) Since you took the training, have you applied what you learned during the activity? 

(If �o, skip to #6) 

5.1 Which specific techniques that you learned are you using? 

5.2 How do you plan to use what you learned in the future? 

6) Do you have any other comments about this training? 

7) Would you recommend others take this peer support training?  Why or Why �ot? 

 2.1.2. Limitations of the survey design 

During the application of the post-training survey one of the participants of the training noticed that 
Section A of the survey –“Describe how you think about yourself right now” contained an error in 
the heading sections (Likert-type options of agreement) versus the options available in each of the 
boxes which contained a different set of options (not all true, barely true, moderately true and 
extremely true).  It is possible that some participants answered the questions following the headings, 
and other participants could have followed the options available in the boxes.  Therefore, results in 
this section should be taken with caution. 

 

 3. Contents of the Training Surveys and Follow-Up Interviews 

Contents of the pre- and post- surveys were developed by staff from FOR-U and the University of 
Nebraska Public Policy Center.   

The Pre-Training Survey consisted of four sections:   
Section 1:   This section contained demographic questions (age, gender, race/ethnicity, education).  

It also asked about work activities, past training experiences, need for job supervision, 
and whether the participant considered him/herself in recovery from a mental health or 
substance use/abuse issue.  

Section 2:  This section included a Likert-type set of 10 questions about how the participant thinks 
about him/herself at the time of taking the survey.   

Section 3:  This section included 35 questions related to how the participant handles situations with 
“peers”.   
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Section 4:  This section included 35 questions about concepts related to Intentional Peer Support.  

Even though participants at this time have not yet received any training on the topic, the 
intent was to have an idea of their basic knowledge at the beginning of the activity and 
then compare the changes using the post-training survey which contained the same set 
of questions.   

 
The Post-Training Survey consisted of a set questions similar to the pre-training survey, omitting 
section 3 (i.e., handling situations with peers), but adding open-ended questions regarding 
participant perceptions about the training such as “What did you learn about yourself from this 

training?” and “How would you describe the Peer Support philosophy (…) in contrast with 

traditional mental health services?”;  the survey also included Likert-type questions related to 
overall satisfaction with the training, the trainers, location, etc.  The post-training survey also 
included questions about participants’ opinions regarding how to improve the training, and asked 
participants to describe situations that pushed their “comfort zone”.   
 
The Follow-Up Phone Interview consisted of seven questions.  A group of eight participants (30%, 
n =26) were randomly selected for a follow-up.  Only individuals who consented to be contacted 
were selected.  Phone interviews were conducted between March 3 and March 8, 2010.    
 

4. Results 

4.1 Demographics 
 
4.1.1. Gender and Race/Ethnicity 

Nearly three-fourths of participants were female (73.1%).  Males represented 26.9% of the total 
number of participants.   

In terms of race/ethnicity, ninety-two of the participants were white, and 8% represented minority 
groups (4% Black/African American, and 4% American Indian or Alaska Native).  No 
Hispanic/Latino participants were present. 
 
Age of the respondents were concentrated in the range 46-55 years (31%), followed by 36-45 years 
(27%), 56-65 years (23%), 26-35 years (15%), and finally those 65+ years old representing only 
4%. 
 
4.1.2. Education 

Over half (58.3%) of the participants have completed a college degree, nearly a third had some 
college (29%) and 13% completed high school or its equivalent.  Of the participants who had a 
college degree, 26.7% had an Associate degree, 33.3% had a Bachelors degree, 20% had their 
Masters, and 20% had a Doctoral degree. 

 
4.1.3. Work 

Participants were asked to indicate if they work with people in recovery.  Over eighty percent 
(80.8%) work with people in recovery from mental illness.  Nearly one-third (36.4%) who work do 
volunteer work, in comparison to 53.8% who work as a paid employee.  One-fourth of participants 
work over 35 hours a week and three-fourths are half-time employees.  Participants were asked to 
answer how many years they have been working with people in recovery (paid or volunteer), and 
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one-third indicated that they have worked between 3-5 years, followed by those that have worked 
over 6 years (29.2%), then 1-2 years (20.8%) and finally less than 1 year (12.5%).   Participants 
were also asked if they had received intensive peer training to work with people in recovery.  Over 
two-thirds indicated that they have been trained in WRAP, followed by other types of training 
(18.2%, i.e., NAMI; IPS; DBT), and then Agency Sponsored Training (9.1%).   We asked whether 
participants receive supervision for the work they currently do with peers in recovery from mental 
illness.  Over half (56%) of the participants receive some kind of supervision while at work, 
whereas 32% indicated that they do not receive any kind of supervision.   

 

 
4.1.4. Health status 

Participants were asked if they considered themselves in recovery from mental health issues and 
substance abuse.  Most of the participants considered themselves in recovery from mental health 
issues (92.3%), and over half (57.7%) indicated they consider themselves in recovery from 
substance abuse issues. 
 
4.1.5 Handling situations with “peers” 

Thirty-five questions (items) were asked relating to how participants interact with peers they are 
working with/support.  This section was not included in the post-training survey.  Options to the 
questions were formatted following a Likert-type scale and a numerical order was assigned to each 
of them to facilitate statistical analysis: Never (1), Rarely (2), Sometimes (3), Most of the Time (4), 
and Always (5).  The answers to each of the questions were averaged and then sorted from the 
lowest to highest mean value.  The minimum mean value was 2.04 and the maximum was 4.36.  
Mean values were grouped into four categories according to the averages obtained on each item:  
Low (mean range: 2.04-2.62), low-middle (mean range: 2.63-3.21), middle-high (mean range: 
3.22-3.8), and high (mean range: 3.81-4.36).  By grouping the questions into their respective 
categories, themes related to participant’s behavior were evident.  For instance, under category 
“Low”, a theme related to managing power in relationships was revealed.  It seems also that 
participants do not feel comfortable arguing with authoritative figures.  Under the “Low-middle” 
category, it reveals the way participants interact with others peers.   Under the “Middle-high” 
category, participants seemed slightly more comfortable with situations where negotiations with 
others are at stake.  And finally, participants felt much comfortable when instances of collaboration 
are possible.  Table 1 shows the questions that belong to each category from low to high and their 
respective themes.   

Table 1.  Categories, Questions and Themes Related to Handling Situations with Peers  

Category Questions Theme 

Low  
11. I use my authority to make a decision in my favor  
18. I argue my point with a peer to show the merits of my 
position  
31. I sometimes use my power to win a competitive situation  
17. I usually surrender my point when with a peer  
24. I use my expertise to make a decision in my favor  

Dealing with 
power 

Low-middle 
23. I avoid an encounter with a peer  
13. I give in to the wishes of a peer  
10. I use my influence to get my ideas accepted  

Managing 
inter-
relationships 
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8. I usually hold on to my solution to a problem 
27. I am generally firm in pursuing my side of the issue  
25. I often go along with the suggestions of a peer  

Middle-high 
19. I try to play down our differences to reach a compromise  
16. I sometimes help a peer to make a decision in his favor  
32. I try to keep my disagreement with a peer to myself in 
order to avoid ”hard” feelings  
7. 1 usually avoid open discussion of my differences with a 
peer  
22. I try to stay away from disagreement with a peer  
3. I attempt to avoid being "put on the spot" and try to keep my 
conflict with a peer to myself  
30. I try to satisfy the expectations of a peer  
33. I try to avoid unpleasant exchanges with a peer  
12. I usually accommodate the wishes of a peer  
9. I try to find a middle course to resolve an issue when I feel 
stuck  
20. I usually propose a middle ground for breaking deadlocks 
(when we are stuck on an issue) 
4. I try to integrate my ideas with those of a peer to come up 
with a decision jointly  
21. I negotiate with a peer so that a compromise can be reached 
26. I use "give and take" so that a compromise can be made  

Negotiation 

 

 
4.2 Pre- and Post- Training Survey Results 

The pre-training survey was answered by 26 participants.  A total of 31 participants were present 
during the last day of the training; 24 of them filled out the post-training survey since the consent 

   

High 
5. I give some to get some 
14. I win some and I lose some  
6. I try to work with a peers to find solutions to a problem 
which satisfy our expectations  
34. I generally avoid an argument with a peer  
29. I collaborate with a peer to come up with decisions 
acceptable to us  
28. I try to bring all our concerns in the open so that the issues 
can be resolved in the best possible way  
1. I try to investigate an issue with a peer to find a solution 
acceptable to both of us  
2. I generally try to satisfy the needs of a peer  
15. I exchange accurate information with a peer to solve a 
“problem”/issue together  
35. I try to work with a peer for a proper understanding of a 
problem  

Collaboration 
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form was signed during the first day of the training (two participants who completed the pre-
training survey were absent for the completion of the post-training survey).   
 
 
4.2.1 Intentional Peer Support Results 

The pre- and post-training surveys contained 35 questions related to Intentional Peer Support (IPS).  
Over three-fourths (77.4%) of the pre-training questions were correctly answered by the 
participants, in comparison to 83.8% in the post-training survey.  Overall, taking into consideration 
all the correct versus incorrect answers for both the pre- and post-training surveys, participants 
increased their level of knowledge during the training, and the increase was significantly different in 
comparison to the initial stage.  Noticeable improvements on 23 items out of 35 were found 
(65.7%), however due to the small sample size across items it did not result in statistically 
significant differences.  

 
4.2.2. Questions related to how do you feel about yourself 

Ten questions were asked in the pre- and post-training surveys relating to how the participant 
thought about his/her feeling at the time of conducting the survey. Some of the questions were “I 
can always manage to solve difficult problems if I try hard enough”; and “I can remain calm when 

facing difficulties because I can rely on my coping abilities.”  Mean comparisons were conducted to 
find out whether participants felt different at the beginning of the activity in comparison to the last 
day of the training.  In eight out of the ten questions no significant differences were found between 
pre and post-training surveys. 

 
4.2.3. Questions related to quality of the training 

The post-training survey contained 5 Likert-type questions.  The aim of the questions was to get the 
opinion of the attendees about the quality of the training, its content and effectiveness.  The 
questions and the results are as follows: 

Questions: 

1) To what extent do you think your job will be supportive of you using the skills you 

learned at the training? 

Likert-type categories:  1) Not at all; 2) A Little; 3) Somewhat; 4) Substantial  

Nearly three-fourths (78.3%) of the respondents indicated that the training will be supported in their 
jobs.  Only four respondents (17.4%) answered “Somewhat”, and one “A little” (4.3%). 

 

     2)  Is the training useful for your work? 

Likert-type categories:   1) NOT at all Useful;  2)A little;    3)Mostly Useful;  4)Very Useful 

Three-fourths (73.9%) of respondents indicated that the training was “Very useful”, 17.4% 
answered that it was “Mostly useful”, and only two participants (8.7%) indicated that the training 
was “A little” interesting. 
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3)  To what extent has the training helped to enhance your appreciation and 

understanding of your role as a peer supporter? 

Likert-type categories:   1) NOT at all Useful;  2)A little;    3)Mostly Useful;  4)Very Useful 
 
78.3% of respondents found the training “Very helpful” to enhance the appreciation of their  role as 
a peer supporter; Four respondents (17.4%) answered “Mostly helpful”, and only one participant 
(4.3%) indicated “A little.”  As a follow-up to this question, it was asked to explain more in detail 
the answer to question 5.  The following is an extract of some of the answers: 
 

“Any training that one can take to enhance and challenge ones own knowledge is not only 

important to ones self but the ability to let others become aware of new programs” 

 

“I am not working now but I hope to use these skills to infiltrate a little more 

patient/consumer/peer/client/whatever power when I become employee.  I thought there will 

be some resistance in medical settings.” 

 

“I believe I will be a better Peer Support Worker by using connection, validation, and co-

learning.” 

“I have to use it in a clinical setting so it’s very valuable to have concrete guidelines.” 

 

“My role as supporter is not professional based so the training has given me more 

confidence in my abilities to help others by using the suggestions and experiences I’ve 

learned at this training.” 

 
4.3. Phone Interviews 

Participants of the phone interviews answered seven questions related to their overall impressions of 
the activity and how they have used the techniques learned since they finished the training.  On 
average the interviews lasted 10 minutes per participant.   

Questions: 

1) Were your goals for attending this training accomplished (i.e., learning new peer techniques, 

meeting new people)? 

All participants indicated that their goals were accomplished, although not all were specific 
about their expectations.  One of the participants said “I wanted to improve my peer support 

abilities.”  Another mentioned that he wanted to learn about the model that was going to be 
explained by the trainers.  One participant added: “I just wanted to know as much as possible 

about everything related peer support.”  
 

2) What was the most helpful part of the training for you? 

One of the participants said it was helpful to “Make connections with peers”.  One participant was 
specific in describing topics covered during the training: “The trainee indicated that role playing was 

very useful as it allowed interacting and sharing practical experiences.  The trainers offered tips and 

attendees received advice from the trainers how to relate to people.  Trainers were very 

knowledgeable.”  Another participant mentioned that group facilitating was very helpful and that 
was what he really wanted to learn the most.   One interviewee mentioned role playing as one of the 
most helpful activities:  “Role playing.  I could see my deficits in that.  It made me think.  It put me in 
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the thinking mood.  You become more aware of the peers.  You have to follow the four tasks.”  

Another participant added:  I think the experience to see a different point of view, being forced to 

think about it seriously was very good.  Being exposed to a different point of view than mine.”   
 

 

3) How could the training be improved? 

 
One participant indicated that “Trainers should have told their personal stories” (in reference to their 
own experiences in recovery).  Several participants at the training and during the phone interviews 
indicated that the activity was too long:  “It was long. It was, for somebody like me, it was pretty 

intense.   I am not sure if a little bit more time for discussion.  A lot of stuff coming up and not time to 

decompress.”  Some of the participants recommended adding more breaks during the daily activities 
or skipping the weekends.   
One interviewee said that the trainers did a very good job so she did not have a specific suggestion 
how to improve the training:  “They (trainers) did a good job.  It was a very good training.  I really 

enjoyed those women.” 
 

4) Is there anything else that you would like to know more about the Peer Support Techniques? 

One participant indicated that she would like to know “How to support them (peers/clients) 
emotionally.  Another interviewee said that “there is still more things to do, staff to work 

with.”  One participant indicated that he wanted to know how to deal with a person that was 
suicidal, as he faced this problem and did not have the knowledge how to approach it. 
 

5) Since you took the training, have you applied what you learned during the activity? 

(If �o, skip to #6) 

5.1 Which specific techniques that you learned are you using? 

An interviewee mentioned:  “Yes.  Making connections and understanding their worldview 
(understanding the concept of worldview in references to other peers).”   One participant 
mentioned that “The Worldview has helped me to put myself in somebody’s shoes.  It has 

helped me to accept other’s people worldviews.”  
I am a peer support in (location).  I was hired in (month).  2ow I work with seven peers.  I 

have to focus to apply the peer element; the four tasks.   
One interviewee mentioned that the training has helped her on personal situations:” In situations 

where you say ‘Wait a minute…why don’t try this one instead.’  It has helped me to deal in situations 

with family members.”   

5.2 How do you plan to use what you learned in the future? 

One participant mentioned “By trying to understand the client worldview better.” 
One participant noticed that at his job he is already capable of connecting better with other 
clients.  It has been easier to connect with peers as a result of the training.  He has noticed 
that many clients are willing to share with him their feelings and thoughts.   One participant 
said “Doing what I am doing (in reference to peer support).  Hope that what I learned will 

help in my relationships. 
Two interviewees indicated that they have applied to be a support facilitator (train of 
trainers), and another mentioned that the training will be helpful in finding a job: “Getting a 

volunteer job.  I am not ready to go back to work full-time right now.  I am considering 

finding volunteer work, part-time.”  One of the interviewees mentioned that she would like 
to have her own organization:  “I am hoping to have a peer organization in the area 

(mentioned BHR).” 
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6) Do you have any other comments about this training? 

One participant was very excited by the fact the training was locally held:  “I was very glad 

that it was held in 2ebraska.  I was thrilled to meet these ladies.  I was excited to meet 

them.” 
One participant mentioned that he enjoyed the training.   The trainers kept the training 
spirited and were respectful to us:  “Trainers talked to us, instead at us.” 
One participant was very specific in her comments:  

“It was good (the training).  The hotel was pretty good too.  It was hard to hear 

sometimes.   There were some places where you could not see anything.  The venue 

is pretty, but you are going to have things like that.  You have to watch that.  Some 

people complained that they could not hear very well. I had to move forward to see 

and listen better.  All of those pillars.  If you want to do training you have to look 

after those details.” 
 

7)  Would you recommend others take this peer support training?  Why or Why �ot? 

All participants indicated that the training activity was very helpful and they would 
recommend this training to other peers.  One of the participants indicated:    Definitely!  It 

was a good way to practice and interact.  Trainers were able to create a very good 

environment.”  Other participants indicated the training will be helpful in their careers.  
Another interviewee mentioned that he would recommend the training because “it will keep 

more peers out of the doctors offices, out of the hospitals and being over medicated. “ One 
participant was very enthusiastic about the whole process and would recommend the activity 
to other peers.  Interviewer:  Would you recommend the training activity to others:  
“Absolutely! They should train the whole staff here at work.  We all have a degree, but 

everyone should take this training because it helps with peers as it enhances the life of 

peers.”  Another participant mentioned that she would recommend the training in the 
following term:  “Yes, if they are willing to have an open mind and learn.” 

 
The Transformation Transfer Iniative Grant also funded town hall meetings across the state.  The 
Office of Consumers Affairs hosted nine town hall meetings in 2009-2010 to discuss a variety of 
Peer Support initiatives in Nebraska. A newsletter was created as a result of the meetings which 
continues to be a key component in current strategic planning on Peer Support.  The following links 
provide additional information related to the town hall meetings: 
http://www.hhs.state.ne.us/beh/mh/MHConsumer/Town_Hall_Meeting_Report3.pdf 
http://www.mha-ne.org/2010/04/ne-office-of-consumer-affairs-schedules-town-hall-meetings.html 
http://www.thekimfoundation.org/newsletter/2009/vol6/ 
The following link provides information on the dates, topics, and locations of the 2009-2010 town 
hall meetings: http://www.dhhs.ne.gov/beh/mh/MHConsumer/InvitationforTownhall2010.pdf 

 

Annual Consumer Conference 

Each year, DHHS Division of Behavioral Health-Office of Consumer Affairs pays for and helps 
organize a Consumer Conference which features three days of learning, sharing, and networking. 
The conference receives support from national, state and local Mental Health Officials.  In 2009, the 
funds normally spent on the Consumer Conference were allocated toward scholarships for 
consumers to attend the national Alternatives Conference held in Omaha, Nebraska, Wednesday, 
October 28, 2009 through Sunday, November 1, 2009, at the Hilton Omaha.  This was a great 
opportunity for Nebraska consumers to attend Alternatives 2009 Conference.  (NOTE: This change 
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was just for 2009 and we will continue to have a Nebraska Consumer Conference in future years. It 
will be changed by what we learn at the Alternatives Conference.) 

The Division of Behavioral Health, Nebraska Department of Health and Human Services gave out a 
limited number of scholarships to attend the Alternatives 2009 Conference, which offered in-depth 
training and technical assistance about services delivered by individuals with psychiatric disabilities 
as well as self-help and recovery methods. The conference also offered a forum for individuals from 
across the nation to meet and exchange information and ideas. The scholarships included 
registration and lodging costs, and was open to persons who had received mental health, substance 
abuse or gambling services to be eligible for the scholarships. Following is a summary of the 
highlights of the conference: 

Alternatives is a national conference that is prepared by people living in recovery with mental 
health issues—consumers—for people with mental health issues.  It is a tradition of the consumer 
movement that speaks and breathes recovery. 

The theme of the 2009 Alternatives Conference was “Uniting Our Movement for Change”.  
Nebraska was selected to host the conference because of its rich symbolism of unity in Nebraska’s 
one-house Legislature where Legislators are elected without party designation, where East meets 
West at the 100th Meridian (in Cozad, NE), the state motto is “Equality Before the Law”, and 
because Omaha is an emblematic site where, in 1865, the Union Pacific Railroad laid the first rails 
for its transcontinental railroad which would unite the country.  One of the best of examples of how 
Nebraska symbolizes unity in the consumer movement is how Dan Powers, Consumer Liaison with 
the Nebraska Office of Consumer Affairs, took his vision of a national memorial and spurred key 
individuals forward to make it happen.  National recognition of those that have passed without an 
identity at state hospitals nation-wide is a common goal that unites our movement. 

The conference featured presentations and messages such as: The Art Legacy of Gayle 

Bluebird—Art is a tool of the story teller and stories are the songs of recovery.  The message of 
incorporating art in peer support is that art creates a sense of wholeness that belongs to the 
individual, which is uniquely separate from art therapy.  Parenting—a caucus on supporting people 
in recovery as parents included the recommendation that parents have a support group present, as an 
“extra set of eyes”, during any home visit with children and family service organizations; �ebraska 

Mental Health Association—staff members of NMHA served on the conference planning 
committee.  NMHA coordinated the “Tour Nebraska” room which included a list of local support 
groups.  The most notable of their contributions was the invitation to Wendell Birdhead of the 
Lakota Tribe and the Urban Crew to open the conference with a prayer and drum ceremony.  
NMHA also showcased the Keya House, the innovative hospital diversion respite center, where 
individuals looking for alternatives to hospitalization can voluntarily participate; “The Power of 

Our Voice”—was the title of the keynote address presented by J. Rock Johnson of Lincoln, NE.  J. 
Rock, an advocate for mental health consumer empowerment in Nebraska, shared her memorable 
story of recovery; Wellness Recovery Action Plan (WRAP)—Stephen Pocklington, a WRAP 
trainer attended the conference sporting a “Pharm-Free” button, which is a campaign of the 
American Medical Students Association, promoting evidence-based prescribing, pharmaceutical 
innovation, and access to medicine; Depression and Bipolar Support Alliance (DBSA)—Sue 
Burgeson, former president of DBSA and current Vice President of Consumer Affairs-Public Sector 
with Optum Health, attended the conference and added valuable insight for consumers; Georgia 

Mental Health Consumer �etwork—Charles Willis leads a statewide wellness initiative in 
Georgia that includes Wellness Recovery Action Plan training; Ken Timmerman—Consumer 
Specialist with Region 6 Behavioral Health Office in Omaha, NE, organized and managed a team of 
volunteers to staff the conference. 
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More information related to the Alternatives Conference can be found at the following links: 
http://www.1011now.com/healthyeveryday/headlines/65783792.html 
 
https://list.nih.gov/cgibin/wa.exe?A3=ind0908&L=CMHS_ADCA_ENEWS&E=quoted-
printable&P=227886&B=------
_%3D_NextPart_001_01CA1AC7.A7583693&T=text%2Fplain;%20charset=us-ascii&header=1 
 

Consumer Iniatives Expenditures 

Following are the Consumer Iniatives Expenditures by the Division of Behavioral Health 

CO�SUMER I�ITIATIVES State Funds 

Federal 

Funds Total 

Peer Support 

Western Community Health 
Resources, Chadron NE $1,482   $1,482 

 Peer Support Region 1 $4,575   $4,575 
Regional Consumer 
Coordination Region 1 $55,644   $55,644 

          
Regional Consumer 
Coordination Region 2 $74,724   $74,724 

          

          

Peer Support - MH Goodwill Industries $77,462 $34,008 $111,470 

Peer Support - MH 

MidPlains Center for 
Behavioral  Healthcare $33,733   $33,733 

Peer Support - MH 

South Central Behavioral 
Services $40,923   $40,923 

Peer Support - MH Richard Young Hospital $16,493   $16,493 
Regional Consumer 
Coordination Region 3  $71,162   $71,162 

          
Regional  Consumer 
Coordination Region 4 $52,569   $52,569 

          
Regional  Consumer 
Coordination Region 5 $68,987   $68,987 

Peer Support St Monica’s $13,668   $13,668 

Peer Support Lutheran Family Services $38,252 $0 $38,252 

Peer Support CenterPointe $15,081 $0 $15,081 

Consumer Voice/Recovery Region 5 $119,162 $0 $119,162 

          

Region Consumer Initiative Region 6 $80,198   $80,198 

    $764,116 $34,008 $798,124 
Mental Health Association of Nebraska 
(MHA-NE) 

       
Supported Employment - 
MH $367,787 $367,787 

Hospital Diversion – MH 
(Keya House) $264,315 

$65,000 
(other 

funding $329,315 
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CO�SUMER I�ITIATIVES State Funds 

Federal 

Funds Total 

sources)_ 

Total MHA-�E programs $697,102 

Office of Consumer Affairs:       

League Of Human Dignity   $22,500     

NAMI   $42,637     

MHA   $30,069     

Trilogy Network of Care $15,533     

Kim Carpenter Workshop for Consumers $4,149     

Office of Consumer Affairs Total $114,886     

          

CO�SUMER I�ITIATIVES TOTALS $879,002 $34,008 $913,010 

 
Updated August 16, 2010  Division of Behavioral Health 
 
Consumers of mental health services have an important role to inform and improve the mental 
health system.  Part of the transformation of the mental health system is to embrace the concept of 
consumer recovery. Consumers can provide valuable and unique insight into the way health care is 
delivered and how it can be made better.  
 
The Substance Abuse and Mental Health Services Administration (SAMHSA) and its Center for 
Mental Health Services (CMHS) is promoting Evidence-Based Practices.  One area for future 
Knowledge Informing Transformation (KITs) includes Consumer Operated Services Programs 
(COSP). 
 
To that end in Nebraska, Region 5 Behavioral Health Authority supports Consumer Operated 
Services Programs by contracting with the Mental Health Association of Nebraska (MHA-NE).  
MHA-NE is a consumer-run, voluntary not-for-profit statewide association with Chapters located in 
communities throughout Nebraska.  MHA-NE brings together service recipients, families, 
professionals, advocates and concerned citizens to address all aspects of mental health and mental 
illness.  Thus, MHA-NE managed programs meet the criteria for Consumer Peer-Run Services, or 
as SAMHSA says, COSP.  For FY2011, MHA-NE is under contract with Region 5 Behavioral 
Health Authority for the following services 
 
Following are additional activities and projects the Office of Consumer Affairs is currently involved 
in: 
 
The Office of Consumer Affairs manages the Network of Care contract.  OCA collaborates with NAMI and 
the Nebraska Mental Health Association to populate the data base with current information and to educate 
the community about this web tool.  Through the Network of Care the public can access wellness tools and 
an entire library of information on a variety of health topics, and anyone in need of services can access an 
array of available services. 
 
On Tuesday, December 29, 2009, the Mental Health Association of Nebraska celebrated the opening of the 
KEYA House, a unique and progressive program designed to provide adults living with mental illness with a 
safe and supportive environment to address escalating symptoms associated with their illness prior to the 
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need of more invasive crisis level services.   The following links provide more information on the KEYA 
House. 

http://keya.mha-ne.org/2009/11/key.html 
http://journalstar.com/news/local/article_2221f0c4-f3fb-11de-b8c0-001cc4c002e0.html 
http://www.1011now.com/home/headlines/80275907.html 
http://www.thekimfoundation.org/newsletter/2009/vol10/ 
 
Facilitator’s Circle: 

Fifteen Nebraskan’s were trained as Facilitator’s of the OCA Peer Support Curriculum purchased with the 
TTI grant.  Those 15 Nebraskans will lead the state’s future training initiatives by selecting curriculum 
changes and who among them are the best facilitators.  One key to facilitating the training is having 
experience with co-supervision.  This group meets every six weeks to focus on training and co-supervision.  
The goal of co-supervision is to provide each other with insight into how our peer support skills can be 
better: more focused on worldview, mutuality, equality, and connection.  This group is key to proposing new 
policy and strategic planning for Peer Support in Nebraska. 

 
People in Recovery Council (Consumer Council): 

An open consumer council has formed that allows any Nebraskan with lived experience in recovery the 
opportunity to step forward and lead.  This group determines their own agenda, goals, and objectives.  
Currently they are focused on stigma in communities, educating attorney’s on recovery, getting consumers 
the information they need about mental health board commitments, and consumer memorial restoration. 

 
MHA Tour of �ebraskan Artists: 

Three Nebraska Artists, Dr. David Furst, Roxanne Hamilton, and Nancy Childs, with lived experience with 
mental health and/or addiction toured Nebraska to talk about how art supports their recovery.  Artists’ 
manuals are available on-line that include: Picture Recovery Workbook, Creativity Cookbook by Gayle 

Bluebird, and Pillows of Unrest by Ed Patzisky. 
 
Mind-Body Connection Conference: 

Kim Carpenter, a trauma and addiction survivor, held two mind-body connection events for peers that 
included Chi Gong, Breathwalk, Meditation, and Relaxation Music.  This event was about how peers can 
heal from trauma and create a soothing relaxation response in themselves by practicing relaxation skills. 
 

Statewide Recovery Conference—May, 2011: 
The Office of Consumer Affairs and the Nebraska Mental Health Association are working together to 
develop a statewide conference that will be inclusive of peers, family members, and professionals, as well as 
State Legislators, to focus on what is working well in Nebraska related to recovery.  Others involved in 
planning the conference include NAMI, the Federation of Families, and the Regional Consumer  Specialists. 
 
Great American Smokeout Conference—�ovember 2010: 
The Office of Consumer Affairs is planning a statewide two-day conference in connection with the 
November Great American Smokeout called “It’s Your Future, Don’t Let It Go Up In Smoke” .  Assisting the 
OCA in planning the event are the Regional Consumer Specialists, consumer/family non-profit 
organizations, and Dr. Chad Morris from the University of Colorado.  The curriculum will be modified to 
represent the unique values of peer-to-peer communication and service. 

 

Stigma and the Media: 
The Office of Consumer Affairs is working on a media education project around stigma.  It will include 
educating the media about how to report on mental health in an empowering way versus using stigma and 
derogatory stereotypes.  The OCA will award journalists who report on recovery. 
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Following are articles related to behavioral health consumer wellness: 
http://www.tobacco.org/news/293933.html 
http://www.mccookgazette.com/story/1589693.html 
http://www.highbeam.com/doc/1G1-215507181.html 

 

85 Peers are now employed in �ebraska: 

http://www.hhs.state.ne.us/beh/mh/MHConsumer/DRAFT_NebraskaPeerSupportStaffCodeofEthics
2010.pdf 

 
OCA Legislative Testimony (�ebraska promotes integration and end segregation): 

http://www.dailynebraskan.com/news/state-legislators-angered-over-closing-of-community-transition-
program-1.1822399 
 
OCA �ot Alone Radio Program Interview: 

http://www.thekimfoundation.org/html/notalone/archive-2009.html  
Other Not Alone Radio Programs (sponsored by the Kim Foundation) can be found at the following links: 
http://www.thekimfoundation.org/html/notalone/upcoming_show.html  
http://www.thekimfoundation.org/html/notalone/archive.html 
 

OCA Journal Publication: Lifting the Veil Reply: 

http://psychservices.psychiatryonline.org/cgi/content/full/61/5/532 
 

OCA provides �orth Carolina Presentation on Peer Run (Crisis) Respite at Crisis Recovery 

Alternative (CRA) Conference 

http://www.craconferences.com/nc_conf/handouts/Monday%20Afternoon%20Sessions/From%20Trauma%2
0to%20Triumph/PresentationNC.forhandoutonly.pdf 
 

Rural Mental Health: 

http://theindependent.com/articles/2009/05/29/news/local/doc4a20b76f2e0da283509883.txt 
 
�ebraska Recovery �etwork 

http://nebraskarecoverynetwork.org/id22.html 
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ADULT GOAL #3: SUICIDE PREVE�TIO�  

(updated July 22, 2010) 
 
Suicide prevention is a multi-faceted effort that addresses the mental health needs of Nebraskan 
children, adolescents, and adults. The Nebraska State Suicide Prevention Coalition, a volunteer 
group with membership from public and private sectors, serves as the primary advisory body for 
coordination of suicide prevention efforts in Nebraska. This open membership group welcomes 
participation from survivors and suicide prevention coalitions across the state through use of video 
conferencing at their monthly meetings. The work of the group is supported by the Division of 
Behavioral Health in conjunction with the state’s injury prevention program and private 
foundations.  This year the group sponsored a suicide prevention summit that included 
representatives from college campuses, the military, public and private behavioral health providers, 
schools and survivors. Following the summit the group convened with a facilitator to update 
recommendations for the state suicide prevention plan.  
 
The Division of Behavioral Health was awarded a Federal Center for Center for Mental Health 
Services grant titled “Cooperative Agreements for State-Sponsored Youth Suicide Prevention and 
Early Intervention” (Short Title: State and Tribal Youth Suicide Prevention Grants) in October 
2009. The award of $500,000 per year for up to 3 years is being used to build on the foundation of 
prior suicide prevention efforts to support statewide youth suicide prevention and early intervention 
strategies, grounded in the public/private collaboration already begun with the State Suicide 
Prevention Coalition. To date the grant has supported a coordinated statewide gatekeeper training 
initiative using the QPR model ©, grants awarded to schools and community suicide prevention 
coalitions to support local activities, development of awareness material, support of State Coalition 
activities, training of trainers who will provide clinician training in assessment and management of 
suicide, and intentional outreach to military families and youth to increase awareness and linkages 
to assistance. A vigorous cross-site evaluation is part of the grant award and is being implemented 
with local evaluation expertise to ensure data is also applicable to state concerns. Grant goals will 
continue to be implemented along with movement toward implementation of the State Suicide 
Prevention Coalition goals, local coalition goals and ongoing work in prevention by public health 
and education partners. The vehicle for coordination of this work will continue to be the 
public/private State Suicide Prevention Coalition.  
 
The state strategy for suicide prevention is being reviewed as part of an overall strategic planning 
process. The strategy follows the U.S. Surgeon General’s model of focusing activities in three 
categories: Awareness, Intervention and Methodology. The State Suicide Prevention Coalition has 
formulated goals and strategy recommendations in each category that are now being reviewed by 
state personnel for inclusion in the state strategy.  
 

Suicide Prevention Web Sites 

Nebraska State Suicide Prevention Coalition web site 
www.suicideprevention.nebraska.edu  
The DHHS Division of Public Health Suicide Prevention web site can be found at:  
http://www.dhhs.ne.gov/beh/mh/suialert.htm 
Nebraska Youth Suicide Prevention (Garret Lee Smith Act funded) 
http://youthsuicideprevention.nebraska.edu  
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Adult - A brief summary of recent significant achievements that
reflect progress towards the development of a comprehensive
community-based mental health system of care.
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Adult - A brief description of the comprehensive community-based
public mental health system that the State envisions for the
future.
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Adult – A brief description of the comprehensive community-based public mental health system 
that the State envisions for the future 

 
The Nebraska Behavioral Health Services Act (Neb. Rev. Stat. §§  71-801 to 71-830) provides a 
vision of the mental health system in the future.  For example, under Neb. Rev. Stat. § 71-803, the 
Act states the purposes for the public behavioral health system.  The purposes of the public 
behavioral health system are to ensure: 

(1) The public safety and the health and safety of persons with behavioral health disorders; 
(2) Statewide access to behavioral health services, including, but not limited to, 

(a) adequate availability of behavioral health professionals, programs, and facilities, 
(b) an appropriate array of community-based services and continuum of care, and 
(c) integration and coordination of behavioral health services with primary health care 
services; 

(3) High quality behavioral health services, including, but not limited to, 
(a) services that are research-based and consumer-focused, 
(b) services that emphasize beneficial treatment outcomes and recovery, with 
appropriate treatment planning, case management, community support, and consumer 
peer support, 
(c) appropriate regulation of behavioral health professionals, programs, and facilities, 
and 
(d) consumer involvement as a priority in all aspects of service planning and delivery; and 

(4) Cost-effective behavioral health services, including, but not limited to, 
(a) services that are efficiently managed and supported with appropriate planning and 
information, 
(b) services that emphasize prevention, early detection, and early intervention, 
(c) services that are provided in the least restrictive environment consistent with the 
consumer's clinical diagnosis and plan of treatment, and 
(d) funding that is fully integrated and allocated to support the consumer and his or her 
plan of treatment. 

 
 
The Division of Behavioral Health, as the Chief Behavioral Health Authority for the State of 
Nebraska, is using the strategic planning process to address the leadership issues involved in the 
updating the mental health system given changes expected under Health Care Reform.  Some 
assumptions may include: 

- Most behavioral health dollars will flow through “Health Plans”. 
- Many behavioral health services could be provided via 'primary care' settings. 
- Health Plans will draw clear lines between 'health' services and 'social' services.   
- The health care services will most likely need to meet some form of medical necessity 

criteria.   
- The social supports services will not be covered by the health plan but will be important for 

serving consumers with chronic and complex behavioral health conditions.  These services 
will be important for consumer recovery including housing and employment issues.   

 
All of this needs to be done with the understanding that Nebraska tax revenue, which primarily 
comes from sales and income tax, has dropped two years in a row.  The Governor reported tax 
receipts for last fiscal year were $76 million less than projected. 
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Child - A discussion of the strengths and weaknesses of the
service system.
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Child - A discussion of the strengths and weaknesses of the service system. 
 

 

FY11Children’s Portion of the MHBG 

Part C. State Plan 

Section II. Identification and Analysis of the Service System’s Strengths, "eeds and 

Priorities 

1. Service System’s Strengths and Weaknesses 

 
Summary of New/Added System Strengths: 

Ø  Collaborative partnership with key system partners 
o Specific effort utilizing In-Depth Technical Assistance from the National 

Center on Substance Abuse and Child Welfare 
Ø  Regional coordination and local partnerships 
Ø  Specific initiatives for transition aged youth 
Ø  New statewide services: Nebraska Family Helpline, Family Navigator and Right 

Turn  
Ø  Legislative Oversight Committee interested in Children’s Behavioral Health and 

Child Welfare Reform 

State Level System Strengths: 

• With the merger of the three agencies of the Health and Human Services System 
into one Department of Health and Human Services (DHHS) in 2007, the ability 
to coordinate, communicate and manage the Children’s Behavioral Health System 
has become increasingly less challenging.  Division of Behavioral Health has 
developed strong partnerships with the Division of Medicaid and Long Term 
Care, The Division of Public Health, The Division of Children and Family 
Services, and the Division of Developmental Disabilities.  Partnerships with the 
Department of Education and Vocational Rehabilitation, the Nebraska Federation 
of Families for Children’s Mental Health and the Juvenile Court System have also 
improved.   

• Nebraska’s IDTA project involving six systems partners working together to 
achieve systems integration and coordination for the benefit of children and 
families.  These system partners include: the legal system, child protective 
services, substance abuse (behavioral health), Medicaid, Supreme Court Probation 
and Nebraska Federation of Families. 

• This fall, the Division of Behavioral Health, the Regional Behavioral Health 
Authorities and representatives from their provider networks will this begin 
participating in the “Through the Eyes of the Child” statewide initiative. The 
“Through the Eyes of the Child” Initiative is guided on the state level by the 
Nebraska Supreme Court Chief Justice, a project chair, and local lead judges who 
seek to improve the court oversight of cases to reduce delays by ensuring that 
children involved with the court system are being placed safely into permanent 
placements in a timely manner.   

Division of Behavioral Health Specific Strengths: 

• Division of Behavioral Health to Regional Behavioral Health Authorities 
(Regions) contract enhancements.  The Division of Behavioral Health, through 
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the leadership of the Children’s Behavioral Health Manager, has strengthening 
our contractual expectations to include a single point of contact to local systems 
of care.  This includes improvements with clarifying the role of the six Regional 
Youth Specialists, coordinating statewide Youth System Team Meetings, 
providing on-going technical assistance to each of the Youth System Teams, and 
contractual requiring each of the six Regions to develop and sustain Youth 
Transition Teams. 

• Youth Transition Teams:  Each of the six Behavioral Health Regions now have 
multidisciplinary teams designed to assist youth with transitioning their services 
from child-serving agencies to the adult behavioral health system.  Transition 
Teams allow for community referral into a case review setting in where youth and 
their families partner with community professionals to develop and implement 
transition plans designed to improve access to the most appropriate services.   

• Reaffirmed commitment to the community-based Family Organizations:  Within 
each of the six Behavioral Health Regions, is an independent Family Organization 
whose role is to advocate for consumers, support the family voice and offer 
supportive services such as education and mentoring.  The Division has 
committed approximately $150,000 in FY11 to ensure for the sustainability of this 
valuable resource.  The Family Organizations play a vital role with preventing 
unnecessary family involvement with the Juvenile Court System.   

• New Services added to Continuum:  Statewide Helpline, Family Navigator’s and 
Right Turn.  The Help Line will provide a single point of contact that’s available 
24 hours a day, seven days a week, operated by trained personnel and supervised 
by licensed behavioral health professionals for families experiencing a youth-
related crisis.  Family Navigators will assist families with navigating the 
behavioral health system and are provided by individuals who have lived-
experience with youth with behavioral health problems.  Assistance for post-
adoption/post guardianship families will be provided through the Right Turn 
program.  This program is designed to prevent adoption and guardianship 
disruptions and promote permanency.   
 

Summary of New/Continued System Weaknesses:  
Ø  System of Care development is a long, arduous process to transform into 
Ø  Some philosophical differences between system partners, often originating from 

federal practices or requirements 
Ø  System gaps and/or barriers for specific populations such as transition aged youth 
Ø  Economic hardship of state overall challenges resources 
Ø  Principle to practice is not always implemented with fidelity 

 

State Level System Challenges: 

•  A statewide uniform screening, assessment and referral process for children and 
adolescents with behavioral health disorders across helping systems is needed. 
Uniformity is important to ensure youth with mental health and substance abuse 
disorders are identified early and receive appropriate services early in the 
process.  
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• There are many Nebraska families who need services and have difficulty paying 
for mental health and substance abuse services for their children and adolescents. 
Assessments and treatment for indigent and/or uninsured parents can be 
reimbursed by the Division of Behavioral Health, or by the Division of Medicaid 
and Long-Term Care dollars, or by the Division of Children and Family Services 
(for child welfare involved youth/families).  A coherent plan that maximizes the 
effectiveness of state dollars and minimizes confusion about payment source is 
needed so that parents needing intervention can obtain services in a timely 
fashion.  Funding models and policy must promote the types of services 
demonstrated to be effective in treating mental health and substance abuse 
disorders in children and adolescents.  

• There are no standard measures for determining the outcomes produced by those 
services. No consistent method exists to measure and maintain data on the impact 
of service delivery consistently across systems to ensure children, adolescents, 
and their families improve as a result of interventions. 

• Often children and adolescents with serious emotional and substance abuse 
disorders have multiple needs spanning many systems including education, child 
welfare and juvenile justice. For these multi-need children and adolescents, the 
responses by these public systems are often uncoordinated. From the family’s 
perspective, it is often difficult to navigate across systems and services and to 
understand the myriad eligibility requirements, assessment processes, service 
models, funding requirements, service coordination structures, and data 
collection mandates associated with each system.  

• The current funding for addiction treatment for adults involved in the child 
welfare/juvenile services system is inconsistent and can be confusing.  There is a 
sense in Nebraska (anecdotally derived) that children are sometimes placed in out 
of home placement due to parental drug abuse, even if that drug abuse does not 
pose a safety threat to their children.  Alternatively, there are instances where 
addicted parents are expected to voluntarily engage in substance use disorder 
assessments and treatment with minimal state assistance (e.g., only given a list of 
providers).  It is not uncommon for substance dependent parents to be required to 
engage in a variety of activities (parent training, vocational training, therapy, 
etc.) before they have adequately progressed in their recovery from a substance 
use disorder.  There is also a reported lack of understanding of what behaviors 
constitute a relapse.   

• Workforce Training: Cross-system training is a significant need.  Ensuring that 
each service-delivery system (regional network, Magellan network and Child 
Welfare provider network) understands issues re. Access, eligibility and services 
will significantly benefit families.    

Division of Behavioral Health Level Challenges: 

• There is a continued challenge in identifying best strategies for providing 
services for youth. While the Division focuses most of its funding towards a 
Wraparound program, there is still a need for additional community based 
and home based formal and most specifically informal supports that youth 
and families find beneficial. These informal supports and resources can 
increase the stability and well being of the caregiver of the youth and assist in 
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maintaining the youth in the home thus avoiding more intensive out of home 
services. Identifying what services to purchase in a capped system is 
challenging.  

• There is a continued desire to evaluate services for effectiveness, efficiency 
and clear outcomes. This challenge remains when funding must be be 
stretched between evaluation and service provision.  However, the Division 
maintains dedication to analyzing our current funded Wraparound program, 
and seeks to perform a Family Centered Practice Assessment for other 
Division funded providers of children’s behavioral health.  

• A remaining challenge is the state’s reduction in budget and administrative 
funds. This challenge poses continued burden to the Division staff with 
increased workloads and thus a challenge to hire additional staff to support 
Children’s Behavioral Health.  

 
 
However, continuing the trend of collaborative partnership to improve the children’s 
behavioral health system, the Division of Behavioral Health (DBH) continues to 
collaborate with the Nebraska Federation of Families for Children’s Mental Health, the 
Division of Medicaid and Long Term Care, the Division of Public Health, the Division of 
Children and Family Services, Division of Developmental Disabilities and the 
Department of Education and Vocational Rehabilitation. The relationship with these 
entities has continued to build, working to maintain system efforts of past years and 
identify new opportunities for creative improvements. Sometimes barriers exist that are 
intangible and philosophical; sometimes they are tangible policies and regulations. 
Regardless of the challenges, the commitment from within the Department to continue 
pushing forward a systems of care environment for the benefit of youth and families is 
maintained.  
 
Within our six Regional Behavioral Health Authorities (RBHA), there is a Youth 
Specialist that coordinates services and networks at the regional level. This ensures local 
communities have a point of contact and central reference point for local systems of care 
partnerships. In addition to this role, the state has contracted with each region to operate a 
Transition Team to address the target population of youth aging out of one system and 
accessing adult behavioral health services. In each region, the membership of this team is 
multidisciplinary, aiming to provide an effective review of the many needs of this age of 
youth. These teams are designed to allow for community referral into a case review 
setting in which professionals, youth and family strategize, assess needs, identify 
strengths and provide resources or referrals for consideration as the youth prepares for 
this transition. This population continues to be a challenge, regardless of system 
structure. While Nebraska has continued need to strengthen specialty services for young 
adults with mental health challenges, there remains a very real challenge – many of these 
young adults have previous system involvement and are often not interested in any type 
of continued involvement with “the system”. However, this understandable position often 
results in fragmented service experiences, unstable housing and lack of coordination from 
those who work to create opportunities for empowerment, assistance and guidance. 
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Nonetheless, the dedication to this population persists, especially in the wake of 
Nebraska’s Child Welfare reform.   
 
The State continues to fund six local affiliate Family Organizations, one within each 
behavioral health region. In addition to their role of consumer advocacy, the Family 
Organizations support family voice in treatment and offer many supportive services such 
as education and mentoring. These Family Organizations receive funding from at least 
two sources: direct contracts with the child welfare vendors for family advocacy, support 
and mentoring services for state involved youth and families; as well as directly with 
DHHS for the same services to be available for non-ward youth and families. These 
services are a fundamental demonstration of family-centered care and the contribution to 
the service system is critical, yet underfunded. Nebraska still has room to improve on the 
implementation of family centered practice at all levels. A focus will be given this year to 
identifying outcome elements that accurately reflect the successes of family peer support 
services.  
 
This year Nebraska will also have experienced the addition of three new services to the 
array for youth and families: the Nebraska Family Helpline, Family Navigator Services 
and ‘Right Turn’ – a program for post adoptive/post guardianship families. These three 
services are the result of a legislative bill and appropriation to boost assistance to families 
struggling with youth experiencing behavioral health challenges. These new services 
demonstrate a legislative commitment to continuing care and earlier intervention. In 
addition, these three services are undergoing an evaluation of their programmatic 
outcome, but most importantly an assessment of what these new services may have 
uncovered about the rest of the children’s behavioral health system. Since all three 
programs have a specific purpose to empower and connect families to local community 
based services, the informal needs assessment data that results will provide further insight 
into opportunities for Nebraska’s system and service array. Early outcomes suggest a 
need for additional home based and supportive services that would provide families the 
additional strength they need to maintain their youth in home while receiving formal 
services in the community.   

  
The Department is committed to a consistent process plan in order to move children’s 
behavioral health forward and has taken progressive steps to get there. The Division of 
Behavioral Health is participating in a strategic planning process, and continues to be 
pro-actively collaborating with our system partners to improve our system of care.  
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Child - An analysis of the unmet service needs and critical gaps
within the current system, and identification of the source of
data which was used to identify them.
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Child - An analysis of the unmet service needs and critical gaps within the current system, and 

identification of the source of data which was used to identify them. 
 

FY11Children’s Portion of the MHBG 

Part C. State Plan 

Section II. Identification and Analysis of the Service System’s Strengths, "eeds and 

Priorities 

2. Unmet Service "eeds 

 

In attempting to identify the prevalence rates of children and youth with severe emotional 

disturbances (SED) in Nebraska, we look to the number of cases of youth diagnosed with 

an SED at a specific time. The penetration rate we could potentially capture would be the 

number of children/youth with this diagnosis that have received services through the 

DHHS system which includes the Division of Behavioral Health, the Division of Child 

and Family Services including the Juvenile Justice Systems and those receiving service 

paid thru Medicaid or private insurance. At this time, Nebraska does not have the 

capacity to determine the penetration rate for all systems for children with severe 

emotional disturbances because youth often cross systems and gathering an unduplicated 

count is difficult. And, there is minimal ability to monitor children and youth with SEDs 

that are not receiving services but would qualify and should be receiving appropriate 

care.  

 

The Department is anticipating that the utilization of the children’s behavioral help line 

may provide some additional indication of needs as evidenced by parents calling for 

assistance and the tracking of relevant data. To date over 1,000 callers have accessed this 

Nebraska Family Helpline, which opened on January 1, 2010. Early data suggests that 

parents are requesting high levels of care due to exasperation, while actual need could be 

best served with outpatient treatment services coupled with home based supports and 

other informal supports. With aggression reported as the most common cited reason (over 

60% by caller report) for the call, it seems understandable that caregiver stressors would 

impact requests for respite, out of home placement, etc. A difficult but critical task of a 

Helpline operator is to collect information from the caller about the youth in order to 

assist in identifying potential resources and service referrals. In addition, attempting to 

screen for potentially undiagnosed behavioral health disorders, or capture the history of 

service attempts previously utilized for those who self report having a diagnosis already.  

We expect to be able to see some trends and system gaps this year, as the evaluation of 

this new services continues. Here’s an excerpt from the 2
nd
 Quarter Report from the 

contracted vendor Hornby Zeller Associates:  
“Staff reviewed the case notes to determine that in the second quarter, 23 percent of 
callers indicated that their child had a mental health diagnosis.  The most frequently cited 
diagnosis was ADHD (40%), followed by bipolar disorder (14%), oppositional defiance 
disorder (11%), depression (11%) and reactive attachment disorder (4%).  Moreover, 
according to Helpline records, 47 percent of those indicating that their child had a mental 
health diagnosis reported that the child had previously undergone some form of mental 
health treatment, usually some form of outpatient therapy.” 
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A challenge for this service is capturing the caller indicated reason for the call and the 

potential follow up conversation that may lead to further indication of the true causes of 

youth, family/home disruption. This early data shows trends of calls for externalizing 

behavior including aggression and families unequipped or frustrated in attempting to 

balance the youth’s needs with their family’s safety and well being as well.  More data 

will become available as the service moves along that will hopefully shed more light on 

the needs parents/caregivers are struggling with and the identification of services and 

supports to assist. It is indicated to date that more informal supports would greatly 

improve the family system besides or in addition to formal clinical services.  

 

 

Services in the public system are targeted to specific groups such as those financially 

eligible for Medicaid or those in child welfare which includes abuse and neglect, juvenile 

justice and/or severe behavioral health disordered youth. Unfortunately, this results in a 

gap in services between the multiple systems which has grown in the current economic 

conditions of the state and country. An additional difficulty is identifying which target 

population the Division should serve amidst the challenges of funding limitations, 

guidelines and priorities. While the Division currently provides funding for youth who 

are not wards and/or do not qualify for Medicaid, these are still limited to those meeting 

clinical guidelines of experiencing mental health and/or substance abuse disorders. We  

have continued to see the need for earlier intervention and supportive services as critical 

components to keep youth from needing higher levels of care and maintaining them 

safely at home.  Our challenge is to restructure the delivery of services to promote more 

preventative and early intervention services in order to reduce the number of out of home 

placements as well as reduce the need for deep end services. The Department is 

collectively working towards this goal. Expanding the service array is imperative as are  
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FY10 Children’s Portion of the MHBG 

Part C. State Plan 

Section II. Identification and Analysis of the Service System’s Strengths, "eeds and 

Priorities,      2. Unmet Service "eeds (con’t) 

 

collaborative partnerships with all systems that directly impact the lives of children, 

youth and families.   

 

An additional unmet need is the collaborative care for substance abusing parents whose 

children are engaged in the child welfare system. The need for collaborative partnership 

the child welfare system and the behavioral health system is great. The ultimate goal of 

reunifying families with all parties being safe and well is supported by all. However, 

coordinating a system of providers, funding, practices and philosophy can be a challenge. 

Regardless of the current barriers, many system partners have begun to build bridges to 

address and overcome for the benefit of children, youth, adults and families.   

 

There are several special populations that the Division considers pertinent due to service 

capacity barriers. Transition aged youth have several barriers that include 

developmentally appropriate services, payment for services, vocational issues and lack of 

service providers specializing in young adult treatment modalities. There have 

traditionally been few services that provide the coordinated effort to help youth transition 

into adulthood besides addressing the more complex needs of mental health disorders. 

The Division of Behavioral Health utilizes an Age Waiver to grant permission to many 

youth in need of adult services. This waiver addresses youth ages 17-18 that are currently 

involved in care but will age out and need to transition to adult services. Currently, 

Nebraska struggles with a lack of providers and evidence based practices for this 

population and is experiencing challenges with identifying appropriate treatment for these 

youth or willing providers with treatment settings that would be conducive to their needs. 

Each Behavioral Health Region also provides some Wraparound services specific to this 

population, but the need is largely unmet. There could be significant benefit with 

increased funding to serve this population with a Wraparound program that allows for the 

flexible funding that greatly benefits the broad range of physical, social and emotional 

needs these young adults have. Without these critical services, many youth often end up 

in the adult emergency system. While there are several populations with specific needs, 

the transition aged youth are the priority population for this fiscal year.  

 

An additional system need is a unified approach to providing early screening and 

systematic response and supports to early childhood populations. While Nebraska has 

some structures in place to address early childhood, these are largely focused on 

education and readiness for school. Clearly social, emotional and behavioral health are 

mandatory for educational success, but we lack a true System of Care for this special 

population as well. Nebraska has begun to perform this work, but it often takes a backseat 

to populations at higher risk, in current crisis or already have system involvement. In 

addition, funding towards early childhood usually prioritizes physical disabilities and 

educational readiness, thus providing minimally for behavioral health supports and 

workforce development.  
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OMB No. 0930-0168                         Expires: 08/31/2011     Page 182 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 182 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 182 of 342



Child - A statement of the State's priorities and plans to address
unmet needs.
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Child - A statement of the State's priorities and plans to address unmet needs. 
 

FY11Children’s Portion of the MHBG 

Part C. State Plan 

Section II. Identification and Analysis of the Service System’s Strengths, "eeds and 

Priorities 

3. Plans to Address Unmet "eeds 

 

 

Summary of Plans to Address Unmet Needs:  

Ø  Specific practice and policy development to support transition aged youth 

Ø  Continued funding and outcome measurement of five new services 

Ø  Continued collaboration with the Legislative Oversight Committee focused on 

system improvement 

Ø  Pursuing the development and expansion of the utilization of evidence based 

programming 

Ø  Supporting early intervention programming 

Ø  In-Depth Technical Assistance Project 

Ø  Revision of Medicaid Service Definitions to support access to least restrictive 

community based services and improve family centered approach 

 

In addressing the plans to meet the needs previously identified as special populations, 

Nebraska has identified several strategies, some of which are related to infrastructure and 

some related to service provision. Regarding the transition age youth, the Division of 

Behavioral Health will continue to offer the Age Waiver. The FY11 contracts with the 

Regional Behavioral Health Authorities include a requirement to integrate children’s 

behavioral health into their service delivery planning with a special emphasis on youth in 

transition. Each region has developed a transition team focused on reviewing youth 

needing to access the adult behavioral health system. Over the course of this last year, we 

have identified a recommended process for addressing the referred cases for review. In 

addition, the transition teams have seen a trend of lack of understanding of needs as well 

as frustration with case workers bringing youth in need just months before they age out. 

To address these concerns, the Department is implementing several processes: a specific 

workgroup to address the complicated cases that require more intensive planning and a 

protocol for conference calls where multiple persons are a part of the wraparound team; 

another work group charged to create a best practice checklist and timeline to begin 

preparing youth and families for such transition; and a workgroup of senior level 

administrators developed to identify strategies, practices and policies to better meet 

system needs in the future.   

 

A significant success is the revision of the Medicaid Service Definitions which are in 

process of Regulatory review now. These definitions serve to guide the implementation 

of practice parameters and efficacy. Much time was spent by many collaborative system 

partners to craft these documents prior to public review process. The Divisions of 

Medicaid and Long Term Care, Children and Family Services and Behavioral Health 

along with our Administrative Service Organization, Magellan, crafted these new 

versions to support access to community based services that must be family centered. We 
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anticipate more flexibility to utilizing local services with the goal of keeping children and 

youth served in their homes and in local community settings whenever possible.  

 

As mentioned in other sections, the last few years in Nebraska have been filled with 

considerable attention to children and youth experiencing behavioral health challenges. 

The Nebraska Legislature authorized several new services in 2009 to help meet the needs 

of these youth and families.  

• The “Nebraska Family Helpline” – an 24/7/365 urgent care line staffed by trained 

behavioral health professionals supervised by licensed behavioral health 

professionals aimed at providing crisis response and service referrals to youth and 

families in need of behavioral health services aimed at reducing morbidity of 

immediate crisis, improving access and retention as well as reducing police 

involvement and/or restrictive levels of care;  

• Family Navigator Services – a family peer support service aimed at assisting 

families in navigating the sometimes complex system of behavioral health 

services designed to empower, encourage and connect families who have called 

the Help Line, available within 24-72 hours after the call and increasing access to 

services, retention, social connection and consumer satisfaction; 

• “Right Turn” -Post Adoption/Post Guardianship Services – services provided to 

families after adoption or guardianship whom are experiencing difficulty with 

their child/youth and may benefit from additional services and supports in order to 

ensure safety, permanency and well-being;  

• Increase of S-CHIP eligibility from 185% to 200% of the federal poverty line; 

• Psychiatric program to provide education and training for at least eight psychiatric 

professionals with specific training in tele-health medicine in the rural/frontier 

areas and children’s behavioral health;  

• Increase of funding to the Regional Behavioral Health Authorities for the 

expansion of capacity to serve youth with behavioral health disorders and 

particularly the expansion of the Professional Partners Program (a wraparound 

program);  

• Requirement of Medicaid to amend or waiver to the Center for Medicare and 

Medicaid to provide coverage under the medical assistance program for 

community based secure residential and sub-acute behavioral health services for 

all eligible adult recipients for a cost savings to fund other LB603 services.  

 

Contracts were established for the Help Line, Family Navigator and Post Adopt/Post 

Guardianship Services with a service start date of January 1, 2010. These new services 

have only been in existence for half a year, but have already seen great success. In 

addition, funding was appropriated for the evaluation of these three services as it is 

anticipated that the use of them (and adequate data collection and analysis) may provide 

the Department with information about the current strengths and needs of the system.  

 

Two new intervention services are under pilot by two Regional Behavioral Health 

Authorities with the funding appropriated by LB603 as mentioned above. These two 

pilots are utilizing creative partnerships, flexible funding, Wraparound approach and 

coordinated system and family planning to detour families from the child welfare system 
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or restrictive levels of care and to connect them to appropriate community based supports 

and services. These programs are showing great success in serving families referred by 

County Attorney offices and providing immediate response, connection to a ‘Professional 

Partner’ and service referrals. Wraparound has been demonstrated as a nationally 

successful family centered approach to serving youth and families with multiple system 

involvement or who are at high risk for such.  

 

Of significant importance is the evaluation of these new services. The Department and 

the Legislative Oversight Committee are particularly interested in this report as it will 

highlight potential gaps and barriers within our current system for youth and families 

who are not state involved, some who may be and for families with or without Medicaid 

or private insurance. Many of our Regions are already reevaluating their community 

service system to identify opportunities for restructuring processes and/or potentially 

varying services provided. It is anticipated that the Legislative Oversight Committee may 

make recommendations for additional funding of increased and/or new services based 

upon the resulting data. While these actions may be of great benefit, today, the 

Department and other stakeholders have collaboratively been considering how to 

encourage the fundamental philosophical change that must preface and accompany any 

major system shift from a reactive treatment and crisis readiness into a preventative and 

intervention approach. While many support this in theory, the hard system changes must 

occur to truly at the local and state level. Some changes have begun towards this effort 

both large and small. One example are the investment in local substance abuse coalitions, 

the development of localized coalitions addressing suicide prevention, the creative 

blending of funding and populations to benefit from multiple protective opportunities.  

 

These early intervention supports are a step towards the continued efforts of the DHHS 

“Creating Change and Providing Hope for Nebraska’s Children, Adolescents and 

Families Pursuant to LB542”. This document, created in January of 2008 still provides 

the guidance towards meeting the unmet needs in Nebraska. It states: “We share a 

common vision: To provide children, adolescents and their families with the right service, 

in the right amount, at the right location, for the right length of time, at an affordable, 

sustainable cost. This plan is a step forward to ensure that Nebraska’s children, 

adolescents and their families receive the mental health and substance abuse services they 

need through a comprehensive system of care. This plan is not intended to be static, but 

rather a living document, that will change and grow as lessons are learned and as 

collaborative ideas emerge. The values and principles defined in this plan will guide our 

reform and will move us forward.  

 

To further support the ‘flip of the pyramid’, we will continue to support efforts 

addressing children ages birth to five as they have specific needs and often are difficult to 

identify. This year, the web based curriculum for health care providers that trains on 

screening and early intervention will continue to be supported. This curriculum addressed 

age ranges from 0-5, 6-9 and 10-15 year old children, youth and adolescents.   

 

Of specific focus this year is the collaborative building of partnership, practices and 

policies that support substance abusing parents whose children are child welfare system 
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involved. This effort is an example of multiple system partner’s common goal to maintain 

strong families, reduce trauma, promote safety/permanency/well-being, increase 

preventative opportunities and to support recovery. To this end, Nebraska is the recipient 

of In-Depth Technical Assistance (IDTA) provided by the National Center on Substance 

Abuse and Child Welfare.  

 

Nebraska’s IDTA Project involves six systems working together to achieve systems 

integration and coordination for the benefit of children and families.  These systems 

include: the legal system, child protective services, substance abuse (behavioral health), 

Medicaid, Supreme Court Probation and Nebraska Federation of Families.  The project’s 

Oversight Committee is comprised of the following system leaders: 

 

• Janice Walker, State Court Administrator 

• Todd L. Reckling, Director, Division of Children & Family Services (DCFS) 

• Scot Adams, Director, Division of Behavioral Health (DBH) 

• Vivianne M. Chaumont, Director Division of Medicaid and Long-Term Care 

 

The Core team includes: 

• Vicky Weisz, Court Improvement Director 

• Ed Matney, Policy Section Administrator, Children & Family Services 

• Vicki Maca, Administrator, Behavioral Health 

• Roxie Cillessen, Behavioral Health and Pharmacy Manager, Medicaid 

• Candy Kennedy, Executive Director, NE Federation of Families for Children’s 

Mental Health 

• Julie Scott, Justice Treatment Systems Specialist 

 

Nebraska’s leaders identified the priority population for this IDTA as all families entering 

the child welfare/juvenile services system due to problems related to parental substance 

use, with particular emphasis on substance exposed infants, methamphetamine dependent 

parents, and children in out-of-home care. Nebraska’s IDTA Project seeks to collaborate 

to achieve systems efficiency and improve coordination to maximize individual and 

family recovery to ensure child safety, permanency and well-being. Nebraska is 

experiencing a number of conditions that prompted their decision to apply for and 

participate in the IDTA project.  The overarching themes of these conditions include: (1) 

challenges with substance abusing parents, especially those involved with 

methamphetamine; (2) emerging concerns about the need to enhance identification of 

substance exposed newborns and connect the family to treatment; and (3) a lack of 

consistency in assessing/meeting needs of substance involved DCFS parents, a problem 

impacting assurance of reasonable efforts and CFSR Well Being scores.   

 

The following workgroups have been identified thus far: 

 

Work Groups 

• Data and Funding: Led by Ed Matney, Vicki Maca and Roxie Cillessen 

• Best Practices: Led by Vicky Weisz 

• Screening and Assessment: Led by Vicki Maca and Roxie Cillessen 
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• Training and Workforce Development: Led by Julie Scott  

 

Achieving the goals of the IDTA will greatly enhance the Children’s Behavioral Health 

System as well. The Goals of the IDTA are as follows:   

Goal 1: Develop capacities for collecting, analyzing and managing data across systems. 

 

Goal 2: Develop a step-by-step cross-system communication and process protocol for 

managing families who come into the child welfare/juvenile services system where 

substance abuse is a factor in the maltreatment of their child/ren.  

 

Goal 3: Explore appropriate use of consumer and peer-led services to increase 

engagement of DCFS/substance involved families in treatment to maximize outcomes for 

all systems. 

 

Goal 4: Develop and implement statewide, cross divisional and court-agency training to 

improve outcomes of families with co-occurring of substance abuse and child 

maltreatment problems. 

 

Goal 5: Develop a plan to maximize and utilize revenue from various funding streams. 

 

An additional focus our system partners to increase the understanding and use of 

evidence based practices amongst all groups addressing youth and families. The 

Department encourages the utilization and review of such practices and has provided 

training opportunities to increase provider awareness and capacity. However, there still 

seems to be some lag between the ‘science to service’ implementation. The DHHS 

implementation plan Pursuant to LB542 states:  
“Evidence-Based Practices: Determining the types of evidence-based practices should 
follow a strategic process based on the specific system level needs to be addressed. The 
evidence-based practices selected for implementation should be those that will effectively 
address the needs of the target populations and be reasonably expected to achieve 
desired system outcomes. Development of evidence-based practices requires a 
sophisticated infrastructure to ensure appropriate support of service development.”   We 
have identified some additional opportunities to fund specific evidence based practices 
based upon the expanding work of the Department’s previous State Infrastructure Grant. 
While there has been some growth and development across the state, many providers 
have limited capacity to recruit and train their staff to utilize new modalities and 
consistently measuring fidelity can be costly for smaller providers.  

 

Additional relationships between child serving entities collaborates thru the ‘Together 

For Kids and Families’ (TFTK) initiative under the Governor appointed Early Childhood 

Interagency Coordinating Council. This effort combines a statewide body of individuals 

addressing everything that impacts youth and families in order to maximize resources, 

partnerships, efforts, planning and overall system coordination.  The Division of 

Behavioral Health’s Children’s Behavioral Health Manager has a Governor appointed 

seat at this Council. TFTK is undergoing another planning round to revisit and renew 

strategies around their five target domains: Dental/Medical Home, Parent 

Education/Family Support, Early Care/Education, Child Care Health Consultation, 

Social/Emotional/Behavioral Health. The Children’s Behavioral Health Manager 

OMB No. 0930-0168                         Expires: 08/31/2011     Page 188 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 188 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 188 of 342



Child – Plans to Address Unmet Needs  /  July 30, 2010  /  Page 6 

participates on the Social/Emotional/Behavioral Health workgroup which is focusing on 

the development of three strategies: 1) Community Capacity Building (developing and/or 

enhancing Systems of Care for Early Childhood), 2) Distance Communication 

(increasing utilization of telehealth, video conferencing, webinar teaching, and other 

forms of technology for education, communication and service provision), 3) Caregiver 

and Workforce Development (increasing the capacity of all individuals who interact with 

young children to identify/screen for early indicators, ability to intervene or refer and to 

build positively into the lives of the child and family).  

 

 
 

 

 

 

Finally, a significant focus for the upcoming year is the continued development and 

strengthening of a true system of care environment. Nebraska utilized its State 

Infrastructure Grant to provide some local level opportunities for community based 

development.  The Regional Behavioral Health Authorities are utilizing system of care 

training resources to grow and strengthen system partners amongst the behavioral 

healthcare and child welfare community.  
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Child - A brief summary of recent significant achievements that
reflect progress towards the development of a comprehensive
community-based mental health system of care.
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See Adult - New Developments and Issues for the content on

Adult - Child - New Developments and Issues
þÿ�A�d�u�l�t�  �� �C�h�i�l�dRecent Significant Achievements

In addition, the Child Welfare reform efforts continue to progress. This
enormous undertaking has created significant changes in the process and
services system for state involved youth and families. The direction is a
positive one and supported by most; however the labor involved in reforming an
entire system is burdensome, time intensive and slow to occur. Regardless, the
collaborative efforts between the State, the providers, the families and
stakeholders is impressive and will likely result in great improvements in
stability and well being for youth and families.
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Child - A brief description of the comprehensive community-based
public mental health system that the State envisions for the
future.
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see Adult - State’s Vision for the Future and Child - Plans to Address Unmet
Needs
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Adult - Provides for the establishment and implementation of an
organized community-based system of care for individuals with
mental illness.
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Adult - Provides for the establishment and implementation of an organized community-based 

system of care for individuals with mental illness. 

 
Organizational Structure for the System of Care: 
Nebraska Behavioral Health Services Act (Neb. Rev. Stat. §§ 71-801 to 71-830) establishes the 

framework for the provision of behavioral health services.   

 
Under § 71-803 the purposes of the Public Behavioral Health System are to ensure:  

(1) The public safety and the health and safety of persons with Behavioral Health disorders; 
(2) Statewide access to Behavioral Health services 
(3) High quality Behavioral Health services 
(4) Cost-effective Behavioral Health services 

 

Under § 71-804 (1) Behavioral health disorder means mental illness or alcoholism, drug abuse, 

problem gambling, or other addictive disorder; 

 

Under § 71-804 (3) Behavioral health services means services, including, but not limited to, 

consumer-provided services, support services, inpatient and outpatient services, and residential 

and nonresidential services, provided for the prevention, diagnosis, and treatment of behavioral 

health disorders and the rehabilitation and recovery of persons with such disorders; 
 
- Under §§ 71-807 to 71-809, the six Regional Behavioral Health Authorities (RBHA) are 

established.   
- 71-806 (1) says the Division shall act as the chief Behavioral Health authority for the State of 

Nebraska.    HHS contracts with the six Regional Behavioral Health Authorities established 
under §§71-807 to 71-809 to purchase community mental health services.  State and federal 
community mental health funds are allocated to the RBHAs by contract for service delivery at 
the local level.  The RBHAs contract with public and/or private service agencies or individuals 
to provide services in their regions or assume direct responsibility for the provision of 
community-based services.   

 
In general, for a consumer to access any of the behavioral health services presented in this section 
and are funded in whole or in part by the Nebraska Division of Behavioral Health Services, he/she 
needs to contact the Regional Behavioral Health Authority in the area. 

− Region 1 Behavioral Health Authority - 4110 Avenue D; Scottsbluff, NE 69361  (308-635-
3171) 

− Region 2 Behavioral Health Authority - 110 North Bailey Street; P.O. Box 1208;  North 
Platte, NE  69103; (308-534-0440) 

− Region 3 Behavioral Health Authority; 4009 6th Avenue, Suite 65; P.O. Box 2555;  
Kearney,  NE  68848; (308-237-5113) 

− Region 4 Behavioral Health Authority; 206 Monroe Avenue; Norfolk, NE 68701;                  
(402-370-3100 x 120) 

− Region 5 Behavioral Health Authority; 1645 "N" Street Suite A; Lincoln, NE  68508  (402-
441-4343) 

− Region 6 Behavioral Health Authority; 3801 Harney Street; Omaha,  NE  68131-3811;   
(402-444-6573) 

 

For more information, see the Nebraska Department of Health & Human Services / Division of 

Behavioral Health: Community-Based Services web site: 

Regional Behavioral Health Authorities 

http://www.dhhs.ne.gov/beh/nebhrgb.htm 
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Adult - Describes available services and resources in a
comprehensive system of care, including services
for individuals with both mental illness and substance abuse. The
description of the services
in the comprehensive system of care to be provided with Federal,
State, and other public and
private resources to enable such individuals to function outside
of inpatient or residential
institutions to the maximum extent of their capabilities shall
include:

Health, mental health, and rehabilitation services; 
Employment services; 
Housing
services; 
Educational services; 
Substance
abuse services; 
Medical and dental services; 
Support services; 
Services provided by local school
systems under the Individuals with Disabilities Education Act; 
Case management services; 
Services
for persons with co-occurring (substance abuse/mental health)
disorders; and 
Other activities
leading to reduction of hospitalization.
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Adult-Available Services 

• Describes available services and resources in a comprehensive system of care, 
provided with Federal, State, and other public and private resources, in order to 
enable such individuals to function outside of inpatient or residential institutions 
to the maximum extent of their capabilities.  These shall include:  
– Health, mental health, and rehabilitation services;  
– Employment services;  
– Housing services;  
– Educational services;  
– Substance abuse services;  
– Medical and dental services;  
– Support services;  
– Services provided by local school systems under the Individuals with 

Disabilities Education Act (IDEA);  
– Case management services;  
– Services for persons with co-occurring (substance abuse/mental health) 

disorders; and  
– Other activities leading to reduction of hospitalization. 

 
Following is a description of community services that support adults with serious mental 
illness (SMI) in the areas of  health, mental health, rehabilitation services, employment 
services, housing services, educational services, substance abuse services, medical 
services, dental services, support services, case management services, services for 
persons with co-occurring (substance abuse/mental health) disorders, and other activities 
leading to reduction of hospitalization. 
 
Health, Mental Health, and Rehabilitation Services 
 
The Nebraska Division of Behavioral Health is responsible for ensuring that the 
community mental health, substance abuse, and gambling assistance services needed by 
Nebraskans are available and accessible.   
 
The Division of Behavioral Health Services sets matching fund limits for the Medicaid 
Rehabilitation Option (MRO) services (Day Rehabilitation, Assertive Community 
Treatment, Community Support-Mental Health and Psychiatric Residential 
Rehabilitation) and Adult Substance Abuse (ASA) waiver services (Short-Term 
Residential, Intermediate Residential, Dual Residential, Halfway House, Therapeutic 
Community, Partial Care, Community Support-Substance Abuse, Intensive Outpatient, 
and Social Detoxification) on an annual basis.  Inpatient Sub-acute services are also 
funded by the Division of Behavioral Health outside of the MRO and the Waiver.  Funds 
allocated as match for the MH/MRO and SA/Waiver services listed above are approved 
by the Director of the Division of Behavioral Health annually. 
 
MRO and ASA waiver services and provider panels are limited to the provider panels 
contracted through the Division of Behavioral Health and the Regional Behavioral Health 
Authorities.  Medicaid will use the providers the Regions have contracted with as the 
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managed care provider panels.  Providers will provide services within the scope of 
services contracted for.  Services must be registered and authorized by Magellan 
Behavioral Health, including encounter data, to ensure all data elements required by the 
Division of Behavioral Health are collected. 
 
The Divisions of Behavioral Health and Medicaid and Long Term Care agree to 
“integrate and coordinate the public behavioral health system” through the development 
and implementation of common behavioral health system service definitions, 
standardization of utilization guidelines or management criteria, direction and application 
of criteria by the state’s system management entity, and training and communication with 
providers.  
 
Following is an overview of the array of mental health services: 

• Health Care Services.  Many clinicians understand the importance of 
comprehensive, integrated health care that encompasses the body and mind.  
Physical ailments often affect an individual’s mental well-being and vice versa, 
therefore treating the whole person results in highly successful treatment.  In 
addition to providing screening for dangerousness to self and others by a mental 
health professional during the initial mental health assessment, screening for 
physical health conditions by medical professionals within 24 hours of admission 
to a service is also conducted. 

• The General Mental Health Services array includes specialized mental health 
treatment services with a primary acute care mission.  The main focus of these 
services is appropriate diagnosis and the amelioration of symptoms through 
effective treatment.  For the most part, mental health services delivered through 
these service options are short-term and time-limited. 

• The Psychiatric Rehabilitation and Support array is composed of specialized 
mental health services that have a primary psychiatric rehabilitation and support 
mission.  In this array, the main focus shifts from illness to disability with the goal 
of providing the support necessary for the individual to live in the least restrictive 
setting.  These services also focus on rehabilitative interventions that allow the 
consumer to overcome or maximally compensate for the deficits produced by 
mental illness.  The Psychiatric Rehabilitation and Support Array, in contrast to 
the General Mental Health Services array, is composed of long-term services that 
assume the need for consistent (at least once per week) involvement with one or 
more of the Rehabilitation and Support services over a long period of time 
(months or years).  

 
Employment Services 
 
The Nebraska Division of Behavioral Health has a long established working relationship 
with Nebraska Vocational Rehabilitation Services (VR).    The Division of Behavioral 
Health and Vocational Rehabilitation have a Memorandum of Understanding to increase 
employment opportunities for individuals who experience behavioral health concerns.  
The Division of Behavioral Health implemented Supported Employment during FY2008 
as part of Behavioral Health Reform in Nebraska. 
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Following is a summary of the funding between the Nebraska Division of Behavioral 
Health and Vocational Rehabilitation for State Fiscal Years (SFY) 2009 (July 1, 2008 – 
June 30, 2009), 2010 (July 1, 2009 – June 30, 2010),  and 2011 (July 1, 2010 – June 30, 
2011).   
 

 
 

 
 
 

The following table indicates the funds allocated for FY2011 Supported Employment 
Services in State Vocational Rehabilitation contracts with local providers, as well as 
Division of Behavioral Health FY2009 and FY2010 Regional Behavioral Health 
Contracts. 
 
NE Division of Behavioral Health - Supported Employment 

Region Provider total FY2009 total FY2010 total FY2011 

1 Cirrus House $16,050  $16,291  $16,372 

2 Goodwill Industries-NP $43,418  $44,069  $44,290 

3 Goodwill Industries-GI/K/H $115,392  $138,565  $139,258 

LB603-SE Transitional+   $37,727 

4 Liberty Centre $75,641  $76,776  $77,160 

4 Rainbow Center $47,067  $47,773  $48,012 

5 Mental Health Association $202,517  $266,455  $267,787 

6 Community Alliance $183,846  $186,604  $187,537 

  TOTALS $683,931  $776,533  $818,143 

+ Transition Age Supported Employment is designed to assist young people who experience a mental 

health disorder find and keep competitive employment within their communities. The supported 
employment program is staffed by employment specialists who participate in a team-based process 
with the youth, his/her family, other formal service providers and informal support resources necessary 
to assist the youth in meeting his/her goals. The program serves youth who are within two years of 
completing high school (ages 16-19).  This is a new service under development in Region 3.  It is a 
partnership between Goodwill Industries, Vocational Rehabilitation and the Grand Island Public 
Schools. 

Source:   Regional Behavioral Health Authorities Contracts 
 FY2009, FY2010, FY2011  updated August 3, 2010 

 

�ebraska Vocational Rehabilitation Services  

 
Nebraska Vocational Rehabilitation Services contracts for employment services with 
local providers.  The table below indicates the projected outcomes, outcomes achieved, 
and consumers served by provider in FY2009. FY2010, and FY2011.  "Outcome" is a 
Vocational Rehabilitation term meaning the individual must first be successfully 
employed for 30 days to establish stability.  Then the person needs to be successfully 
employed 90 days or longer, for a total of 120 days of successful job placement, before 
Vocational Rehabilitation documents the outcome. 
 
 
 

  FY2009 FY2010 FY2011 

BH $683,931  $776,533  $818,143 

VR $1,075,000  $1,320,000  $1,204,000 

total $1,758,931  $2,096,533  $2,022,143 
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FY2009 

Region  Provider City Outcomes Agreement Consumers 

     Achieved Projected Amount Served 

1 Cirrus House Scottsbluff 10 10 $50,000 38 

2 
Goodwill 
Industries 

North 
Platte 14 22 $110,000 70 

3 
Goodwill 
Industries GI/H/K 88 87 $435,000 307 

4 Liberty Centre Norfolk 13 14 $70,000 25 

5 
Mental Health 
Assoc Lincoln 17 20 $100,000 146 

6 
Community 
Alliance Omaha 62 62 $310,000 200 

 totals  204  $1,075,000 786 

 
 
FY2010 

Region  Provider City Outcomes Agreement Consumers 

     Achieved Projected Amount Served 

1 Cirrus House Scottsbluff 15  15 $75,000 40 

2 
Goodwill 
Industries 

North 
Platte  13 30 $150,000 54* 

3 
Goodwill 
Industries GI/H/K  71 97 $485,000 303 

4 
Liberty 
Centre Norfolk  10 15 $75,000 19 

5 
Mental Health 
Assoc Lincoln  9 25 $125,000 97 

6 
Community 
Alliance Omaha  69 82 $410,000 225 

 totals  187 264 $1,320,000 738 
*The numbers for Goodwill in North Platte are only through three quarters as they have not 
submitted their 4th quarter report yet. All other agreements are year-end totals. (August 11, 2010) 
 
FY2011 

Region  Provider City Outcomes 15 Month* 12 Month Consumers 

     Achieved Projected 
Agreement 

Amount 
Agreement 

Amount 
Served 
 

1 Cirrus House Scottsbluff  18 $90,000 $72,000  

2 
Goodwill 
Industries 

North 
Platte   30 $150,000 $120,000  

3 
Goodwill 
Industries GI/H/K   112 $560,000 $448,000  

4 
Liberty 
Centre Norfolk   18 $90,000 $72,000  

5 
Mental 
Health Assoc Lincoln  25 $125,000 $100,000  

6 
Community 
Alliance Omaha   98 $490,000 $392,000  

 totals   301 $1,505,000 $1,204,000  
 
* For ease in reporting data to the federal VR office, the FY2011 contracts were signed for a 15 month 
period (July 1, 2010 – September 30, 2011) so future contracts will coincide with VR’s federal fiscal year 
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(Oct 1 – Sept. 30). Totals shown in the chart above reflect the actual 15 month contract amount and a 12 
month comparison amount. 
 
Vocational Rehabilitation American Recovery and Reinvestment Act funds were used to provide a 
temporary increase in funding for additional Supported Employment outcomes for FY 2010 and FY 2011.  
 
Outcomes Achieved – First, the individual has to be successfully employed for 30 days to establish 
stability.  Then the person needs to be successfully employed 90 days or longer.  This means there needs to 
be a total of 120 days of successful job placement before Vocational Rehabilitation can document the 
outcome. 
 
Updated August 13, 2010 

 
Housing Services 
 
Nebraska utilizes facility based housing programs for inpatient services, referred to as 
Psychiatric Residential Rehabilitation and Dual Disorder Residential Treatment. The 
Psychiatric Residential Rehabilitation service is designed to provide individualized 
treatment and recovery inclusive of psychiatric rehabilitation and support for individuals 
with a severe and persistent mental illness and/or co-occurring disorder who are in need 
of recovery and rehabilitation activities within a residential setting.  Psychiatric 
Residential Rehabilitation is provided by a treatment/recovery team in a 24-hour staffed 
residential facility.  The intent of the service is to support the individual in the recovery 
process so that he/she can be successful in a community living setting of his/her choice.  
The Dual Disorder Residential Treatment service is intended for adults with a primary 
Axis I diagnosis of substance dependence and a co-occurring severe and persistent mental 
illness requiring a more restrictive treatment environment to prevent substance use.  This 
service is highly structured, based on acuity, and provides primary, integrated treatment 
to further stabilize acute symptoms and engage the individual in a program of 
maintenance, treatment, rehabilitation and recovery. 
 
Housing Related Assistance Program 
(Updated August 6, 2010) 
 
State law, Neb. Rev. Stat. § 71-812 (LB 40 established in 2005), authorizes the use of 
state funds to provide Housing Related Assistance for very low-income adults with 
serious mental illness.  Assistance includes rental payments, utility payments, security 
and utility deposits, as well as other related costs and payments.  During the first year of 
the program in FY2006 (July 1, 2005 to June 30, 2006), the first few months were 
utilized to develop the program capacity.  The program was fully operational statewide in 
FY2007, FY2008, FY2009 and FY2010. 
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The following table shows the number of persons served since the inception of the 
Housing Related Assistance Program. 
 
Unduplicated Total Number of Consumers Served By Region by State Fiscal Year   

  FY2006 FY2007 FY2008 FY2009 
 

FY2010 

Region 1 19 40 42 70 61 

Region 2 9 33 77 60 69 

Region 3 23 85 101 154 136 

Region 4 7 57 88 117 92 

Region 5 35 196 209 235 263 

Region 6 34 146 200 187 224 

Totals 127 557 717 823 845 

 
The Housing Quality Standards (HQS) are established by the US Department of Housing 
and Urban Development (HUD).  These standards are specifically used under the HUD 
Section 8 Tenant Based Assistance - Housing Choice Voucher Program.  The HQS offer 
a guide to what is required for safe, sanitary, and affordable housing.  These same 
standards are used by the Nebraska Housing Related Assistance program to help 
consumers transition to HUD Section 8 whenever possible. 
 
The Nebraska Housing Related Assistance Program is funded under the requirements of 
Neb. Rev. Stat. § 76-903.  The county register of deeds collects a tax when an individual 
registers a deed for real estate.  A total of two dollars and twenty-five cents ($2.25) of tax 
is collected per one thousand dollars ($1,000) value of the real estate.  The county retains 
fifty cents ($.50).  The balance goes to the State Treasurer who credits one dollar and 
twenty cents ($1.20) to the Affordable Housing Trust Fund, twenty-five cents ($.25) to 
the Homeless Shelter Assistance Trust Fund, and thirty cents ($.30) to the Behavioral 
Health Services Fund.  Thus, the funding levels available for annual program funding are 
dependent on how much is in the housing related assistance fund.  Following is a table 
indicating the total funding allocation since FY2006. 
 

Nebraska State Housing Related Assistance Funding Allocation 

 

 

FY2006 FY2007 FY2008 FY2009 FY2010 FY2011 

Total $1,855,000  $2,000,000  $2,000,000  $2,620,000  $2,400,000  $2,200,000  

 
Source: DHHS Division of Behavioral Health Housing Related Assistance Program 
(August 3, 2010) 
 
Substance Abuse Services 
 
Nebraska State Statute [Neb. Rev. Stat. § 71-804 (2)] defines “Behavioral Health 
Disorder” as mental illness or alcoholism, drug abuse, problem gambling, or other 
addictive disorder.  The Nebraska Legislature expects the Division of Behavioral Health 
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to fully address the provision of services for Behavioral Health Disorders.  The Division 
of Behavioral Health and the Division of Medicaid and Long Term Care adopted the 
American Society of Addiction Medicine (ASAM) Standards for use in the 
implementation of the 1915B Waiver for Adult Substance Abuse services.   
 
One expectation for Behavioral Health providers in Nebraska is that they have the 
capability to assess the need for mental health and substance abuse services for clients of 
their agency. Upon recognition of the need for these services, the provider either refers 
the client to another provider or conducts an evaluation as part of their program activities.  
It is required that all primary mental health treatment services screen for substance abuse 
and seek consultation for further evaluation, and that all of the primary substance abuse 
treatment services screen for mental illness and seek consultation for further evaluation.  
 

Medical and Dental Services 
 
In addition to providing screening for dangerousness to self and others by a mental health 
professional during the initial mental health assessment, screening for physical health 
conditions by medical professionals within 24 hours of admission to a service is also 
conducted.  Community Support services also provide referrals and coordination of 
medical and dental services in the consumer’s community of residence. 

Region 5 Behavioral Health Authority in Lincoln has received funds from the 
Community Health Endowment to hire a Community Support Worker at the People’s 
Health Center.  The People’s Health Center provides free medical services for people 
who otherwise would not be able to afford health care services. 

Region 6 Behavioral Health Authority in Omaha supports community outreach workers 
in a behavioral health and primary care collaboration with the Charles Drew Health 
Clinic, which is affiliated with Catholic Charities and the Campus of Hope.  The clinic 
has a total health care package with four different locations serving the needs of the 
community. There is a team of full-time physicians, physician assistants and a medical 
support staff (pharmacist, dietician, family nurse practitioner, patient advocates, etc.) 
providing primary health care.  Mental health services available include: a health clinic 
for minority and homeless populations of Omaha and the surrounding area, as well as 
individual counseling. 
 

Services Provided by Local School Systems Under the Individuals with Disabilities 

Education Act (IDEA) 
 
Students diagnosed with a severe emotional disorder qualify for special education 
services while attending the public school system under the Individuals with Disabilities 
Education Act (IDEA) program.  School districts are required to provide public education 
and related services to meet the unique needs of all children with verified disabilities 
from date of diagnosis to age twenty-one (21).  Within a community-based system of care 
environment, these services support the child/adolescent needs in collaboration with other 
services available. 
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Case Management Services 
 
In Nebraska, case management services are part of the service referred to as “Community 
Support”, which is a rehabilitative and support service for individuals with primary Axis I 
diagnosis consistent with a serious and persistent mental illness.   Community Support 
Workers provide direct rehabilitation and support services to the individual in the 
community with the intention of supporting the individual to maintain stable community 
living, and prevent exacerbation of mental illness and admission to higher levels of care.  
The service typically occurs outside the program office, and the roles of the community 
support provider vary based on consumer need.  The contact frequency is individualized 
and adjusted in accordance with the level of rehabilitation and support needed. 
 
Community Support-Mental Health service expectations include: 

• Provision of active rehabilitation and support interventions with focus on 
activities of daily living, education, budgeting, medication compliance and self-
administration (as appropriate and part of the overall treatment/recovery plan), 
relapse prevention, social skills, and other independent living skills that enable the 
individual to reside in their community. 

• Provision of service coordination and case management activities, including 
coordination or assistance in accessing medical, psychiatric, 
psychopharmacological, psychological, social, education, housing, transportation 
or other appropriate treatment/support services as well as linkage to other 
community services identified in the treatment/rehabilitation/recovery plan. 

• Develop and implement strategies to encourage the individual to become engaged 
and remain engaged in necessary mental health treatment services as 
recommended and included in the treatment/rehabilitation/recovery plan. 

 
The intent of the service is to increase independent living skills, enhance quality of life, 
and decrease the frequency and duration of hospitalization by linking the consumer to 
appropriate service providers, providing rehabilitative/support services and monitoring 
service provision of other allied service providers. The referrals and coordination of 
necessary services and supports, as identified in the treatment/rehabilitation/recovery 
plan, include, but are not limited to: health, mental health, rehabilitation services; 
employment services; housing services; educational services; substance abuse 
services; medical and dental services; support services; case management services; 
and other activities to help reduce psychiatric hospitalization.  The community 
support program provides a clear focus of accountability for meeting the consumer's 
needs within the resources available in the community. 
 
Other types of Community Services include: 

• Intensive Case Management  

• Intensive Community Service 

• Recovery Support  

• Hospital Diversion 
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Services for Persons with Co-Occurring (Substance Abuse/Mental Health Disorders 
 
Dual Disorder Residential Treatment is intended for adults with a primary Axis I 
diagnosis of substance dependence and a co-occurring severe and persistent mental 
illness requiring a more restrictive treatment environment to prevent substance use.  This 
service is highly structured, based on acuity, and provides primary, integrated treatment 
to further stabilize acute symptoms and engage the individual in a program of 
maintenance, treatment, rehabilitation and recovery.  This service may be located in a 
community setting or a specialty unit within a licensed health care facility.  Programs are 
designed to treat persons who have significant social and psychological problems.  Such 
programs are characterized by their reliance on the treatment community as a therapeutic 
agent, and treatment includes 24-hour crisis management, family education, self-help 
group and support group orientation.  The goals of treatment are to promote abstinence 
from substance use and antisocial behavior, and to effect a global change in participant’s 
lifestyle, attitudes and values.  Individuals placed in this program typically have multiple 
deficits, which may include substance-related disorders, criminal activity, psychological 
problems, impaired functioning and disaffiliation from mainstream values.  Their mental 
disorders may involve serious and persistent mental health issues.  Other functional 
deficits include a constellation of criminal history or antisocial behaviors, with a risk of 
continued criminal behavior, and extensive history of treatment and/or criminal justice 
involvement, limited education, little or no work history and limited vocational skills, 
poor social skills, inadequate anger management skills, extreme impulsivity, emotional 
immaturity, and/or an antisocial value system. 
 
Source: Adult Criteria of the Patient Placement Criteria for the Treatment of Substance-
Related Disorders of the American Society of Addiction Medicine, Second Edition 
Revised (ASAM PPC-2R). 
 
The following table indicates the unduplicated count of persons receiving services funded 
by the Division of Behavioral Health by category of Mental Health only, Substance 
Abuse only, and Co- Occurring (both Mental Health and Substance Abuse diagnosis). 
Three variables were used to distinguish between consumers with only mental health 
needs, consumers with only substance abuse needs, and consumers with needs stemming 
from co-occurring (both mental health and substance abuse) issues: 1) the primary reason 
for admission to services; 2) the type of service to which consumers were admitted; and 
3) consumer diagnoses.  An example of a consumer who falls into the substance abuse 
only category is a consumer who was admitted into a substance abuse treatment service, 
had a primary substance abuse reason for admission, and/or who has one or more 
substance abuse diagnoses.  An example of a consumer who falls into the co-occurring 
category is a consumer whose reason for admission was primary substance abuse and 
secondary mental health (or some other combination of the two), or a consumer with a 
primary substance abuse reason for admission who received a mental health service or 
had a mental health diagnoses. 
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Unduplicated Count of Persons Receiving Services Funded by the Division of Behavioral 

Health in SFY 2010 

  
All Clients 

Mental Health  
ONLY Clients 

Substance Abuse  
ONLY Clients 

Co-occurring Clients  

Total Number 2010 37,663 20,111 13,988 3,534 

Percentage 2010 99.9% 53.4% 37.1% 9.4% 
Foot Note:   
(1) In January 2009, the Division of Behavioral Health cleaned its data system by administratively 

discharging nearly 18,000 records of admission to program prior to November 2003 and of which had 
no activity in the last year.  This reduced the number of active cases in the system. 

(2) To prepare the Projected FY2010 URS Table 2A, the Division used a new method to extract the data.  
For FY2010, with the community based services (Magellan Health) data, only the persons admitted to 
a mental health service or a dual service (consumers who received a specialized program including 
both mental health and substance abuse services) were counted.  In the past, persons served in 
substance abuse services with a mental health diagnosis or reason for admission field showing "mental 
health" were included.  As a result, the counts on the URS Tables in FY2010 will drop.  However, the 
Division of Behavioral Health believes this is a more accurate method for reporting persons served.  
All persons served at the Lincoln Regional Center and the Norfolk Regional Center were counted for 
URS Table 2A. 

(3) To obtain unduplicated count of persons served, the Division used social security numbers and dates of 
birth to identify unique clients in the data system. 

Source: NE Division of Behavioral Health (August 27, 2010) 

 
Following is a listing of mental health and rehabilitation services provided by the 
Division of Behavioral Health through the six Regional Behavioral Health Authorities.  
The first list of Adult and Children services are those that are purchased with Community 
Mental Health Services Block Grant allocations.  The second list of mental health 
services includes services on the first list, as well as services the Division of Behavioral 
Health purchases with other funding sources.  Together these lists of services represent a 
comprehensive system of consumer services. 
 

COMMU�ITY ME�TAL HEALTH BLOCK GRA�T SERVICES 

 

Adult 
 Community Support 
 Day Rehabilitation 
 Psych Residential Rehabilitation 
 Day Treatment 
 Medication Management 
 Outpatient Therapy 
 Outpatient Therapy-Dual 
 Day Support 
 Supported Employment 
 

Children 
 Therapeutic Consultation (P.L. 100-690) Service 
 Day Treatment (P.L. 102-321) Service 
 Children’s Multi-Systemic Therapy 
 Professional Partner 
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 Professional Partner/School Wrap 
 Intensive Outpatient 
 

ME�TAL HEALTH SERVICES - FEE FOR SERVICE (FFS) 

Community Support - MH 
Day Rehabilitation - MH 
Psych Residential Rehab - MH 
Assertive Community Treatment – MH 
Dual Residential 
Day Treatment - MH 

Medication Management – MH 
Post Commitment Days Treatment - MH 

Acute Inpatient for Commitments - MH 
Subacute Inpatient for Commitments - MH 
Secure Residential – MH 

 

ME�TAL HEALTH SERVICES – �O�-FEE FOR SERVICE (�FFS) 

24-hour Crisis Phone 

Crisis Assessment - MH 
Urgent Medication Management - MH 
Urgent Outpatient - MH 
Crisis Response Teams  
Crisis Respite 
Emergency Community Support 
Emergency Support Program 
Crisis Stabilization/Treatment (Voluntary) 
EPC Inpatient (Involuntary) 
Flex Funds – MH 
Emergency Flex Funds – MH 
Assessment Only - MH 

Outpatient Therapy - MH (Ind, Grp &/or Fam) 
Outpatient Therapy - Dual (Ind, Grp, &/or Fam) 
Intensive Case Mgmt/Community Services 
Psychological Testing - MH 
Day Support - MH 
Recovery Support – MH 
Peer Support 
Hospital Diversion 
Respite Care 
Supported Living 
Supported Employment – MH 
Acute Inpatient - MH 
Subacute Inpatient – MH 

 

CHILDRE�’S SERVCIES 
Professional Partner/Transition Age (TAPP) 
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Professional Partner/Prevention Youth Assessment (PPP) 
Outpatient Therapy (Ind/Fam/Grp) 

 Respite Care 
 Home-Based Services (previously Children’s Multi-Systemic Therapy) 
 Youth Assessment 
 Medication Management 
 Professional Partner 
 Professional Partner/School Wrap 
 Professional Partner/Transition Age (TAPP) 
 Professional Partner/Prevention Youth Assessment (PPP) 
 Rapid Response Professional Partner/Other Activities 
 Crisis Response Teams 

Crisis Inpatient – Youth 
 

ME�TAL HEALTH SERVICE DEFI�ITIO�S 

• Community Support – MH - Community Support is a rehabilitative and support 
service for individuals with primary Axis I diagnosis consistent with a severe and 
persistent mental illness.  Skilled paraprofessionals provide direct rehabilitation 
and support services to the individual in the community, most generally the 
individual’s home, with the intention of supporting the individual to maintain 
stable community living, and prevent exacerbation of mental illness and 
admission to higher levels of care. 

• Day Rehabilitation – MH - Day Rehabilitation services are designed to provide 
individualized treatment and recovery, inclusive of psychiatric rehabilitation and 
support for clients with a severe and persistent mental illness and/or co-occurring 
disorders who are in need of a program operating during day hours. The intent of 
this service is to support the individual in the recovery process so that he/she can 
be successful in a community living setting of his/her choice. 

• Psychiatric Residential Rehabilitation – MH - Psychiatric Residential 
Rehabilitation is designed to provide individualized treatment and recovery 
inclusive of psychiatric rehabilitation and support for individuals with a severe 
and persistent mental illness and/or co-occurring disorder who are in need of 
recovery and rehabilitation activities within a residential setting.  This service is 
provided by a professional recovery team in a 24-hour staffed residential facility.  
The intent of the service is to support the individual in the recovery process so 
that he/she can be successful in a community living setting of his/her choice. 

• Assertive Community Treatment – MH - The Assertive Community Treatment 
(ACT) Team provides high intensity services, and is available to provide 
treatment, rehabilitation, and support activities seven days per week, twenty-four 
hours per day, 365 days per year.  The team has the capacity to provide multiple 
contacts each day as dictated by client need.  The team provides ongoing 
continuous care for an extended period of time, and clients who are admitted to 
the service and demonstrate any continued need for treatment, rehabilitation, or 
support will not be discharged except by mutual agreement between the client and 
the team. 
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• Dual Residential – This residential treatment service is intended for adults with a 
primary Axis I diagnosis of substance dependence and a co-occurring severe and 
persistent mental illness requiring a more restrictive treatment environment to 
prevent substance use.  This service is highly structured, based on acuity, and 
provides primary, integrated treatment to further stabilize acute symptoms and 
engage the individual in a program of maintenance, treatment, rehabilitation and 
recovery. 

• Day Treatment – MH - Day Treatment provides a community based, coordinated 
set of individualized treatment services for individuals with psychiatric disorders 
who are not able to function full-time in a normal school, work, and/or home 
environment and need the additional structured activities of this level of care.  
This service is less intensive than hospital based day treatment. 

• Medication Management – MH - Medication Management is a level of outpatient 
treatment rendered by a qualified physician that includes evaluation of the 
individual’s need for psychotropic medications, provision of prescriptions, and 
ongoing medical monitoring of medications. Service expectations include: 
medical evaluation; medication monitoring; and client education pertaining to the 
medication and its use. 

• Acute Inpatient for Commitments – MH - An Acute Inpatient program is designed 
to provide medically necessary, intensive assessment, psychiatric treatment and 
support to individuals with a DSM (current version) diagnosis and/or co-occurring 
disorder experiencing an acute exacerbation of a psychiatric condition.  The Acute 
Inpatient setting is equipped to serve patients at high risk of harm to self or others 
and in need of a safe, secure, lockable setting. 

• Subacute Inpatient for Commitments – MH - The purpose of subacute care is to 
provide further stabilization, engage the individual in comprehensive treatment, 
rehabilitation and recovery activities, and transition him/her to the least restrictive 
setting as soon as possible.  

• Secure Residential – MH – The Secure Residential program is designed to 
provide individualized recovery, psychiatric rehabilitation, and support 
determined by a strengths-based assessment of consumers with a severe and 
persistent mental illness and/or co-occurring substance abuse disorder 
demonstrating a moderate to high risk for harm to self/others, and in need of 
recovery/rehabilitation/therapeutic activities.  Secure Residential is provided by a 
professional recovery team in a 24-hour staffed residential facility.  The intent of 
the service is to support the consumer in the recovery process so that the 
consumer’s community living setting of choice can be successfully attained. 

• The 24-Hour Crisis Phone must be answered by a live voice 24 hours a day and 7 
days a week and have the ability to link to a licensed behavioral health 
professional, law enforcement, and other emergency services.  The 24-Hour Crisis 
Phone is designed to assist consumers in pre-crisis or crisis situations related to a 
behavioral health problem.  The desired outcome is ensuring the safety of the 
consumer in a time of distress that has the potential to lead to a life-threatening 
situation. 

• Crisis Assessment and Urgent Crisis Assessment are thorough mental health 
assessments for a consumer experiencing a behavioral health crisis.  The 
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assessment must be completed by an appropriate professional.  The assessment 
takes place in a setting such as a Mental Health Center, Hospital, or Substance 
Abuse Treatment Center.  The assessment will determine behavioral health 
diagnosis, risk of dangerousness to self and/or others, and the recommended 
behavioral health service level.  Based on the assessment, appropriate behavioral 
health referrals will be provided. 

• Urgent Medication Management is the level of outpatient treatment where the 
sole service rendered by a qualified physician (or APRN, PA, or NP supervised 
by a physician) is the evaluation of the individual’s need for psychotropic 
medications, and provision of a prescription.   Urgent Medication Management is 
provided within 72 hours of contact and referrals for this service must come from 
an emergency system provider. 

• Urgent Outpatient - intense intervention for individuals presenting in the 
psychiatric emergency system with an urgent/emergent behavioral health crisis.  
The purpose of this service is to support the individual in achieving crisis 
resolution and determining next steps for further treatment, if needed.  This 
service is intended to assure that individuals receive immediate treatment 
intervention when and where it is needed. 

• Crisis Response is designed to use natural supports and resources to build upon a 
consumer’s strengths to help resolve an immediate behavioral health crisis in the 
least restrictive environment by assisting the consumer to develop a plan to 
resolve the crisis.  The service is provided by licensed behavioral health 
professionals who complete brief mental health status exams and substance abuse 
screenings, assess risk, and provide crisis intervention, crisis stabilization, referral 
linkages, and consultation to hospital emergency room personnel, if necessary.  
The goal of the service is to avoid an Emergency Protective Custody hold or 
inpatient psychiatric hospitalization. 

• Crisis Respite is designed to provide immediate, short-term, individualized, crisis-
oriented supports needed to stabilize acute symptoms of mental illness, alcohol 
and other drug abuse, and/or emotional distress.  Assessment, observation, and 
intervention is provided to consumers exhibiting a psychiatric and/or substance 
abuse crisis with a low to moderate risk for harm to self/others and in need of a 
short-term, safe, protected, supervised residential environment.  Crisis Respite is 
provided by staff trained in crisis management services in a 24/7 staffed 
residential facility.  The intent of the service is to support the consumer 
throughout the crisis, provide linkages to needed behavioral health services, and 
assist in transition back into the personal residential setting of choice.  Provide 
screening for dangerousness to self and others by a mental health professional and 
a screening for physical health conditions by a medical professional within 24 
hours of admission. 

• Emergency Community Support – is designed to assist consumers who are can 
benefit from support due to a behavioral health need and who are either currently 
residing in a community setting or transitioning from a psychiatric hospital into a 
community setting.  Service Expectations include: case management, behavioral 
health referrals, assistance with daily living skills, and coordination between 
consumer and/or consumer support system and behavioral health providers. 
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• Crisis Stabilization/Treatment (Voluntary) – is a twenty-four (24) hour 
assessment, observation, and supervision service.  Services are provided in locked 
facilities and include Emergency Protective Custody (EPC) admissions.  The 
emphasis of the service is on crisis intervention, stabilization, and psychiatric 
triage activities. 

• EPC Inpatient (Involuntary) – a 24-hour medical facility that provides emergency 
care to stabilize a person on an EPC hold who is alleged to be mentally ill and 
dangerousness and/or chemically dependent and dangerousness.  The county 
attorney decides within 72 hours to request a hearing to involuntarily require an 
individual to receive appropriate mental health and/or substance abuse services.  
An EPC hold can be dropped after the evaluation if no mental illness or chemical 
dependency is found, or if the person agrees to voluntarily seek treatment.  A 
commitment hearing must be held within 7 days of admission. 

• Outpatient Therapy (Individual and/or Family) - the treatment of psychiatric 
disorders through scheduled therapeutic visits between the therapist and the 
individual, and/or the nuclear and/or extended family. The focus of outpatient 
individual psychotherapy treatment is to improve or alleviate symptoms that may 
significantly interfere with functioning in at least one life domain (e.g., familial, 
social, occupational, educational, etc.). The goals, frequency, and duration of 
outpatient individual therapy will vary according to individual needs and response 
to therapy. The focus of family therapy is to alter the family system to increase 
the functional level of the identified consumer/family through 
services/interventions on the systems within the family unit. 

• Outpatient Therapy (Group) - the treatment of psychiatric disorders through 
scheduled therapeutic visits between the therapist and the consumer in the context 
of a group setting of at least three, and no more than twelve, participants with a 
common goal.  The focus of outpatient group psychotherapy is to improve or 
maintain an individual's ability to function as well as alleviate symptoms that may 
significantly interfere with their interpersonal functioning in at least one life 
domain (e.g., familial, social, occupational, educational, etc.).  Group therapy 
must provide active treatment for a primary DSM IV diagnosis.   The goals, 
frequency, and duration of outpatient group treatment will vary according to 
individual needs and response to treatment. Groups that are educational or 
supportive in nature do not meet the definition of outpatient group psychotherapy. 

• Intensive Case Management - is designed to promote community stabilization 
through frequent case management activities responsive to the intensity of the 
consumer’s needs.  This service includes mobile case management addressing 
illness management, peer support, crisis prevention/intervention, and appropriate 
utilization of community-based resources and services.  This service is provided 
in the community with most contacts typically occurring in the consumer’s place 
of residence or other community locations consistent with consumer choice/need. 

• Intensive Community Service - is designed to support consumers to develop 
independent and community living skills and prevent the need for a higher level 
of care. Services are designed for consumers with a high rate of inpatient use, 
including consumers with co-occurring disorders. 
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• Psychological Testing – psychological and diagnostic tests completed by a 
licensed, clinical psychologist. 

• Day Support - is designed to provide minimal social support to individuals who 
currently receive, or have received, behavioral health services and are succeeding 
in their recovery process.  The intent of the service is to support the individual in 
the recovery process so he/she can experience continued success in the 
community living setting of his/her choice. 

• Recovery Support - promotes independent community living success through the 
monitoring of a consumer’s adherence to behavioral health goals and ability to 
manage an independent community living situation.  Crisis/relapse prevention, 
case management, and referral to other independent living and behavioral health 
services are provided to assist the consumer in maintaining self-sufficiency. 

• Hospital Diversion – is a peer-operated service designed to assist consumers in 
decreasing psychiatric distress, which may lead to hospitalization.  It is designed 
to help consumers rethink crisis as an opportunity to change toward a more self-
determined independent life. 

• Respite Care – is designed to provide shelter and case management on a 24/7 
basis to consumers experiencing a need for transition to another home or 
residential setting or a break from the current home or residential setting.  It 
provides a safe, protected, supervised residential environment on a short-term 
basis. 

• Supported Employment – is designed to provide recovery and rehabilitation 
services and supports in employment-related activities for consumers with a 
severe and persistent mental illness and/or a co-occurring substance abuse 
disorder who express a desire to return to work.  A supported employment team 
provides assistance with all aspects of employment development as requested and 
needed by the consumer.   The intent of the service is to support the consumer in 
the recovery process so the consumer’s goals can be successfully obtained. 

• Acute Inpatient – is a medically necessary, intensive, psychiatric facility-based 
service, the purpose of which is to stabilize acute psychiatric conditions.  Services 
are provided in a structured treatment environment within locked facilities for 
persons with high to moderate risk of harm to self and/or others.  Treatment 
modalities include: medical treatment, psychiatric care, and psychopharmacology. 

• Subacute Inpatient – provides services for individuals with high to moderate risk 
for harm to self and/or others, the purpose of which is to provide further 
stabilization, engage the consumer in treatment, rehabilitation and recovery 
activities, and transition the consumer to a least restrictive setting as soon as 
possible. 
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OMB No. 0930-0168                         Expires: 08/31/2011     Page 213 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 213 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 213 of 342



Criterion 2: Mental Health System Data Epidemiology / August 20, 2010 / page 1 
Estimate of Prevalence 

 
Estimate of Prevalence:  
Adult - Child - An estimate of the incidence and prevalence in the State of serious mental illness 
among adults and serious emotional disturbance among children 
 
 
– Adults:  The estimate on the number of Adults with Serious Mental Illness (SMI) in Nebraska is 

72,259.  According to the State Data Infrastructure Coordinating Center at the NASMHPD 
Research Institute (NRI), this represents 5.4% of the total state civilian population with SMI.  
However, it is more complicated than that.  If you apply the available estimates for Serious 
Psychological Distress (SPD), the range for adults age 18 and older may be 53,432 up to 
145,672.  The SAMHSA News Release (May 19, 2009) reveals that 1 in 13 (7.7%) adults 
experienced major depressive episode in the past year.  The 2006 BRFSS in Nebraska found 6% 
of adults had current depression in the two weeks prior to the survey, 8% reported “frequent 
mental distress” (FMD), 16% of adults have been told by a health professional that they have a 
depressive disorder and 10% reported a lifetime diagnosis of anxiety.  Then there are the issues 
around Co-Occurring Disorders such as Serious Mental Illness and Substance Related Disorder 
that needs to be considered.  The National Survey on Drug Use and Health (NSDUH) data for 
Nebraska (2004-2007) past year prevalence reported 144,000 adults with Serious Psychological 
Disorders (SPD), a 11.4% prevalence; 133,000 adults with Substance Dependence / Abuse, a 
10.5% prevalence; and 32,000 adults who have SPD also have a co-occurring Substance 
Dependence / Abuse problem, a 2.5% prevalence.  Finally, estimates of 3% (42,267) of adults, 
18 years of age and older, are annually affected by gambling additions in Nebraska.  Increased 
individuals seeking treatment addressing pathological gambling, DSM-IV category under 
impulse control disorder, contributes to suicide incidents rates reflecting financial and emotional 
instability. 

 
– Children and Adolescents:  The estimate on the number of Children and Adolescents (Age 9 to 

17) with Serious Emotional Disturbance (SED) in Nebraska is 21,580. 
 
Below are the details on these estimates. 
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Uniform Reporting System Table 1 Estimates 
 
This is an estimate of the incidence and prevalence in the State of Nebraska for adults with serious 
mental illness and youth with serious emotional disturbance provided by the Federal Center for 
Mental Health Services (CMHS) for use under the Uniform Reporting System (URS).   
 
URS Table 1: Number of Persons with Serious Mental Illness, age 18 and older, by State, 2009 

  Civilian Population Civilian Population Lower Limit Upper Limit 

State 
Age 18+ Population 

2009 with SMI (5.4%) of estimate (3.7%) of estimate (7.1%) 

Nebraska 1,338,132 72,259 49,511 95,007 

 
For Adults, the Adult SMI rate was defined by CMHS/SAMHSA as 5.4% of the adult civilian 
population of each state.  The spreadsheet uses the latest (2009) Civilian Population data. 
 
 
URS Table 1: Number of Children with Serious Emotional Distrubances, age 9 to 17, by State, 2009 
Estimates using 2008 Federal Poverty Rates 

  State 

2009 
Population 
of Youth 
Aged 
9 to 17 

1
 

Age 5 - 
17 

Percent 
in 

Poverty 
2
 

State 
Tier for 
% in 

Poverty 

Level of 
Functioning 
Score=50 

Level of 
Functioning 
Score=60 

Lower 
Limit 

Upper 
Limit 

Lower 
Limit 

Upper 
Limit 

Nebraska......................... 215,800 13.40% Low 10,790 15,106 19,422 23,738 

12,948 21,580 

 
The SED rates for children are preliminary.  The Children's SED rate uses two data sets from the 
Census Bureau (Civilian Population and the Percent of Children Living In Poverty). The latest 
Census Bureau data on percent of children in poverty shows an increase in the number of children 
living in poverty due to the economic downturn—as a result there are more changes in state 
estimates of the prevalence in children with SED than the adult estimates. 
 
Prepared by the State Data Infrastructure Coordinating Center; NASMHPD Research Institute, Inc. 
(NRI), National Association of State Mental Health Program Directors (NASMHPD), under 
contract with the Center for Mental Health Services (CMHS), contract no. 280-99-0504.  July 06, 
2010 
http://www.nri-inc.org/projects/SDICC/urs_forms.cfm 
accessed on July 13, 2010 
 
 

Psychiatric Diagnosis Combination 
 
The Psychiatric Diagnosis Combination was prepared by Shinobu Watanabe-Galloway, the 
University of Nebraska Medical Center College of Public Health.  The data presented 
covered the clinical characteristics of consumers using all diagnostic codes found in data 
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extracted from the Regional Center data system (AIMS/Avatar) and Division of Behavioral 
Health community service data system (DBH-CS).  Diagnostic codes are based on the 
Diagnostic and Statistical Manual of Mental Disorders, 4th Edition, Text Revision (DSMR-
IV-TR)1.  The DSM-IV-TR uses a system which involves an assessment on several axes, 
each referring to a different domain of information.  The Table below is from the Regional 
Center Discharge Follow-Up Services Project Report (page 6).  The complete report is on 
the Division of Behavioral Health web site under Recent Reports.  
http://www.dhhs.ne.gov/beh/mh/RegionalCenterDischargeFollow-
UpServicesFinalReportMay2010.pdf 
 
Serious mental illness is the most commonly given diagnostic category (96%), followed by 
substance-related disorder (68%), personality disorder (67%), mental retardation (7%), dementia 
(3%), and autism (0.4%).  Many consumers had more than one category of psychiatric diagnosis 
(Table 3).  The most common psychiatric combination among BHR consumers was “Serious 
Mental Illness, Substance-Related Disorder, and Personality Disorder” (46%) followed by “Serious 
Mental Illness and Personality Disorder” (15%), and “Serious Mental Illness and Substance-Related 
Disorder” (15%).   
 
Clinical characteristics of BHR consumers are considerably different from the overall DBH-CS 
consumer population (i.e. the entire consumer population receiving state-funded behavioral health 
services during the BHR period).  As indicated in Table 3, the most common psychiatric diagnostic 
combination among BHR consumers was “Serious Mental Illness, Personality Disorder, and 
Substance-Related Disorder” (46%), while only 5% of the overall DBH-CS population had this 
combination category.  Similarly, the second most common combination was “Serious Mental 
Illness and Personality Disorder” (15%) among the BHR consumers, which affected only 4% of the 
overall DBH-CS population.  Of the 1,225 BHR consumers, 64% (790) had both serious mental 
illness and substance-related disorders, alone or in combination with other disorders.  
 
Ten most common psychiatric diagnosis combinations among BHR consumers compared to 
diagnostic combinations among DBH-CS Consumers* 

Rank Psychiatric diagnosis combination 
BHR Consumers DBH-CS Consumers 

%umber % %umber % 

1 
Serious mental illness, personality disorder, and substance-
related disorder  

561 45.8 3,619 5.3 

2 Serious mental illness and personality disorder  182 14.9 2,893 4.2 

3 Serious mental illness and substance-related disorder 180 14.7 4,785 7.0 

4 Serious mental illness only  146 11.9 8,329 12.2 

5 Personality disorder and substance-related disorder 26 2.1 1,725 2.5 

6 
Serious mental illness, personality disorder, mental 
retardation, and substance-related disorder 

23 1.9 60 0.1 

6 Serious mental illness and mental retardation 23 1.9 262 0.4 

8 
Serious mental illness, personality disorder, and mental 
retardation 

14 1.1 74 0.1 

9 
Serious mental illness, mental retardation, and substance-
related disorder 

12 1.0 59 0.1 

10 Substance-related disorder only 8 0.7 34,228 50.1 

  All other  50 4.0 12,334 18.0  

  Total 1,225 100.0  68,368  100.0 
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*Note: BHR Consumers and DBH-CS Consumers are mutually exclusive in this table. 

 
 
 
 
 

National Survey on Drug Use and Health (NSDUH)  
 
The National Survey on Drug Use and Health (NSDUH) provides national and state-level data on 
the use of tobacco, alcohol, illicit drugs (including non-medical use of prescription drugs) and 
mental health in the United States. NSDUH is sponsored by the Substance Abuse and Mental 
Health Services Administration (SAMHSA), an agency of the U.S. Public Health Service in the 
U.S. Department of Health and Human Services (DHHS).  NSDUH is an annual nationwide survey 
involving interviews with approximately 70,000 randomly selected individuals aged 12 and older.  
Data from the NSDUH provide national and state-level estimates on the use of tobacco products, 
alcohol, illicit drugs (including non-medical use of prescription drugs) and mental health in the 
United States.  NSDUH data represent general population.  For more information on NSDUH see 
https://nsduhweb.rti.org/. 
 
The data below is from Nebraska for the time period 2004-2007. 

• 144,000 adults with Serious Psychological Disorders (SPD)* (~11.4% prevalence) 

• 133,000 adults with Substance Dependence / Abuse  (~10.5% prevalence) 

• 32,000 adults have SPD with co-occurring Substance Dependence / Abuse  (~2.5% prevalence) 
*NOTE:  SPD defined as K-6 scores of 13 or higher 

 
Table SP1.1A Past Year Serious Psychological Distress and Substance Dependence or Abuse among Persons 

Aged 18 or Older: %umbers in Thousands and 95% Confidence Intervals, Annual Averages 

Based on 2004-2007 

 

Serious Psychological 

Distress Substance Dependence/Abuse 

Co-Occurring SPD and 

Substance Dependence/Abuse 

%umbers in 

Thousands 

95% 

Confidence 

Interval 

%umbers in 

Thousands 

95% 

Confidence 

Interval 

%umber in 

Thousands 

95% Confidence 

Interval 

%ebraska 144 121 - 171 133 115 - 152 32 23 - 43 

       Regions 1 & 2  12 8 - 18 6 4 - 9 1 0 - 6 

       Region 3 15 8 - 26 10 6 - 17 1 0 - 2 

       Region 4 * * - * 17 12 - 24 2 1 - 5 

       Region 5 35 25 - 49 41 32 - 53 11 6 - 20 

       Region 6 61 50 - 76 58 46 - 74 17 11 - 25 
 

*Low precision; no estimate reported. 
NOTE: Serious Psychological Distress (SPD) is defined as having a score of 13 or higher on the K6 

scale. These estimates are based on the 2004, 2005, 2006, and 2007 full adult samples, where 
the 2004 sample includes both short-form and adjusted long-form responses. See Section 
B.4.4 in Appendix B of the Results from the 2007 �ational Survey on Drug Use and Health: 

�ational Findings. 
NOTE: Substance Dependence or Abuse includes illicit drug or alcohol dependence or abuse. 

Dependence or abuse is based on definitions found in the 4th edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-IV). Illicit Drugs include marijuana/hashish, 
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cocaine (including crack), heroin, hallucinogens, inhalants, or prescription-type 
psychotherapeutics used nonmedically, based on data from original questions not including 
methamphetamine items added in 2005 and 2006. 

 
Source:  SAMHSA, Office of Applied Studies, National Survey on Drug Use and Health, 2004, 
2005, 2006, and 2007. 
 

Table SP1.1B  Past Year Serious Psychological Distress and Substance Dependence or Abuse 

among Persons Aged 18 or Older: Percentages and 95% Confidence Intervals, 

Annual Averages Based on 2004-2007 

 

Serious Psychological 

Distress Substance Dependence/Abuse 

Co-Occurring SPD and 

Substance Dependence/Abuse 

Percentages 

95% 

Confidence 

Interval Percentages 

95% 

Confidence 

Interval Percentages 

95% Confidence 

Interval 

%ebraska 11.2 9.4 - 13.3 10.3 8.9 - 11.8 2.5 1.8 - 3.3 

       Regions 1 & 2 9.2 6.1 - 13.8 4.7 3.3 - 6.5 0.9 0.2 - 4.7 

       Region 3 10.4 5.7 - 18.2 7.1 4.1 - 12.0 0.6 0.3 - 1.3 

       Region 4 * * - * 10.4 7.2 - 14.9 1.1 0.4 - 3.2 

       Region 5 10.2 7.2 - 14.2 11.9 9.1 - 15.4 3.2 1.8 - 5.8 

       Region 6 12.1 9.8 - 14.9 11.5 9.0 - 14.6 3.3 2.2 - 4.9 
 

*Low precision; no estimate reported. 
NOTE: Serious Psychological Distress (SPD) is defined as having a score of 13 or higher on the K6 

scale. Estimates using 2004 data in this table are based on a subsample of respondents aged 
18 or older. See Section B.4.4 in Appendix B of the Results from the 2007 �ational Survey 

on Drug Use and Health: �ational Findings. 
NOTE: Substance Dependence or Abuse includes illicit drug or alcohol dependence or abuse. 

Dependence or abuse is based on definitions found in the 4th edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-IV). Illicit Drugs include marijuana/hashish, 
cocaine (including crack), heroin, hallucinogens, inhalants, or prescription-type 
psychotherapeutics used nonmedically, based on data from original questions not including 
methamphetamine items added in 2005 and 2006. 

 
Source:  SAMHSA, Office of Applied Studies, National Survey on Drug Use and Health, 2004, 
2005, 2006, and 2007. 
 
MH BLOCKMH\2011\NE tables National Survey on Drug Use and Health NSDUH  March 2010  Art Hughes  SP1_R.doc 
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Serious Psychological Distress (SPD) 

    
Serious Psychological 

Distress (SPD) 

  

2. Total 
population 
Census data 
(estimated 
2008) 

age 18 and 
older 

(Nebraska's 
2008 U.S. 
Census 
Bureau 

Estimates) 

 10.9% 
Using 
NSDUH 

(a) 

4% Using 
BRFSS 
data (b) 

            

  State Total 1,783,432 1,336,437 145,672 53,457 

 
(a)10.9% Using National Survey on Drug Use and Health (NSDUH)  
– In 2007, 10.9 percent of adults aged 18 or older (an estimated 24.3 million persons) experienced 

serious psychological distress (SPD) in the past year,  
– About two fifths of these (44.6 percent) received mental health services in the past year 

Sources:  
1. “Serious Psychological Distress and Receipt of Mental Health Services”, 2007 National 

Survey on Drug Use and Health (NSDUH) data (December 22, 2008) 
The NSDUH Report is published periodically by the Office of Applied Studies, 
Substance Abuse and Mental Health Services Administration (SAMHSA). All material 
appearing in this report is in the public domain and may be reproduced or copied without 
permission from SAMHSA. 

2. Table G.37 – Serious Psychological Distress in the Past Year among Persons Aged 18 or 
Older, by Demographic Characteristics: Percentages, 2004-2007 

http://www.oas.samhsa.gov/NSDUH/2k7NSDUH/AppG.htm#TabG-37 
 
80415 (8.35B) 

 
(b) 4% Using BRFSS data  
Serious Psychological Distress (SPD). 
Table 1. Description of Population by Serious Psychological Distress, N = 199,209 

Serious Psychological Distress (SPD). n = % 

SPD: K6 > 13 7,986 4% 

No SPD: K6 < 13 191,223 96% 

Table 1. Description of Population by Serious Psychological 
Distress 199,209 100% 

 
From the sample of 199,209 survey participants (adults aged 18- years-old and older) in this study, 
a total of 7,986 (4.0%) persons were categorized as having a serious psychological disorder (SPD).  
 

source:  Relationships between serious psychological distress and the use of 
health services in the United States: findings from the Behavioral Risk Factor Surveillance 
System 
by William S. Pearson, Satvinder S. Dhingra, Tara W. Strine, Yia Wun Liang, Joyce T. Berry, 
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Ali H. Mokdad;  Published Online First 05 April 2009;  Pages 24 
Int J Public Health 54 (2009) S23–S29 
1661-8556/09/010S23-7 
DOI 10.1007/s00038-009-0003-4 
© Birkhäuser Verlag, Basel, 2009 
http://springerlink.com/content/r1346672q56w3376 

 
Kessler-6 (K-6) Method to Determine Serious Psychological Distress (SPD) 
Serious psychological distress (SPD) is defined as having a score of 13 or higher on the K6 scale, 
which measures symptoms of psychological distress during the 1 month in the past 12 months when 
respondents were at their worst emotionally. 
 
The main predictor variable used in these analyses was SPD, which was measured by scoring a 
series of six questions in the BRFSS known as the Kessler-6. This scale asks respondents about six 
manifestations of psychological distress using the following questions, 
“Now I am going to ask you some questions about how you have been feeling during the past 30 
days. About how often during the past 30 days did you feel:  nervous? hopeless? restless or fidgety? 
so depressed that nothing could cheer you up? that everything was an effort? worthless?” 
 
Respondents could answer, 

4 “All of the time,” 
3 “Most of the time,” 
2 “Some of the time,” 
1 “A little of the time" 
0 “None of the time” 

 
Scoring for each of these questions ranged between 0 and 4 points, according to the increased 
frequency of the problem. This method provided an individual score for each question, which 
could then be summed for a total score ranging from 0 to 24.  Consistent with the scoring 
guidelines provided by the developers, persons with K6 scores > 13 were classified as having SPD. 
 

source:  Relationships between serious psychological distress and the use of 
health services in the United States: findings from the Behavioral Risk Factor Surveillance 
System 
by William S. Pearson, Satvinder S. Dhingra, Tara W. Strine, Yia Wun Liang, Joyce T. Berry, 
Ali H. Mokdad;  Published Online First 05 April 2009;  Pages 24 
Int J Public Health 54 (2009) S23–S29 
1661-8556/09/010S23-7 
DOI 10.1007/s00038-009-0003-4 
© Birkhäuser Verlag, Basel, 2009 
http://springerlink.com/content/r1346672q56w3376 
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SAMHSA News Release 
For Immediate Release       Contact: SAMHSA Press Office, (240) 276-2130 
May 19, 2009                      www.samhsa.gov 
 

%ationwide Report Reveals that 1 in 13 Adults Experienced Major Depressive Episode in the 

Past Year 

 
An estimated 16.5 million people aged 18 years or older experienced at least one major depressive 
episode (MDE) in the past year and 64.5 percent of them received treatment, according to a new 
report released today by the Substance Abuse and Mental Health Services Administration 
(SAMHSA). 
“Depression is a medical condition that should be treated with the same urgency as any other 
medical condition,” said SAMHSA Acting Administrator Eric Broderick, D.D.S., M.P.H. “This 
study helps us gain better insight into how many people suffer from major depressive episodes, 
where they seek treatment, and why they don’t.  This information is critical to help inform health 
system reform.” 
Among the findings: 
• The rate of past year MDE was lower among persons aged 50 or older (5.8 percent) than among 
those aged 18 to 25 (8.9 percent) or 26 to 49 (8.5 percent). Overall the rate of past year MDE was 
7.5 percent for adults aged 18 or older.   
• The rate of MDE was higher for adults who perceived their overall health to be fair or poor 
(14.2 percent) than for those who described their health as excellent (4.3 percent).   
• Among those with past year MDE who received treatment for depression in the past year, 68.8 
percent saw or talked to a medical doctor or other health professional about depression and used 
prescription medication for depression. 
• A quarter (24 percent) of those with MDE who received treatment for depression saw or talked 
to a medical doctor or other health professional but did not use a prescription medication. 
According to the report one third of adults experiencing an MDE in the past year did not receive 
treatment during that period.  The most frequently reported reasons for not receiving mental health 
services among these adults was not being able to afford the cost (43.2 percent), feeling they could 
handle the problem on their own (29.3 percent), not knowing where to go for services (18.1 
percent), not having the time (16.7 percent), having health insurance that did not cover enough 
treatment (11.3 percent), and concerns about confidentiality (11.1 percent).  
The report is drawn from SAMHSA’s 2007 National Survey on Drug Use and Health (NSDUH) 
which collected data from a representative sample of approximately 45,000 civilian, non-
institutionalized adults throughout the United States.  
 
MDE is defined as a period of two weeks or longer during which there is either depressed mood or 
loss of interest or pleasure and at least four other symptoms that reflect a change in functioning, 
including problems with sleep, eating, energy, concentration, and self-image.  
The full report is available on the web at http://oasbeta.samhsa.gov/2k9/149/MDEamongAdults.cfm 
. Copies may be obtained free of charge by calling SAMHSA’s Health Information Network at 1-
877-SAMHSA-7 (1-877-726-4727) or at 
http://ncadistore.samhsa.gov/catalog/productDetails.aspx?ProductID=18120. For related 
publications and information, visit http://www.samhsa.gov/. 
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SAMHSA is a public health agency within the Department of Health and Human Services. The 
agency is responsible for improving the accountability, capacity and effectiveness of the nation’s 
substance abuse prevention, addictions treatment, and mental health services delivery system. 
 
Please visit for http://www.samhsa.gov/newsroom/advisories/0905184956.aspx additional details. 
 
 

2006 BRFSS in Nebraska 
The US Department of Health and Human Services - Centers for Disease Control and Prevention 
(CDC) is responsible for the Behavioral Risk Factor Surveillance System (BRFSS).  The BRFSS is 
the world’s largest, on-going telephone health survey system, tracking health conditions and risk 
behaviors in the United States yearly since 1984.  
 
The following content is from the 2006 Nebraska Behavioral Risk Factor Surveillance System.  It is 
a Report of  Prevalence of Anxiety and Depression Among Adults in Nebraska in 2006, based on 
analysis of the PHQ-8 questions from 2006 (September 29, 2008). 
 
For the 2006 BRFSS, telephone surveys with 7,967 randomly selected Nebraska residents aged 18 
and older were conducted by the Nebraska Health and Human Services System during 2006. 
However, 3,990 interviews included the Anxiety/Depression Module. Prevalence estimates are 
based on weighted data rather than raw numbers of responses to a question. The weights adjust for 
over- or under-sampling of age/gender groups. Age adjustment was used for most prevalence 
estimates in this report as well. In most cases, prevalence estimates are presented along with the 95 
percent confidence intervals associated with them. Confidence intervals are a method of measuring 
sampling error and defining the range where the “true” percentage would be found 95 percent of the 
time. 
 

Prevalence of Selected Mental Illnesses 

Based on responses to the 2006 Nebraska BRFSS Anxiety and Depression Module and related 
questions:  

• Six percent of adults had current depression in the two weeks prior to the survey (based on 
CDC’s Severity of Depression scale). 

• Eight percent reported “frequent mental distress” (FMD). Respondents who had FMD 
stated that their “mental health was not good” due to “stress, depression, and problems with 
emotions” for at least 14 of the last 30 days. This measure may include a wider range of 
mental health problems than “current depression”. 

• Sixteen percent of adults had ever been told by a health professional that they had a 
depressive disorder (a lifetime diagnosis of depression). 

• Ten percent reported a lifetime diagnosis of anxiety. 
 

Prevalence of Frequent Mental Distress (FMD) means 
Responses to the following question, “Now thinking about your mental health, which 
includes stress, depression, and problems with emotions, for how many days during the 
past 30 days was your mental health not good?”  
– Frequent Mental Distress (FMD):  14 or more days during the past 30 days. 
– Infrequent or No Mental Distress:  less than 14 days during the past 30 days. 
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BRFSS respondents who reported current depression, FMD, or a lifetime diagnosis of depression 
shared some common characteristics. Prevalence rates for these conditions were generally higher 
for: females, persons with less than a college education, low-income respondents, previously-
married respondents, and those who were unemployed or unable to work.     
 

Prevalence of Alcohol Abuse  

• A total of 18 percent of Nebraska adults aged 18 and older engaged in binge drinking in the 
past 30 days. 

• Three percent of adults participated in heavy (or chronic) drinking in the last month. 

Binge Drinking means 
For Men--Five or more drinks of alcohol (beer, wine, wine coolers, cocktails, or liquor) on 
an occasion, one or more times during the past 30 days. 
For Women—Four or more drinks of alcohol (beer, wine, wine coolers, cocktails, or 
liquor) on an occasion, one or more times during the past 30 days. 
 
Heavy (Chronic) Drinking means 
Responses to the question, “One drink is equivalent to a 12-ounce beer, a 5-ounce glass of 
wine, or a drink with one shot of liquor. During the past 30 days, on the days when you 
drank, about how many drinks did you drink on the average?” 
For Men—two or more drinks. 
For Women—one or more drink. 

 

Co-Occurrence of Mental Illnesses  

Results of this study show some co-occurrence of mental illnesses.  

• Three percent of all respondents were categorized as having current depression and FMD. 

• Three percent also had current depression and a lifetime diagnosis of depression. 

• Seven percent of respondents indicated they had ever received a diagnosis of depression and 
a diagnosis of anxiety, although not necessarily at the same time. 

 

Co-Occurrence of Depression and Alcohol Abuse 

Only about one percent of all respondents reported current depression and alcohol abuse. However, 
6 percent of adults who were classified as having current depression also reported alcohol abuse. 

 

Among persons with a lifetime diagnosis of depression, 13 percent reported alcohol abuse in the 
past month. For respondents with a lifetime diagnosis of anxiety, 17 percent also indicated abuse of 
alcohol in the last 30 days. 
 

Association of Mental Illness with Chronic Diseases  

Prevalence rates for some chronic diseases were significantly higher among adults with the mental 
illnesses addressed in this study than among those who did not have mental illness. Rates of 
coronary heart disease were significantly higher among persons with current depression, FMD, or 
lifetime diagnoses of anxiety and/or depression than among those without these conditions. 
 
Prevalence of stroke was significantly higher among persons with current depression, FMD, or a 
lifetime diagnosis of anxiety. 
 
Compared to respondents without these mental illnesses, significantly higher rates of asthma were 
found among respondents with a lifetime diagnosis of depression or with current depression/FMD. 
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Diabetes was also significantly more prevalent among persons with current depression/FMD and 
among persons ever diagnosed with anxiety and depression.   

 

Association of Mental Illness with Unhealthy Behaviors 

Cigarette smoking and physical inactivity were both significantly more prevalent among persons 
with all of the mental illnesses included in this survey.  
 
Obesity was also significantly more prevalent among persons with current depression, current 
depression/FMD, or lifetime diagnoses of  both depression and anxiety. 
 
However, no significant association was found between prevalence of current depression or lifetime 
diagnoses of anxiety and/or depression and alcohol abuse. That is, rates of alcohol abuse for persons 
with these mental illnesses were not significantly higher than corresponding rates for persons 
without these mental illnesses. 

 

Association of Alcohol Abuse with Chronic Diseases and Unhealthy Behaviors 

Of the four chronic diseases studied by alcohol abuse, a significant difference in prevalence was 
noted only for diabetes. Prevalence of diabetes was significantly lower among persons who reported 
current binge drinking than among those who reported no alcohol abuse. (This result may be due in 
part to the fact that diabetes is more prevalent in middle-aged or older adults, while binge drinking 
rates are highest among young adults). 
 
Prevalence of cigarette smoking was significantly higher among respondents who engaged in binge 
drinking or in both binge and heavy drinking than it was among those who reported no alcohol 
abuse in the past 30 days. 
To see the complete report “2006 Nebraska BRFSS Anxiety and Depression Module”, go to: 
http://www.dhhs.ne.gov/beh/mh/Prevalence_of_Anxiety&Depression_in_Nebraska2006.pdf 
 

It is under the Division of Behavioral Health: Community-based Services web site - Recent Reports. 

 

Problem Gambling 
United States. National Gambling Impact Study Commission (NGISC). �ational Gambling Impact 

Study Commission Report  by Kay C. James. Washington DC: National Gambling Impact Study 
Commission, 1999. (Chapter 4:  Problem and Pathological Gambling, page 4-4/5)  
 
ESTIMATING THE PREVALENCE:  Pathological Gambling  
“One reason for the variation in estimates centers on the timeline used. For example, studies using 
the DSM-IV may make a distinction between those gamblers who meet the criteria for pathological 
or problem gambling at sometime during their life (“lifetime”) and those who meet the criteria only 
during the past 12 months (“past year”). Each approach has its defenders and critics. For the 
purpose of measuring prevalence in the general population, lifetime estimates run the risk of 
overestimating problem and pathological gambling because these estimates will include people who 
may recently have gone into recovery and no longer manifest any symptoms. On the other hand, 
past year measures may understate the problem because this number will not include people who 
continue to manifest pathological gambling behaviors, but who may not have engaged in such 
behavior within the past year. Prior to the research undertaken by this Commission, the data on 
prevalence was scattered at best. Nevertheless, virtually all estimates indicate a serious national 
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problem. For example, Dr. Shaffer’s review of the existing literature on the subject concluded that 
approximately 1.6 percent of the adult population 7 Testimony of Edward Looney before the 
NGISC, January 22, 1998. National Gambling Impact Study Commission Report Problem and 
Pathological Gambling Page 4-5 (3.2 million people) are lifetime “Level 3” gamblers (comparable 
to the DSM-IV’s “pathological” gamblers). Another 3.85 percent (7.7 million) are lifetime “Level 
2” gamblers (those with problems below the pathological level).  A number of state-based and 
regional studies also have been conducted, with mixed results.  A 1997 survey in Oregon indicated 
that the lifetime prevalence of problem and pathological gambling in that state was 4.9 percent. 
Recent studies in Mississippi and Louisiana indicated that 7 percent of adults in those states could 
be classified as “lifetime” problem or pathological gamblers, with approximately 5 percent meeting 
“past year” criteria. The problems inherent in measuring this disorder are indicated in a study of 
surveys carried out in 17 states, which reported results ranging from 1.7 to 7.3 percent.” 
 

"Background Information on H.R. 2906, the Comprehensive Problem Gambling." %ational 

Council on Problem Gambling. Web. 24 July 2009. <www.ncpgambling.org>. 

 

Problem gambling is a growing public health concern, characterized by increasing preoccupation 
with and loss of control over gambling, restlessness or irritability when attempting to stop 
gambling, and/or continued gambling despite serious negative consequences. In particular: 
• Nationwide, 6 to 9 million people (3-4% of adults) met criteria for a gambling problem. 
• The estimated social cost to families and communities from gambling-related bankruptcy, divorce, 
crime and job loss was almost $7 billion last year. 
• Problem gamblers also have high rates of co-occurring substance abuse and mental health 
disorders, including smoking, alcohol use and abuse, drug use and abuse, depression and suicidal 
behavior. 
 
FACTS and FIGURES (Problem Gambling)." �ational Problem Gambling Awareness Week - 

Welcome. National Council on Problem Gambling. Web. 24 July 2009. <http://www.npgaw.org>. 

• Ten percent of clients enrolled in Oregon 's gambling treatment system considered and 
formulated plans to commit suicide within six months of enrollment to treatment (Moore , 2003)   

• A major depressive disorder is likely to occur in 76 percent of pathological gamblers (Unwin 
Davis, & Leeuw, 2000)    

Ramírez, Juan-Paulo, "Gamblers Assistance Program Annual Reporting Requirements." Gamblers 
Assistance Program, DBH, DHHS. Magellan Health Services, July-Aug. 2008. Web. 24 July 2009. 
<http://www.magellanhealth.com/>. 
 
According to Nebraska Division of Behavioral Health records, the table below reports percentage 
rates among suicide attempts, mental health issues, and financial problems among consumers who 
received outpatient treatment services related to gambling addictions from 1996 to 2007 in 
Nebraska.   Percentage rates determined within approximately thirty days of intake. 
 

Problems Related to Gambling 

 Mental Health 

Financial 
Problems 

Depression Anxiety 
Suicide 
Attempt 

Other 

19.2% 5.4% 2.2% 1.1% 0.7% 

N =1,765 from 1996 to 2007  
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Note:  Between years 2004 to 2007 an average of 287 clients have been treated annually.  It’s 
estimated that approximately 250 persons were served during fiscal year 2008.   
 
For more information contact Eric Hunsberger at Eric.Hunsberger@nebraska.gov 
Gamblers Assistance Program, DBH-DHHS  Updated July 24, 2009 
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Narrative Question: Adult - Child - Quantitative targets to be achieved in the implementation of the 

system of care described under Criterion 1 

Updated on July 22, 2010) 

 

Adult - Quantitative Targets  

FY 2008 Actual FY 2009 Actual  
FY 2010 

Projected 

Estimated 

FY 2011 Target 

32,862 25,291 25,000 25,000 

 

Child - Quantitative Targets 

FY 2008 Actual FY 2009 Actual  
FY 2010 

Projected 

Estimated 

FY 2011 Target 

4,049 3,030 3,000 3,000 

 

At this point, the FY2010 persons served data are not available.  Thus, the projected number is 

based on actual persons served FY2009 as reported on the Uniform Reporting System Table 2A.  At 

this time, the estimated target for FY2011 is the same as FY2010.  This is due to the current 

economic climate, the current level of funding, the work to clean-up the Division of Behavioral 

Health data by Magellan Behavioral Health and related factors.   

 

The data reported are an unduplicated count.  To obtain unduplicated count of persons served, the 

Division used social security numbers and dates of birth to identify unique clients in the data 

system. 

 

There was a reduction in the numbers of unduplicated count persons served between FY2008 and 

FY2009.  In January 2009, the Division of Behavioral Health had Magellan Behavioral Health 

cleaned its data system by administratively discharging nearly 18,000 records of admission to 

programs prior to November 2003 and of which had no activity in the last year.  This reduced the 

number of active cases in the system.  This effort to clean up the data can be seen in the 

unduplicated count persons served for FY2008 compared to the actual data for FY2009.  The 

Division of Behavioral Health reported 36,911 for URS Table 2A (Profile of Persons Served, All 

Programs by Age, Gender and Race/Ethnicity) on December 1, 2008.  The Division of Behavioral 

Health reported 28,321 persons served for FY2009 on December 1, 2009.  This is a decline of 8,590 

(23%) due to the efforts to clean up the data.  Here are the numbers used for the FY2008 and 

FY2009 reports above.   

 

Table 2A.  Profile of Persons Served, All Programs by Age, Gender and Race/Ethnicity 

 Report Year: 2009 Female Male Total 

    0-12 Years 551 893 1,444 

    13-17 years 683 903 1,586 

total youth 1,234 1,796 3,030 

    18-20 years 766 1,129 1,895 

    21-64 years 10,707 12,128 22,835 

    65-74 years 243 191 434 

    75+ years 75 37 112 

    Not Available 7 8 15 

total adult 11,798 13,493 25,291 

Total Youth and Adult combined 13,032 15,289 28,321 
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URS Table 2A.  Profile of Persons Served, All Programs by Age, Gender and Race/Ethnicity 

(December 1, 2008) 

 Female Male Total 

Youth    

0-12 Years 703 1,183 1,886 

13-17 years 877 1,286 2,163 

total youth  4,049 

    

Adult    

18-20 years 939 1,309 2,248 

21-64 years 13,916 15,974 29,890 

65-74 years 294 233 527 

75+ years 110 87 197 

Not Available 0 0 0 

total adult   32,862 

Total Youth and Adult combined 16,839 20,072 36,911 
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Adult / Child- 

• Describes the State’s outreach to and services for individuals who are homeless 
 

This section is covered in two parts.   
1. Projects for Assistance In Transition from Homelessness (PATH)  
2. Nebraska Homeless Assistance Program (NHAP) 

   

Projects for Assistance In Transition from Homelessness (PATH) 
 
The Nebraska Department of Health and Human Services contracts with the Regional 
Behavioral Health Authorities (§71-809 Neb. Rev. Stat. 1943) for delivery of community 
mental health services including contracts for the implementation of PATH Grant 
activities. 
 

The State of Nebraska, consistent with the Stewart B. McKinney Act, defines an 
individual as homeless if he/she:  (1) lacks a fixed, regular, and adequate night-time 
residence; (2) has a primary night-time residence that is (a) a supervised publicly or 
privately operated shelter designed to provide temporary living accommodations; (b) an 
institution that provides a temporary residence for individuals intended to be 
institutionalized; or (c) a public or private place not designed, or ordinarily used as, 
regular sleeping accommodations for human beings. 
 
The State of Nebraska is currently using as a provisional definition of persons who are at 
imminent risk of becoming homeless an adaptation of the US Housing and Urban 
Development (HUD) definition of such persons.  Individuals are considered to be at 
imminent risk if: (1) they are in the process of being evicted from dwelling units or are 
being discharged from institutions; (2) no subsequent residences have been identified; 
and (3) they lack the resource and support networks to obtain access to housing. 
 
Services supported by PATH Funds include: outreach, screening and diagnostic treatment 
services, case management, referral, temporary housing assistance, and other appropriate 
services to individuals who experience serious mental illness or both serious mental 
illness and substance abuse, and are homeless or at imminent risk of becoming homeless. 
 
Number of Persons to be served: The estimated number of persons to be served statewide 
in FY2011 is 770. 
 

Service Areas: Based on the evidence of need, the two primary geographic areas within 
Nebraska receiving most of the PATH funds are Lincoln (Region 5) and Omaha (Region 
6). This is based on the fact that Lincoln and Omaha have the largest population of 
individuals who are homeless in Nebraska. PATH funds will also be allocated in two 
other locations in the State: Scottsbluff (Region 1) and Grand Island (Region 3). 
 
According to the Nebraska Homeless Assistance Program Regional Comparisons, Omaha 
has 39.2% of the State’s homeless population while Lincoln has 21.7%. These two cities 
receive 92% of the PATH funds and have 60.9% of the homeless population according to 
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the most recent figures. These two cities have the longest running PATH programs and 
originally received all of the PATH funds. 
 
Organizations to Receive Funds and Amounts Allocated (FY2011): 
 

Region 1  Western Nebraska (Scottsbluff)     
  Cirrus House: (Private non-profit) $11,333  4% 
Region 3 Central Nebraska (Grand Island)     
  Central Nebraska Goodwill Industries, Inc. (Private non-profit) $11,333  4% 
Region 5 Southeast Nebraska       

  
Lincoln and Lancaster County Community Mental Health 
Center/Lancaster County (Public/County Government) $32,500  11% 

  CenterPointe, Inc. (Private non-profit) $32,500  11% 
Region 6 Eastern Nebraska Omaha and Douglas County    
  Community Alliance (Private, non-profit) $200,334  69% 
TOTAL      $288,000  100% 

 

The continued implementation of the PATH Formula Grant Program will be coordinated 
with Nebraska's Comprehensive Mental Health Services Plan under PL 103-321 as 
follows: 
 
The State of Nebraska's overall plan for mental health services is contained in the 
Nebraska Mental Health System Plan for Adults.  A major emphasis of the plan for 
mental health services is on the Rehabilitation and Support service array targeted toward 
persons disabled by severe and persistent mental illness (SPMI).  Persons that are 
homeless and have a mental illness (PHMI) in Nebraska have available to them any of 
the mental health services available in the Rehabilitation and Support array.  The State 
Plan recognizes that PHMI have more specialized needs and, in conformance with the 
requirements of PL 102-321, the plan endeavors to provide for the establishment and 
implementation of a program of outreach to and services for homeless individuals with a 
serious mental illness.  PATH funded agencies are unique in their ability to provide the 
outreach component necessary to engage PHMI and direct them toward needed services.  
PATH funded agencies will also provide specialized case management services to keep 
PHMI engaged, link them with entitlements, and coordinate a service package designed 
to maximize their potential for transitioning out of homelessness.  Thus, the State Plan 
recognizes the need for, and takes advantage of PATH funded services to provide 
specialized programs (particularly with regard to outreach and case management) for 
PHMI, which would not otherwise be available in the Nebraska Community Mental 
Health System. 

 
The PATH Grant will be specifically coordinated with the PL 102-321 outreach and 
service requirements for homeless, seriously mentally ill individuals through the 
contractual requirement that Nebraska PATH Grant Programs have an outreach and case 
management component.   
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�ebraska Homeless Assistance Program (�HAP) 

 
Nebraska’s outreach to and services for individuals who are homeless or at imminent risk 
of homelessness is implemented across the state by a network of shelter, supportive 
housing, and service providers who belong to one of seven regional continua of 
care.  The seven Continuums serve all 93 counties in Nebraska.  The Continuum system 
is supported by the State’s Department of Health and Human Services (DHHS) - 
Nebraska Homeless Assistance Program (NHAP).  
 

Regional Continuum chairs are members of the Nebraska Commission on Housing & 
Homelessness (NCHH), Continuum of Care Committee.  Two regional Continuums are 
currently chaired by Behavioral Health Housing Specialists. The NCHH is composed of 
21 Governor-appointed members.  The Continuum of Care Committee has both NCHH 
appointed and at-large members that represent diverse stakeholders from various 
geographic areas of the state.  This committee is the NHAP Advisory Committee, which 
is required by state statute.  The chart below shows the organizational structure of the 
Nebraska Commission on Housing & Homelessness. 
 

 
 

Each regional Continuum of Care includes activity components identified by the 
Department of Housing and Urban Development (HUD) as integral to a successful 
Continuum: (1) outreach, intake, and assessment to identify an individual’s or family’s 
service and housing needs in order to link them to appropriate housing and/or service 
resources; (2) emergency shelter and safe, decent alternatives to the streets; (3) 
transitional housing with supportive services to help people develop the skills necessary 
for permanent housing; (4) permanent housing and permanent supportive housing.  The 
focus is on permanent supportive housing, while maintaining or replacing aging 
emergency shelters and transitional housing. 
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Funding to agencies is provided through a competitive grant program that consists of two 
funding sources: the Nebraska Homeless Assistance Trust Fund (HSATF) and the 
Department of Housing and Urban Development (HUD) Emergency Shelter Grant 
(ESG). The state trust fund accounts for 77 percent of the funding; ESG funds 23 percent 
of the NHAP.  Applications are reviewed and scored individually.  Awards are allocated 
by a formula that ensures an equitable distribution of funds across Continuums.  The 
formula uses a base of $50,000 per region plus an allocation based on population, poverty 
and other economic indicators.  Approximately, $2.5 million is awarded each year to 
assist 65 to 70 agencies with homeless outreach and other related activities. 
 
 
 

2010-20011 �HAP Awards 

by Region 

# �ame Amount 

1 Panhandle $181,131 

2 North Central $285,992 

3 Southwest $271,353 

4 Southeast $486,844 

5 Northeast $377,135 

6 Lincoln $395,888 

7 Omaha $580,000 

 Total $2,578,543 

 
 

The American Recovery and Reinvestment Act of 2009 (ARRA) also allocated 
$5,128,578 in Homelessness Prevention and Rapid Re-housing Program (HPRP) funding 
to the State of Nebraska. The program is administered by NHAP.  HPRP funding is 
granted to every Continuum of Care region via a formula allocation based upon the 
percentage of NHAP funding that each region currently receives. Each Continuum region 
selected one lead agency to implement HPRP during the funding period (2009-2012). 
The Lincoln Continuum selected a Behavioral Health agency, Region V Systems, to 
receive HPRP funding.  Other Behavioral Health agencies statewide are actively involved 
in HPRP planning and lead agency selection within the other Continuum regions. 
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In 2003/2004 the Ending Chronic Homelessness Committee (Ad Hoc) was added to the 
NCHH.  The chart below depicts the addition of the Ad Hoc Committee to the NCHH. 
 

 
 

The Ad Hoc Committee is composed of members who attended a federally-sponsored 
and facilitated Policy Academy on Ending Chronic Homelessness and additional 
members who were selected for expertise in specific planning areas.  The original 10-
Year Plan on Ending Chronic Homeless was adopted by the NCHH in 2004.  The 
Behavioral Health Housing Assistance Program was one of many successes of the initial 
plan.  Because many of the initial strategies and action steps had been accomplished, 
committee members worked with a facilitator in 2007 to re-focus the plan to address 
strategies and action steps for the next 18 to 24 months.  The revised plan was adopted by 
the NCHH in September 2007, and implementation began in January of 2008. The 
implementation of the plan will continue through 2009 and the first half of 2010.   
 

Regional Continuum members were involved in the initial 10-year plan and in the 
revision of the plan.  Additionally, an expanded group of representatives from the seven 
regional Continuums of Care were invited to a day-long session to integrate activities 
from the revised state plan into regional strategic plans.  This provided an opportunity for 
Continuums to address regional impact of state strategies and also to identify and address 
gaps in shelter and services.  One identified gap was early detection of persons with 
mental health and/or dual diagnosis issues.  Homeless shelters and service providers 
generally do not have staff qualified to diagnose or assist individuals who have serious 
mental health or drug and/or alcohol abuse issues.  The Ad Hoc Committee is working on 
a policy and procedure that would identify potential mental health issues so an 
appropriate referral could be made.  This effort also is in coordination with a sub-
committee working on discharges from institutions. Case management identification of 
mental health issues and institutional discharge planning were both topics of Ad Hoc 
Committee meetings in 2009. 
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In the revised plan (http://www.dhhs.ne.gov/fia/nhap/nhapplan.htm), two strategies and 
corresponding action steps specifically address outreach to people who are homeless.  
The first addresses homelessness prevention and discharge planning; the second 
addresses access to mainstream services: SSI/SSDI. 
 
The first priority strategy is to analyze data to identify issues related to discharge from 
institutions and re-entry from correctional facilities.  This includes issues related to drug 
and alcohol abuse, serious mental illness, and race and ethnicity.  The data will inform 
development or improvement of institutional discharge and monitoring procedures at the 
regional and local level.  Institutional (hospitals, jails, correctional facilities) discharge 
plans that include appropriate permanent housing help ensure that people do not become 
homeless in the discharge process.  Working with institutions prior to discharge also is a 
proactive outreach activity. 
 
The second priority strategy is to address gaps and barriers to services in a culturally 
dynamic way.  One barrier is access to SSI/SSDI when applications are not submitted 
with sufficient information.  
 

In 2008, the NHAP worked with the Lincoln Continuum of Care to develop a pilot SOAR 
project to serve as a model for other Continuums.  The Lincoln Continuum conducted 
research that revealed that the annual average cost of keeping one person homeless and 
on the streets was $25,943.  The cost of housing that individual in an efficiency 
apartment and helping him/her access food stamps for a year was estimated at $7,344.  It 
was determined that access to SSI/SSDI could possibly provide the necessary income to 
help an individual become housed.  Locally funded SOAR initiatives began in both 
Lincoln and Omaha in late 2008.  SOAR updates and best practices techniques are 
discussed at every State Continuum of Care Committee and Ad Hoc Committee meeting.  
In July, 2010 Nebraska was selected to receive the SOAR (SSI/SSDI Outreach, Access 
and Recovery) technical assistance designed to enhance access to SSA disability 
programs for people who are homeless.  SOAR considers access to SSI/SSDI as a major 
tool in recovery, both from mental illness and homelessness. Without these benefits, it is 
extraordinarily difficult for individuals who are homeless to engage in treatment, to keep 
appointments, to maintain housing, and to meet other basic needs.  
 
The Ad Hoc Committee convened again on April 27, 2010 to discuss the adoption of new 
initiatives and strategies for the 10-Year Plan that were proposed with the change of 
Presidential Administration.  The Committee also discussed the resources necessary to 
accomplish the full scope of the 10-Year Plan.  In addition, due to new membership on 
the Ad Hoc Committee, the goals were re-visited to bring everyone up to date on work 
accomplished since the last committee meeting.  Sub-committees of the Ad Hoc 
Committee met to complete the assignment of updating their goals and reporting on 
progress toward their goals. 
 

Garnering and analyzing quality quantitative and qualitative data is at the heart of 
effective policy and program development.  NHAP’s transition from manual reporting to 
electronic reporting via ServicePoint and a domestic violence data collection system has 
resulted in greater data integrity from NHAP-funded agencies.  For the 2009-2010 grant 
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cycle (July 1, 2009-June 30, 2010) 43 agencies reported via ServicePoint.  Of agencies 
reporting on ServicePoint, alcohol abuse, drug abuse, dual diagnosis and/or mental illness 
was present in approximately 75 percent of the overall or statewide homeless population. 
This supports the identified need by emergency shelter staff that consistent case 
management use of a screening instrument could enable staff to more readily identify and 
make appropriate referrals for a significant portion of individuals assisted by the 
agencies. 
 

 

�ebraska Homeless Assistance Program (�HAP) 

Regional Comparisons 

Fiscal Years (2008 - 09) (2009 - 2010) 

 

Homeless Figures 
 

�HAP Regions �HAP 

2008-2009 

Annual Figures 

Homeless 

Totals 

(Unduplicated) 

�HAP 

2009-2010 

Annual Figures 

Homeless 

Totals 

(Unduplicated) 

 

 

Percent 

Increase/Decrease 

Region: 1 - Panhandle 830 754 -9.1% 

Region: 2 - North Central 1,684 2,190 -7.9% 

Region: 3 - Southwest 1,448 1,534 +5.9% 

Region: 4 - Southeast 1,971 2,241 -15.9% 

Region: 5 - Northeast 994 967 -2.7% 

           Totals Regions 1-5 6,927 7,686 -7.6% 

Region: 6 - Lincoln 4,809 4,373 -9.1% 

                 Total Regions 1-6 11,736 12,059 -8.1% 

�HAP Regions �HAP 

2008-2009 

Annual Figures 

Homeless 

Totals 

(Unduplicated) 

�HAP 

2009-2010 

Annual Figures 

Homeless 

Totals 

(Unduplicated) 

 

 

Percent 

Increase/Decrease 

Region: 7 – Omaha HSATF only 6,433 6,500 n/a 

 
 

 

�ebraska Homeless Assistance Program (�HAP) 

Regional Comparisons 

Fiscal Years (2008 - 2009) (2009 - 2010) 

 

�ear Homeless Figures 
 

�HAP Regions �HAP 

2008-2009 

Annual Figures 

�ear Homeless 

Totals 

(Unduplicated) 

�HAP 

2009-2010 

Annual Figures 

�ear Homeless 

Totals 

(Unduplicated) 

 

 

Percent 

Increase/Decrease 

Region: 1 - Panhandle 5,360 5,042 -5.8% 

Region: 2 - North Central 4,739 4,428 -6.5% 

Region: 3 - Southwest 8,411 6,584 -21.7% 

Region: 4 - Southeast 7,296 6,705 -8.1% 

Region: 5 - Northeast 4,170 5,260 +26.1% 

           Totals Regions 1-5 29,976 28,019 -6.5% 

Region: 6 - Lincoln 11,894 11,050 -7.1% 
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                 Total Regions 1-6 41,870 39,069 -6.6% 

�HAP Regions �HAP 

2008-2009 

Annual Figures 

Homeless 

Totals 

(Unduplicated) 

�HAP 

2009-2010 

Annual Figures 

Homeless 

Totals 

(Unduplicated) 

 

 

Percent 

Increase/Decrease 

Region: 7 – Omaha HSATF only 1,159 2,194 n/a 

 
Note:  Omaha is reported on a separate line because the state funds Omaha agencies with HSATF only.  As 
an entitlement city, Omaha disburses HUD’s Emergency Services Grant funds through a separate grant 
process.  The Omaha data reported here should not be considered a total picture of homelessness and near 
homelessness in that area.  There also are agencies that serve the homeless and near homeless population in 
Nebraska that are not funded by the NHAP.   
 
For more information contact Charles W. Coley, DHHS - Division of Children & and 
Family Services, (402) 471-9200, charles.coley@nebraska.gov or visit the DHHS web 
site  (updated Aug 5, 2010) 
http://www.dhhs.ne.gov/fia/nhap/nhapindex.htm 
 

 

Homeless Emergency and Rapid Transition to Housing (HEARTH) Act 

 

On May 20, 2009, President Obama signed the Homeless Emergency and Rapid 
Transition to Housing (HEARTH) Act into law.  The HEARTH Act reauthorizes the 
McKinney-Vento Homeless Assistance Grant Programs with several significant changes, 
including: 
 
* A consolidation of HUD's competitive grant programs; 
* The creation of a Rural Housing Stability Program; 
* A change in HUD's definition of homelessness and chronic homelessness; 
* A simplified match requirement; 
* An increase in prevention resources; and, 
* An increase on the emphasis of performance. 
 

The HEARTH Act stipulates that HUD shall promulgate regulations not later than 12 
months after the date of enactment that will govern the operation of the programs created 
under this Act.  HUD considers obtaining the input of its stakeholders an important step 
in the creation of the new regulations. 

 

Homelessness Prevention and Rapid Re-Housing Program (HPRP)  
 
The State of Nebraska’s allocation for the Homelessness Prevention and Rapid Re-
Housing Program is $5,128,578.  The funds under this program are intended to target 
individuals and families who would be homeless but for this assistance. More 
information regarding the HPRP can be found at 
http://www.hudhre.info/documents/HPRP_Notice_3-19-09.pdf. 
In addition, an online Question/Answer page is posted via HUD’s Homeless Resource 
Exchange Virtual Help Desk at http://www.hudhre.info/HPRP/ 
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 HPRP Award:         % 
Homelessness Prevention and Rapid Re-housing Program 
   

Region I (Panhandle): Cirrus House $341,232  7% 

Region II (North Central): Central Nebraska Community Services $539,077  11% 

Region III (Southwest): Community Action Partnership of Mid-Nebraska $511,470  10% 

Region IV (Southeast): Blue Valley Community Action $917,661  18% 

Region V (Northeast): Goldenrod Hills Community Action $710,854  14% 

Region VI (Lincoln): Region V Systems $746,130  15% 

Region VII (Omaha): Heartland Family Service $1,105,725  22% 

   

Nebraska Management Information System (NMIS) allocation for the 
HPRP-eligible activity of Data Collection and Evaluation: $205,000  4% 

   

Total $5,077,149  100% 
 
 

Retained by DHHS for Admin $51,429  1% 

the State of Nebraska’s allocation amount for HPRP $5,128,578   
 
 

July 14, 2009  Official start of HPRP program 
July 14, 2011 60% HPRP funds expended |    $3,077,146.80  
July 14, 2012 HPRP program ends 
 
Source: Nebraska Homeless Assistance Program (NHAP) 
Division of Children and Family Services / Department of Health and Human Services 
 

 
 
The following article, �ebraska, Iowa see Homeless Spike, written by Juan Perez, Jr. 
World-Herald Staff Writer, was published on Friday, July 10, 2009 in the Omaha World 
Herald.  For more details go to the following website: 
http://www.omaha.com/article/20090710/NEWS01/707109936 
While Nebraska has largely evaded the worst of the national economic downturn, the 
state last year still had the 12th-highest percentage of homeless residents in the country, 
according to a federal report released Thursday, July 9, 2009. 
 
The 3,985 people thought to be homeless in Nebraska in 2008 represented 0.22 percent of 
the state's population, according to data compiled by the U.S. Department of Housing and 
Urban Development. 
 
Iowa tied for 36th on the list with 0.11 percent of the state's population, 3,346 people 
listed as homeless. South Dakota and Kansas ranked 48th and 50th, respectively. 
 
Nebraska's total homeless population had increased by 12.9 percent since 2007, the report 
said. Kansas' had dropped by nearly 18 percent, but Iowa experienced a 22.4 percent 
spike from 2007. 
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The overall homeless rate in the United States held steady from 2007 to 2008. Still, some 
of the Midwest's numbers reflect a 56 percent increase in the number of homeless 
families from suburban or rural areas. 
 
“The economic crisis is forcing more families who had previously been well-housed into 
homelessness,” said Shaun Donovan, the department's secretary. Many statistics for this 
part of the department's study came from measuring a state's sheltered and unsheltered 
homeless populations on a single night during the last week of January 2008. 
 
Officials said the report shows the first echoes of an economic recession that gripped 
many sectors of the U.S. economy and spurred a relative freeze in household spending, 
manufacturing activity and overall growth. Yet, Donovan warned, the picture may dim 
further in 2009. 
 
“This data, given the timing of it, does not reflect the full brunt of the economic crisis and 
the housing crisis,” Donovan said. 
 
Contact the writer:  444-1068,  johnny.perez@owh.com 
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-Adult / Child- 

• Describes how community-based services will be provided to individuals in rural 
areas 

 
Rural Area Services (last updated August 21, 2009; no new census data will be 
available until next year) 
 
The discussion on Rural Area Services will include a review of Metropolitan Statistical 
Areas (MSA), Micropolitan Statistical Areas, and Rural and Frontier Areas.  For the 
purposes of this document, the MSA is considered the urban areas in Nebraska, which 
means the balance of the state is considered to be rural areas including the Micropolitan 
Statistical Areas and Frontier Areas.  This section also discusses a Nebraska service 
called the Rural Mental Health Hotline and Voucher Program. 
 

Metropolitan Statistical Areas (MSA) – population of 50,000 or more 

In Nebraska, nine counties are designated as “Metropolitan Statistical Areas” by the U.S. 
Census Bureau.  These counties include:  

• Region 6 – Douglas (includes Omaha—population of 390,007), Sarpy, Cass, 
Saunders, and Washington; (Sarpy County includes Offutt Air Force Base in the 
Omaha, NE—IA MSA)  

• Region 5 – Lancaster (includes Lincoln—population of 225,581), Seward 
• Region 4 – Dakota (includes South Sioux City—population of 11,925) (connected 

to Sioux City, Iowa), Dixon 
 
More than half of Nebraska’s population now lives in metropolitan areas.  As of 2000, 
the Nebraska portion of the “Omaha, NE—IA MSA” (Cass, Douglas, Sarpy, and 
Washington Counties) is 629,294 people.  The “Lincoln, NE MSA” (Lancaster County) 
has a population of 250,291.  These two MSAs include 879,585 people, accounting for 
51.4% of the total state population of 1,711,263. 
 
The Nebraska portion of the “Sioux City, IA—NE MSA” (Dakota County, NE) has a 
population of 20,253 people.  When combined with the other two MSAs in Nebraska, 
these areas include 899,838 people, accounting for 52.6% of the total population of 
1,711,263. 

Micropolitan Statistical Areas – population of 10,000 to 49,999 

The counties in this category include: 

• Region 1 – Scottsbluff County (population of 36,951), includes Scottsbluff 
(14,732), Gering (7,751), and Terrytown (646) 

• Region 2 – Lincoln County (34,632), includes North Platte (23,878);  Dawson 
County (24,365), includes Lexington (10,011) 

• Region 3 – Hall County (53,534), includes Grand Island (42,940); Buffalo County 
(42,259), includes Kearney (27,431); Adams County (31,151), includes Hastings 
(24,064) 

• Region 4 – Madison County (35,226), includes Norfolk (23,516); Platte County 
(31,662), includes Columbus (20,971) 
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• Region 5 - Gage (22,993), includes Beatrice (12,496) 
• Region 6 – Dodge County (36,160), includes Fremont (25,174) 

Rural and Frontier Areas 

According to the Rural Policy Research Institute at the University of Missouri-Columbia, 
the term “Frontier Area” is used to describe an area with extremely low population 
density.  Frontier Areas are isolated rural areas characterized by considerable distances 
from central places, poor access to market areas, and people are relatively isolated from 
each other in large geographic areas. 
The National Rural Institute on Alcohol and Drug Abuse uses the following definitions: 
 
- Rural areas contain 50 or fewer people per square mile 
- Frontier areas contain 6 or fewer people per square mile. 
 
Overall, Nebraska has 22.3 Persons per Square Mile. 
Applying these standards to Nebraska's "Population Density by County" indicate 
Nebraska has: 

• 52 – Rural counties (areas that contain 50 or fewer people per square mile) with a 
population of 604,757, which accounts for 35% of the total population of 
1,711,263. 

• 33 – Frontier counties (areas that contain 6 or fewer people per square mile) with 
a total population of 93,711, which accounts for 5% of the total population of 
1,711,263. 

• 8 – remaining Nebraska counties (areas with more than 50 people per square 
mile) with a total population of 1,012,795, which accounts for 59% of the total 
population of 1,711,263.  

 
Of the 33 Frontier Area counties in Nebraska, 11 counties have less than 1,000 people: 

• Keya Paha (983), Wheeler (886), Banner (819), Hooker (783), Logan (774), 
Grant (747), Thomas (729), Loup (712), Blaine (583), McPherson (533), and 
Arthur (444).   

 
The Nebraska Counties with more than 50 people per square mile include: 

• Adams and Hall in Region 3 
• Madison and Dakota in Region 4 
• Lancaster in Region 5 
• Dodge, Sarpy, and Douglas in Region 6. 

 
(Source: Fact Sheet #1—“Definitions of Rural"; National Rural Institute on Alcohol and 
Drug Abuse; University of Wisconsin-Stout; 140 Vocational Rehabilitation Building; 
P.O. Box 0790; Menomonie, WI 54751-0790) 
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Unduplicated Count of Persons Served by Age and County of Admission 

 
The following table compares the unduplicated count of persons served in SFY2009 in 
Mental Health Programs funded by the Division of Behavioral Health.  The table 
indicates the count by age in Rural versus Metro counties. (This includes clients who 
received mental health services only, and clients who received mental health and 
substance abuse co-occurring services.)  (N=32,574) 
 

Rural / Metro Analysis of Mental Health Persons Served (SFY2009) 

  Total Rural Metro 
Out-of-
State  Unknown 

Not 
Available 

Less Than 
18 

2,617 1,111 1,506 0 0 0 

18 Years + 29,269 11,319 17,893 20 2 35 

Not 
Available 

688 374 291 4 0 19 

Total 32,574 12,804 19,690 24 2 54 

Footnote:   
(1) In January 2009, the Division of Behavioral Health cleaned its data system by 

administratively discharging nearly 18,000 records of admission to program 
prior to November 2003, and of which had no activity in the last year.  This 
reduced the number of active cases in the system. 

(2) To obtain unduplicated count of persons served, the Division used social 
security numbers and dates of birth to identify unique clients in the data 
system. 

(3) Metropolitan counties per U.S. Census Bureau, November 2007: Cass, 
Dakota, Dixon, Douglas, Lancaster, Sarpy, Saunders, Seward, Washington.  
(For the purposes of reporting this measure, the remaining 84 Nebraska 
Counties are classified as rural.) 
(Source:  NE Division of Behavioral Health - August 20, 2009) 

 
 

+ebraska Rural Response Hotline and Mental Health Voucher Program 

 

The Nebraska Department of Health and Human Services Division of Behavioral Health 
contracts with Interchurch Ministries of Nebraska to manage a statewide program for the 
provision of free mental health crisis counseling and hotline services to rural agribusiness 
residents and/or family members impacted by a farm crisis. The amount of funding for 
this program has increased over the last decade from $50,000 to $204,000.00 in support 
of mental health services for rural Nebraskans.   
 
The Counseling Outreach & Mental Health Therapy (COMHT) Program is accessed by 
calling the Nebraska Rural Response Hotline.  An intake is conducted at which time the 
hotline operator assesses the reason for request and demographic data is recorded for 
eligibility and reporting purposes.  A voucher is subsequently mailed to the hotline caller 
with a list of psychiatrists or licensed counselors available for the individual to choose 
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from.  Those utilizing the Mental Health Voucher can receive up to 6 counseling sessions 
at no cost.  There are 84 active Nebraska service providers currently participating in the 
program who receive $75 per session.  The main purpose for the voucher is to support 
anyone who suffers direct repercussion from fluctuations in the agricultural economy.  
Between July 1, 2009 and June 30, 2010, roughly half of the 4,724 calls to the hotline 
were referred to the COMHT Program.  2,883 vouchers were mailed out and the number 
of vouchers returned for payment was 2,680.   
 
The Hotline continues to expand its outreach to military personnel returning to rural 
Nebraska.  With the support of a SAMHSA grant, a Suicide Prevention and Military 
Outreach Coordinator was been added to the team.   In effort to track the number of 
military personnel being served, the following breakout has been added to the Military 
History portion of intake form:  Veteran, 	ot a Veteran, Returning from Current 

Deployment.  In the last year, 62 vouchers have already been used by veterans. 
Information about the Hotline is shared with the soldiers and their families at deployment 
and welcome home events. Due to an influx in deployment of Nebraska soldiers in the 
past twelve months, the hotline anticipates a greater demand for the Hotline services as 
these men and women return to the rural areas in 2011.   
 
In the spring and summer of 2010, the Hotline provided support for disaster response 
throughout Nebraska as floods and hail devastated many counties, destroying acres of 
crops and killing livestock.  Staff from Interchurch Ministries of Nebraska represented 
the Hotline at weekly meetings and conference calls, and is still involved in the long-term 
response.   Due to the intensity of the calls to the Hotline, greater emphasis is being 
placed on suicide prevention.  With this, an increase of trainings and resources are being 
shared in communities throughout Nebraska. 
 
Source:  Nebraska Division of Behavioral Health – August 6, 2010 
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  -Adult- 

• Describes How Community-Based Services are Provided to Older Adults 

 

Mental illnesses have a significant impact on the health and functioning of older people 

and are associated with increased health care use and higher costs.  According to the 

report, Community Integration for Older Adults with Mental Illnesses: Overcoming 

Barriers and Seizing Opportunities, prepared by the National and Statewide Coalitions to 

Promote Community-Based Care, sponsored by the Substance Abuse and Mental Health 

Services Administration (SAMHSA), the number of older adults in the United States is 

increasing rapidly, and so are their needs for long-term mental health services and 

supports.  Seven million people age 65 and older in the U.S. (20 percent of the older adult 

population) have a psychiatric illness, and that number is expected to double to 15 

million in the next thirty years.  Older adults with serious mental illnesses receive lower 

quality of care and have higher mortality rates than older adults without a mental 

disorder.  They are also three times more likely to be placed in nursing homes. 

Frequently, older adults with mental disorders have co-morbid medical conditions that 

complicate their treatment and long-term stability; they also may have alcohol-related or 

drug use problems.  One in six older adults lives in poverty.  Suicide rates are highest 

among Americans age 65 and older.  Most older adults with mental disorders live at 

home. However, among older adults with serious mental illnesses in institutions, 89 

percent reside in nursing homes. Many older adults who left State psychiatric hospitals 

under de-institutionalization were actually “trans-institutionalized” into nursing homes. 

Community services for people with serious mental illnesses failed to materialize, and 

financial incentives, rather than individual needs or desires, drove placement decisions. 

 

Source: http://mentalhealth.samhsa.gov/publications/allpubs/sma05-4018/ 

 

Although older adults represent 13 percent of the U.S. population, they receive only 6 

percent of community mental health services.   Numerous fiscal, service system, clinical, 

and societal barriers make it difficult for older adults with serious mental illnesses to find 

long-term, community-based treatment, housing, and supports.  Current reimbursement 

and fiscal policies tend to favor inpatient versus outpatient care; medical versus 

psychological care; acute versus chronic care; and more restrictive versus less restrictive 

care.  Nebraska has utilized the provisions of the Preadmission Screening and Resident 

Review (PASRR) through the Nursing Home Reform Act of 1987 to identify people with 

serious mental illnesses who can be more appropriately treated in the community. 

 

In the Report of the Surgeon General on Mental Health, it notes that millions of older 

Americans cope constructively with the physical limitations, cognitive changes, and their 

various losses that frequently are associated with later life.  However, a substantial 

proportion of the population 55 and older—almost 20 percent of this age group—

experience specific mental disorders that are not part of “normal” aging.  The stigma of 

mental illnesses and substance use disorders, and the lack of understanding that these 

problems can be successfully treated in older adults, keep many older Americans from 

seeking the help they need.  Successful programs feature accurate assessment, outreach, 

interdisciplinary treatment, education, collaboration with other agencies, and home care 
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services.  These include supported housing, attention to cultural competence in service 

delivery settings, and a focus on consumer involvement and empowerment.  Because no 

one service system is equipped to meet the multiple and complex needs of older adults 

with serious mental illnesses, effective services require coordination and collaboration 

among providers of aging, mental health, health care, substance abuse, and social 

services. 

 

The Aging Network in Nebraska is made up of individuals and organizations in the 

public and private sectors.  Funded by the Older Americans Act, the Nebraska 

Community Aging Services Act, and the Nebraska Department of Health and Human 

Services, the State Unit on Aging has broad responsibilities for addressing the concerns 

of older Nebraskans. 

 

The State Unit on Aging grants state and federal funds to the eight Area Agencies on 

Aging in Nebraska to support local programs and services. 

 

With the assistance of local individuals and advisory groups, each Area Agency on Aging 

determines needs and develops a plan to provide an appropriate array of services for its 

aging population. 

 

In addition, to its planning responsibilities, each Area Agency on Aging is a key source 

for information on available local resources and services.  The Area Agencies have 

banded together as the Nebraska Association of Area Agencies on Aging to better fulfill 

their role as advocates. 

 

There are many programs and services available to Nebraska’s Older Adults including, 

but not limited to:  Home and Community Services; Aging Advisory Committee; 

Community Action Program; Elder Rights Program; Housing Programs; Income Support; 

Long-Term Care Ombudsman Program; Nutrition Programs; Senior Care Options; Senior 

Centers; Senior Employment Services; Senior Medicare Patrol Program. 

 

In Nebraska, collaboration is occurring between the State Unit on Aging, the eight (8) 

Nebraska Area Agencies on Aging (AAA), assisted living facilities, nursing homes, and 

other related community aging services.  The State Unit on Aging is located within the 

Nebraska Department of Health and Human Services-Division of Medicaid and Long-

Term Care.  This Unit provides a number of services and resources designed to provide 

support to people age 65 or older.  These services include but are not limited to: 

Information and Assistance, Senior Employment, Long Term Care Ombudsman Program, 

Nebraska Medicare/Medicaid Fraud & Waste Project, Nutrition Programs, Senior 

Centers, Care Management Services, Legal Services, Senior Care Options, Caregiver 

Support, Alzheimer’s Demonstration Project, and more. 

 

One of Nebraska’s optional Medicaid services is Personal Assistance Services (PAS).  

Personal assistance services are available for eligible persons with disabilities and 

chronic conditions of all ages, who are residing in the community, to enable them to 

accomplish tasks that they would normally do for themselves if they did not have a 
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disability.  Personal assistance services are based on individual needs and include 

assistance with activities of daily living (e.g. bathing, dressing, toileting, assistance with 

ambulation, meal preparation, assistance with medication); supportive services (e.g. 

housekeeping, laundry); and specialized procedures – with physician approval (e.g. 

catheter care, dressing application, injections).  Personal assistance services (PAS) are 

consumer-directed.  The consumer hires, trains, schedules and manages his or her own 

PAS Medicaid-approved provider(s).  A presentation was provided for the Behavioral 

Health Regional Administrators on this service, as a consumer-directed alternative to 

home health.      

 

Funded by the Older Americans Act, the Nebraska Community Aging Services Act, and 

the Nebraska Department of Health and Human Services, the State Unit on Aging has 

broad responsibilities for addressing the concerns of older Nebraskans.  The State Unit on 

Aging grants state and federal funds to the eight (8) Area Agencies on Aging to support 

local programs and services.  With the assistance of local individuals and advisory 

groups, each Area Agency on Aging determines needs and develops a plan to provide an 

appropriate array of services for its aging population.  In addition to its planning 

responsibilities, each Area Agency on Aging is a key source for information on available 

local resources and services.  The Nebraska Association of Area Agencies on Aging 

members are: 

 

• Aging Office of Western NE in Scottsbluff, NE 

• Blue Rivers Area Agency on Aging in Beatrice, NE 

• Eastern Nebraska Office on Aging in Omaha, NE 

• Aging Partners in Lincoln, NE 

• Midland Area Agency on Aging in Hastings, NE 

• Northeast Nebraska Area Agency on Aging in Norfolk, NE 

• South Central Nebraska Area Agency on Aging in Kearney, NE 

• West Central Nebraska Area Agency on Aging in North Platte, NE. 

 

The FY 2008-11 State Plan, submitted by the State Unit on Aging to the U.S. 

Administration on Aging, contains the following information regarding current activities 

and plans to coordinate aging and behavioral health services and address the mental 

health needs of older adults: 

 

At the State level, in coordination and collaboration with the Nebraska Department of 

Health and Human Services - Division of Behavioral Health, the State Unit on Aging will 

continue efforts to increase public awareness of mental illness and its impact on older 

Nebraskans, remove barriers to mental illness diagnosis and treatment, as well as 

coordinate mental health services, including screenings. In addition, the State Unit on 

Aging continues to work in partnership with the Division of Behavioral Health to identify 

systemic problems and concerns regarding mental illness in older adults, and to identify 

solutions and preventative strategies.  For example, the Unit Manager of the State Unit on 

Aging serves on the Nebraska All-Disasters Behavioral Health Committee to continue to 

develop plans for meeting the mental health needs of Nebraskans in the event of a 

disaster.  The Ombudsman is a member of the Advisory Committee to Nebraska 
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Advocacy Services, the identified state advocacy agency for persons with disabilities.  

The two programs work together to advocate for, and on behalf of, individuals with 

disabilities, including mental illnesses, who reside in long-term care facilities, helping to 

ensure their rights are protected and their needs are met. 

 

The Aging Advisory Committee consists of 12 members appointed by the governor, one 

from each of the eight (8) Area Agencies on Aging, and the remaining members are from 

the State at large.  The Committee meets as least three (3) times a year to discuss the 

needs and issues affecting older Nebraskans.  In addition, the State of Nebraska has nine 

(9) Community Action Agencies (CAA) that cover all 93 counties in the state.  Some of 

the Community Action Agencies work in cooperation with the Area Agencies on Aging 

to serve older adults.  Some of the programs available through the CAAs are funded by 

the Department of Health and Human Services.  Some of the services include: Advocacy 

Services, Community Education, Domestic Violence Program, Nutrition Service, 

Transportation, and Weatherization. 

 

At the Local level, Nebraska Area Agencies on Aging coordinate services with their 

Regional Behavioral Health Systems, as well as local behavioral health service providers, 

working to ensure the mental health needs of older Nebraskans are met and concerns are 

addressed.   

– This includes access to services (e.g. transportation), information, assistance, and 

outreach.   

– On an individual basis, Medicaid Service Coordinators and Care Managers work 

together with local Behavioral Health providers to provide mental health services for 

their clientele.   

 

Other examples include:  

– the Aging Partners (formerly Lincoln Area Agency on Aging) operates the Harvest 

Project which joins the services of a treatment provider, the local Community Mental 

Health Center, and the local AAA to meet the needs of low-income and homeless 

older adults with mental health and/or substance abuse problems;  

– a partnership has been developed between the local Community Mental Health Center 

and the local AAA Senior Companion Program, which matches eligible senior adults 

with chronic behavioral health clients to provide additional socialization, increased 

life skills, and assistance with banking, shopping, and other community services.   

– Nebraska’s Area Agencies on Aging also provide cross-training opportunities, so that 

AAA staff become familiar with the programs and services offered by the Behavioral 

Health Regions and mental health providers, and vice versa; and  

– the Eastern Nebraska Office on Aging, in cooperation with the Omaha Housing 

Authority, established a specialized homeless shelter for older adults.   

 

 

The Table below indicates the unduplicated count of persons served, age 65 or older, as 

reported in URS Table 2A for FY2008 and FY2009.  The projected count of persons 

served during FY2010 is not provided because the actual Table 2A data have not been 

compiled as of this date.  Across the three year time period, approximately two percent 

OMB No. 0930-0168                         Expires: 08/31/2011     Page 250 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 250 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 250 of 342



Criterion 4:  Targeted Services to Older Adults / August27, 2010 / page 5 

 

(2%) of the adults served in the Nebraska public, non-Medicaid mental health system 

were age 65 or older.  These tables demonstrate that older adults do receive services 

within the Nebraska Behavioral Health System (NBHS). 

 

Profile of Persons Served, All Programs by Age, Gender and Race/Ethnicity 

 

Older Adults Served  

  2008 Actual 2009 Actual 2010 Actual 

65-74 years 527 434 

75+ years 197 112 

total 724 546 

Total Adults 32,862 28,321  

percent served 2.20% 2% 

Source:  Nebraska Division of Behavioral Health; Table 2A.  Profile of Persons Served, 

All Programs by Age, Gender and Race/Ethnicity as reported on the Nebraska FY 2009 

Uniform Reporting System (URS)  

 

Footnote:   

(1) In January 2009, the Division of Behavioral Health cleaned its data system by 

administratively discharging nearly 18,000 records of admission to program prior to 

November 2003 and of which had no activity in the last year.  This reduced the 

number of active cases in the system. 

(2) To obtain the unduplicated count of persons served, the Division used social security 

numbers and dates of birth to identify unique clients in the data system. 

(3) The data includes consumers who received only mental health services or who 

received both mental health and substance abuse services.  The Unduplicated Count 

of Persons Receiving Services Funded by the Division of Behavioral Health in State 

Fiscal Year 2009 is:  Mental Health ONLY consumers (17,720 / 47%), Co-occurring 

consumers (14,854 / 39%) and Substance Abuse ONLY consumers (5,095 / 14%) for 

a total of 37,669. 

(4) FY2010 data for this report will not be available until September, 2010. 
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-Adult- 

• Describes financial resources, staffing, and training for mental health services providers 
necessary for the plan 

• Provides for training of providers of emergency health services regarding mental health 

• Describes how the State intends to expend this grant for the fiscal years involved 
 
 

Table of Contents 
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FY2011 Allocations to Regions ........................................................................................................... 7 

 
 

State Staffing 
Following is a list of the current staff employed in the Division of Behavioral Health other than the 
Regional Centers. 

 

Scot Adams, Director of the Division of Behavioral Health 
 
Blaine Shaffer, MD, Chief Clinical Officer 

 

Office of Consumer Affairs  

Carol Coussons de Reyes, Administrator 
Dan Powers, Consumer Liaison  

 

Community Services Section 

Vicki Maca, Administrator for Community-Based Services 
Sue Adams, Network Operations Manager 
Sheri Dawson, Data and Continuous Quality Improvement Manager 
Maya Chilese, Children’s Behavioral Health Manager 
Jim Harvey, Federal Resources Manager 
Eric Hunsberger, Gambler’s Assistance Program Manager 
Karen Harker, Federal Aid Administrator 
Sarah Cox, Renee Faber, Ann Vogel, Network Operations Specialist 
Statistical Analyst (position currently vacant) 
Bob Bussard, Data Specialist 
Nancy Heller, Federal Resources Program Specialist 
Christine Newell, Administrative Assistant 
Abigail Anderson, Alexandra Castillo, Iliana Martin, Staff Assistant 

 
The Division of Behavioral Health does not collect data on staffing of the Regional Behavioral 
Health Authorities or on local level behavioral health providers. 
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Nebraska Behavioral Healthcare Professionals by Region 
Following is a summary of the supply of Nebraska behavioral health professionals by Region 
(including Psychiatrists, Advanced Practice Registered Nurses and Physician Assistants): 
 
This table was prepared by the Health Professions Tracking Service - University of Nebraska 
Medical Center, Omaha, NE.  For more details, see Adult - Unmet Service Needs GAP #4: 
SHORTAGE OF BEHAVIORAL HEALTH WORKFORCE. 
 
 

Actively Practicing Licensed Behavioral Health Professionals, by Primary Practice Region 
 

Profession One Two Three Four Five Six Total 

Psychiatrist 2 3 9 6 30 97 147 

Advanced Practice Registered Nurse 4 0 11 5 13 33 66 

Physician Assistant 0 0 2 2 3 3 10 

Alcohol & Drug Counselor 11 4 18 13 37 47 130 

Mental Health Practitioner 28 29 121 70 227 429 904 

Independent Mental Health Practitioner 9 26 51 19 137 215 457 

Psychologist 9 6 21 17 113 132 298 

Certified Compulsive Gambling Counselor 0 0 0 0 6 0 6 

Single License Subtotal 63  68  233  132  566  956  2,018  

Advanced Practice Registered Nurse, Mental 
Health Practitioner 

0 0 1 0 1 1 3 

Alcohol & Drug Counselor, Mental Health 
Practitioner 

4 4 20 18 30 44 120 

Alcohol & Drug Counselor, Independent Mental 
Health Practitioner 

4 7 19 3 19 44 96 

Alcohol & Drug Counselor, Certified 
Compulsive Gambling Counselor 

0 0 0 0 1 0 1 

Mental Health Practitioner, Certified 
Compulsive Gambling Counselor 

0 0 0 1 0 3 4 

Independent Mental Health Practitioner, 
Certified Compulsive Gambling Counselor 

0 1 0 0 1 1 3 

Psychologist, Alcohol & Drug Counselor 0 0 0 1 2 0 3 

Psychologist, Mental Health Practitioner 0 0 0 0 1 10 11 

Psychologist, Independent Mental Health 
Practitioner 

0 0 0 0 0 2 2 

Psychologist, Certified Compulsive Gambling 
Counselor 

0 0 0 0 1 0 1 

Dual License Subtotal 8  12  40  23  56  105  244  

Alcohol & Drug Counselor, Mental Health 
Practitioner, Certified Compulsive Gambling 
Counselor 

0 0 0 1 0 0 1 

Alcohol & Drug Counselor, Independent Mental 
Health Practitioner, Certified Compulsive 
Gambling Counselor 

0 0 0 1 1 0 2 
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Profession One Two Three Four Five Six Total 

Multiple License Subtotal 0  0  0  2  1  0  3  

Total 71  80  273  157  623  1,061  2,265  

Percent by Region 3% 4% 12% 7% 27% 47%  

Percent Dual Licensed by Region 11% 15% 15% 16% 9% 10% 11% 

 
Source: Health Professions Tracking Service - University of Nebraska Medical Center, Omaha, NE 
– July 2010 
 

Training 
 
The Division of Behavioral Health provides and/or oversees the following categories of training 
opportunities across the State: 

 

• Magellan Provider Training – Magellan Behavioral Health continues to provide training 
with all contract providers on managed care issues in accordance with the renewal of the 
Administrative Services Option (ASO). 

  

• The Division will continue to sponsor trainings for consumers/providers highlighting the 
recovery concept.  For example, the Division continues to support the Annual Consumer 
Conference (see Adult - Plans to Address Unmet Needs). 

 

• Suicide Prevention continues to move forward in many areas (see Adult - Plans to Address 
Unmet Needs).   

 

Training of Providers of Emergency Health Services 
 
Under Adult - Plans to Address Unmet Needs, there is a report on “Planning on Criminal Justice 
and Behavioral Health”.  This is reporting on the Justice and Mental Health Collaboration Program 
grant.  This US Department of Justice grant seeks to increase public safety through innovative 
cross-system collaboration for individuals with mental illness who come into contact with the 
criminal or juvenile justice systems.  There are two goals involving training of providers of 
emergency health services under this grant.  They are: 

Goal 1: Provide consistent statewide training for Nebraska Law Enforcement Officers to 
improve responses to people with mental illnesses 

Goal 2: Expand or improve access to crisis response services in Nebraska 
 

Mental Health Commitment Board Training 
In Nebraska, Mental Health Commitment Board training is at the core of providing training of 
providers of emergency health services regarding mental health.  The Department of Health and 
Human Services (DHHS) is responsible for training of Mental Health Commitment Boards under 
Neb. Rev. Stat. §71-916 (Source: Laws 2004, LB 1083, § 36).  There are approximately twenty-
eight mental health boards across the state. 
 
Under §71-916 (1), DHHS shall provide appropriate training to members and alternates of each 
Mental Health Board.  The section says no person shall remain on a Mental Health Board or be 
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eligible for appointment or reappointment as a member or alternate of such board unless he or she 
has attended and satisfactorily completed such training pursuant to rules and regulations adopted 
and promulgated by DHHS. 
 
The training provided by the Division of Behavioral Health is posted on the DHHS Web Site for the 
Division of Behavioral Health: Community-Based Services under "Mental Health Commitment 
Board Training" (http://www.dhhs.ne.gov/beh/Commit/Commit.htm) The Nebraska Mental Health 
Commitment Process / Mental Health Board Training Handbook is available at this site. 
 
Mental Health Board Training is the only training available to the Mental Health Commitment 
Boards in the State of Nebraska.  Persons who have not previously received classroom training are 
required to review the handbook and submit the Self Study Examination to the Division of 
Behavioral Health.  All Board members are encouraged to review the handbook and submit the Self 
Study Examination to the Division. 
 
Nebraska Mental Health Commitment Process - The Mental Health Commitment Boards play a key 
role under the Nebraska Mental Health Commitment Act (Sections 71-901 to 71-962).   
 
One of the starting points for the commitment cycle is with an Emergency Protective Custody 
(EPC).  If a Law Enforcement Officer has probable cause to believe that a person is mentally ill and 
dangerous and the harm is likely to occur, before a Mental Health Board proceedings can be 
arranged, the Officer may take such person into emergency protective custody (EPC).  The person 
shall be admitted to the nearest appropriate and available community based medical facility and 
shall not be placed in a jail. The medical facility shall complete an evaluation by a mental health 
professional of the person no later than thirty-six hours after admission.  The person shall be 
released from the EPC after completion of such evaluation unless the mental health professional 
determines, in his or her clinical opinion, that such person is mentally ill and dangerous.  
 
One of the aspects of the Nebraska Mental Health Commitment Act includes the proceedings of the 
Mental Health Boards.  All of the details covering   these processes are found in the NEBRASKA 
MENTAL HEALTH BOARD TRAINING SELF-STUDY HANDBOOK posted on line at 
http://www.dhhs.ne.gov/beh/Commit/SelfStudyHandBook2008.pdf 
 
 

Disaster Behavioral Health 

The Division of Behavioral Health staff participates in the annual Nebraska Disaster Behavioral 
Health Conference.  During the 2009 conference, staff participated in the following activities: 
 
Behavioral Health Tabletop Exercise (July 15, 2010) in Omaha, NE 
 

– Disaster Preparedness involves a cycle of planning, capability development, training, 
exercising, evaluation, and improvement.  Successful exercises lead to an ongoing program 
of process improvements.  This Behavioral Health Tabletop Exercise was funded by the 
Nebraska Department of Health and Human Services (DHHS) and facilitated by the 
University of Nebraska-Public Policy Center and Nebraska Emergency Management 
personnel.  The exercise was designed to bring together individuals working for the state 
DHHS behavioral health division, the six regional behavioral health entities, local pubic 
health, local emergency management, and volunteer organizations. The goal of the exercise 
was to provide participants with an opportunity to discuss and critique plans for responding 
to a major disaster involving a flooded small town in the state. 
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– The exercise was consistent with actual Nebraska experience.  In June 2010, a system of severe 

storms including tornados, downbursts and severe flooding impacted Nebraska.  Preliminary damage 
assessment teams went to 60 counties the week of June 21, 2010 to gather information on the 
magnitude of damage to homes, property, businesses and public infrastructure. 

 
The Nebraska Disaster Behavioral Health Conference  
Following is the information from on the 2010 Disaster Behavioral Health Conference.  Trauma, 
loss, violence and how to help people through these and other psychological minefields was what 
health professionals and first responders learned at the seventh annual Nebraska Disaster Behavioral 
Health Conference. The conference was held on July 16, 2010 at the Embassy Suites Hotel, 555 S. 
10th St., in downtown Omaha.  There were 199 people who attended the conference.   
  
Speakers at the conference included 

• Roosevelt Clérismé, M.D., a native of Haiti, who discussed the mental health system in Haiti 
and the effects of the earthquake. 

• James Cawood, president of Factor One, who addressed workplace violence training and 
risk assessment 

• Robin Gurwitch, Ph.D., who discussed understanding and supporting children in times of 
crisis and loss.  

• Amy Hudnall, who discussed professional quality of life, and Lawrence Rosenfeld, Ph.D., 
who will talk about ethical issues in disaster response. 

  
The conference is sponsored by the Nebraska Department of Health and Human Services, the 
University of Nebraska Public Policy Center, the UNMC Department of Psychiatry, BryanLGH 
Medical Center, the Southeast Nebraska Medical Response System, the Omaha Metropolitan 
Medical Response System and Lincoln Metropolitan Medical Response System. 
 
http://app1.unmc.edu/publicaffairs/newsarchive/view_art.cfm?article_id=2120 
 
For more information on the Nebraska Disaster Behavioral Health go to 
http://www.disastermh.nebraska.edu 
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Financial Resources 
 
The following table shows State Expenditures for Mental Health Services by State Fiscal Year 
(SFY) (July 1 to June 30) in the Nebraska Department of Health and Human Services - Division of 
Behavioral Health.  The data is from the Nebraska Information System (NIS).  This is the same data 
reported under the Maintenance of Effort (MOE) Report requirement. 
 

Reported by: 
State Fiscal 
Year 

June 1, 
2009-June 
30, 2010 

Children’s MOE 

Actual 1994 Actual FY08 
Actual 
FY09 

Actual 

Fy10 

$620,801  $4,108,818  $4,473,352  $5,009,164  

 
 
State MOE 

Actual 2007 Actual FY08 
Actual 
FY09 

Actual 

FY10  

$48,888,467  $47,482,195  $54,560,767  $60,728,294  

 
The Regional Behavioral Health Authorities agree to provide the following services, funded by the 
Community Mental Health Services Block Grant, through their subcontracted providers: 

• Closely monitor inpatient, residential, and non-residential service subcontractor compliance 
with the following priorities for admission to behavioral health services 
a. Mental Health Board Commitments; 

 b. Persons discharged from a state regional center meet clinical admission criteria; 
 c. Persons who meet clinical criteria who would be admitted to a regional center but who 

can be served in a community service; 
 d. All others. 

• Provide services as specified by the Division, in accordance with all State standards and 
regulations and Federal requirements 

• Provide network management services for the Nebraska Behavioral Health Services in the 
Region’s geographic area of responsibility 

• Facilitate continuity between the State operated Regional Centers and the Region network 
providers upon the discharge of a consumer from a Regional Center   

• Provide Regional System Coordination for the following major service systems in the 
Region’s geographic area of responsibility: 

1. Region Youth Behavioral Health Services System 
2. Region  Behavioral Health Emergency Services System 
3. Region Behavioral Health Prevention Services System 
4. Region Behavioral Health Consumer Services 
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FY2011 Allocations to Regions 

Adult Region 1 Region 2 Region 3 Region 4 Region 5 Region 6 Total 

Community Support 124,734 18,328 31,678 174,740 

Day Rehabilitation 54,463 19,159 73,622 

Dual Residential 15,000 15,000 

Psych Residential 
Rehabilitation 221,200 221,200 

Day Treatment 20,000 20,000 

Medication Management 5,789 5,789 

Outpatient Therapy 20,094 15,542 26,817 144,000 115,696 322,149 

Outpatient Therapy-Dual 15,543 15,543 

Day Support 31,958 34,877 66,835 

Supported Employment 1,440   26,439 39,800     67,679 

Total Adult Services $59,281 $179,197 $110,729 $98,295 $179,000 $356,055 $982,557 

Children Region 1 Region 2 Region 3 Region 4 Region 5 Region 6 Total 

Therapeutic Consultation (PL 
100-690) Service 68,800 68,800 

Day treatment  (PL 100-690) 
Service 10,356 10,356 

Day Treatment (P.L. 102-321) 
Service 32,500 32,500 

Children's Multi-Systemic 
Therapy 50,131 50,131 

Professional Partner 40,850 50,000 80,000 129,689 182,613 483,152 

Professional Partner School 
Wrap 78,000 80,000 158,000 

Children's Intensive Outpatient         36,219   36,219 

Total Children Services $118,850 $0 $142,987 $160,000 $234,708 $182,613 $839,158 

Grand Totals $178,131 $179,197 $253,716 $258,295 $413,708 $538,668 $1,821,715 

 
Sources:  Division of Behavioral Health prepared by Karen Harker and Lori Dawes. 
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Adult - Provides for training of providers of emergency health
services regarding mental health;
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see adult - Resources for Providers
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Adult - Describes the manner in which the State intends to expend
the grant under Section 1911 for the fiscal years involved
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Table C. MHBG Funding for Transformation Activities

State: Nebraska

 

Column 1
Is MHBG funding used to

support this goal? If yes, please
check

Column 2
If yes, please provide the
actual  or estimated amount
of MHBG funding that will be

used to support this
transformation goal in FY2011

Actual Estimated

GOAL 1: Americans Understand
that Mental Health Is Essential to
Overall Health   

GOAL 2: Mental Health Care is
Consumer and Family Driven  772,157

GOAL 3: Disparities in Mental
Health Services are Eliminated  1,049,558

GOAL 4: Early Mental Health
Screening, Assessment, and
Referral to Services are Common
Practice   

GOAL 5: Excellent Mental Health
Care Is Delivered and Programs
are Evaluated*   

GOAL 6: Technology Is Used to
Access Mental Health Care and
Information   

Total MHBG Funds N/A 0 1,821,715

*Goal 5 of the Final Report of the President’s New Freedom Commission on Mental Health states:
Excellent Mental Health Care is Delivered and Research is Accelerated. However, Section XX of the
MHBG statute provides that research … Therefore, States are asked to report expected MHBG
expenditures related to program evaluation, rather than research.
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For each mental health transformation goal provided in Table C,
breifly describe transformation activities that are supported by
the MHBG. You may combine goals in a single description if
appropriate. If your State''s transformation activities are
described elsewhere in this application, you may simply refer to
that section(s).
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Table C - Description of Transformation Activities  

Narrative Question:  
For each mental health transformation goal provided in Table C, breifly describe 
transformation activities that are supported by the MHBG. You may combine goals in a 
single description if appropriate. If your State's transformation activities are described 
elsewhere in this application, you may simply refer to that section(s). 

 
August 16, 2010 
 
Table C   

$772,157 GOAL 2: Mental Health Care is Consumer and Family Driven 

Rg 5 Lancaster County plus Region 6 

$1,049,558  GOAL 3: Disparities in Mental Health Services are Eliminated 

Rural funded by MH Block Grant 

$1,821,715  total 

 
The Division of Behavioral Health believes that all of the funds ($1,821,715) allocated to the six 
Regional Behavioral Health Authorities within the FY2011 contracts are being used for 
transformation activities.  All of these funds improve access to services and promote the least 
restrictive community based services needed to meet consumer need.   
 

GOAL 2: Mental Health Care is Consumer and Family Driven 

Goal 2 - 2.1 Develop an individualized plan of care for every adult with a serious mental illness and 
child with a serious emotional disturbance. 

NOTE:  Every consumer needs to have an individualized plan of care in the community based 
services.  For Adult services, this includes Community Support, Day Rehabilitation, Duel 
Residential, Psych Residential Rehabilitation, Day Treatment, Medication Management, 
Outpatient Therapy, Outpatient Therapy-Dual, Day Support, and Supported Employment.  For 
Children services, this includes Therapeutic Consultation (PL 100-690) Service, Day treatment  
(PL 100-690) Service, Day Treatment (P.L. 102-321) Service, Children's Multi-Systemic 
Therapy, Professional Partner, Professional Partner School Wrap, and Children's Intensive 
Outpatient.  This actually applies to all six Regions.  However, the numbers for Regions 1 to 4 
plus rural Region 5 are already included inside Goal 3. 

 
Goal 2 - 2.2 Involve consumers and families fully in orienting the mental health system toward 

recovery.  
NOTE:  Day Support – MH meets this standard.   
 

GOAL 3: Disparities in Mental Health Services are Eliminated 

3.2 Improve access to quality care in rural and geographically remote areas.  
All funds allocated to Regions 1 to 4 plus the Region 5’s rural areas [funds allocated to Blue 
Valley Behavioral Health (BVBH)] meet this standard.   

 
NOTE:  In the FY11 the Federal MH Block Grant allocations for Region 5, Blue Valley Behavioral 
Health (BVBH) was a total of $180,219 for the following services:  Outpatient (Ind / Grp) – MH 
($80,640), Outpatient (Ind / Grp) – MH ($63,360) and Intensive Outpatient – MH ($36,219 ).  This 
is 43.6% of Region 5’s MHBG allocation.  Source: Region 5 FY11 Regional Budget Plan, BH10a, 
BVBH worksheet, submitted May 3, 2010. 

 

OMB No. 0930-0168                         Expires: 08/31/2011     Page 266 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 266 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 266 of 342



Table C - Description of Transformation Activities / Aug 16, 2010 / page 2 
 

 
 

As reported under Adult/Child - Grant Expenditure Manner here are the allocations of these Federal 
funds to the six Regions for State Fiscal Year 2011.  
 

FY11 Allocations to Regions   
 

Adult Region 1 Region 2 Region 3 Region 4 Region 5 Region 6 Total 

Community Support 124,734 18,328 31,678 174,740 
Day Rehabilitation 54,463 19,159 73,622 
Duel Residential 15,000 15,000 
Psych Residential 
Rehabilitation 221,200 221,200 
Day Treatment 20,000 20,000 
Medication Management 5,789 5,789 
Outpatient Therapy 20,094 15,542 26,817 144,000 115,696 322,149 
Outpatient Therapy-Dual 15,543 15,543 
Day Support 31,958 34,877 66,835 
Supported Employment 1,440   26,439 39,800     67,679 

Total Adult Services $59,281 $179,197 $110,729 $98,295 $179,000 $356,055 $982,557 

Children Region 1 Region 2 Region 3 Region 4 Region 5 Region 6 Total 

Therapeutic Consultation 
(PL 100-690) Service 68,800 68,800 
Day treatment  (PL 100-
690) Service 10,356 10,356 
Day Treatment (P.L. 102-
321) Service 32,500 32,500 
Children's Multi-Systemic 
Therapy 50,131 50,131 
Professional Partner 40,850 50,000 80,000 129,689 182,613 483,152 
Professional Partner 
School Wrap 78,000 80,000 158,000 
Children's Intensive 
Outpatient         36,219   36,219 

Total Children Services $118,850 $0 $142,987 $160,000 $234,708 $182,613 $839,158 

Grand Totals $178,131 $179,197 $253,716 $258,295 $413,708 $538,668 $1,821,715 

 
 
 
Sources:   

– Region 5, Blue Valley Behavioral Health (BVBH) for SFY11 Regional Budget 
Plans/Contracts as of May 3, 2010. 

– Division of Behavioral Health SFY11 Budget Allocations by Karen Harker  
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Increased Access to Services (Number)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 32,862 25,291 21,212 20,000
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: Maintain Access to Services
Target: To maintain the number of adults (age 18 or older), unduplicated count
Population: The adults served in mental health services in the Nebraska Behavioral Health

System funded by the Nebraska Division of Behavioral Health Services
Criterion: 2:Mental Health System Data Epidemiology

3:Children's Services

Indicator: Number of Persons Served by Age, Gender, and Race/Ethnicity as reported in
the Uniform Reporting System (URS) Table 2A

Measure: Total Adults Served as reported on URS Table 2A
Sources of
Information:

NE Division of Behavioral Health / Community Mental Health and State
psychiatric hospitals / unduplicated count

Special Issues: (1) In January 2009, the Division of Behavioral Health cleaned its data system by
administratively discharging nearly 18,000 records of admission to program prior
to November 2003 and of which had no activity in the last year. This reduced the
number of active cases in the system.
(2) To prepare the Projected FY2010 URS Table 2A, the Division used a new
method to extract the data. For FY2010, with the community based services
(Magellan Health) data, only the persons admitted to a mental health service or a
dual service (consumers who received a specialized program including both
mental health and substance abuse services) were counted. In the past, persons
served in substance abuse services with a mental health diagnosis or reason for
admission field showing "mental health" were included. As a result, the counts on
the URS Tables in FY2010 will drop. However, the Division of Behavioral Health
believes this is a more accurate method for reporting persons served. All persons
served at the Lincoln Regional Center and the Norfolk Regional Center were
counted for URS Table 2A.
(3) To obtain unduplicated count of persons served, the Division used social
security numbers and dates of birth to identify unique clients in the data system.

Significance:
Action Plan: Narrative: The data is persons served as reported on Table 2A. These are

reporting the Federal Uniform Reporting System using the capacity to report an
unduplicated count of persons served between the Regional Centers (State
Psychiatric Hospitals) and community mental health using Magellan Data.
Summary from Table 2A “Profile of Persons Served, All Programs by Age, Gender
and Race/Ethnicity”
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Reduced Utilization of Psychiatric Inpatient Beds - 30 days
(Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 5.03 6.31 6 6
Numerator 140 159 -- --

Denominator 2,782 2,521 -- -- --

Table Descriptors:
Goal: Reduced 30 day readmission rates - Utilization of Psychiatric Inpatient Beds -
Target: Non-Forensic (Civil-Involuntary) Patients Readmission to Any Regional Center

and Funded Community Based Psychiatric Inpatient Hospital Within 30 Days of
Discharge

Population: Non-Forensic (Civil-Involuntary) Patients subject to Readmission to Any Regional
Center and Funded Community Based Psychiatric Inpatient Hospital

Criterion: 1:Comprehensive Community-Based Mental Health Service Systems
3:Children's Services

Indicator: Percent of Individuals on Civil Commitment Readmitted 30 days
Measure: Percent Readmitted 30 days | Numerator (Number of Readmissions to ANY

STATE Regional Center or Funded Community Hospital within 30 days) |
Denominator - Total number of Discharges in Year

Sources of
Information:

FY2008 & FY2009 from URS Table 21. Profile of Non-Forensic (Voluntary and
Civil-Involuntary Patients) Readmission to Any Psych Inpatient Care Unit (State
Operated or Other Units) Within 30/180 Days of Discharge. FY2010 data not
available at this time.

Special Issues: FY2010 preliminary data not available at the time this was prepared. As a result,
the FY2008 and FY2009 data used to estimate FY2010 Projected and FY2011
target as 2%.

Significance: One indicator on how well the community based systems and State Hospitals are
coordinating efforts on discharge planning and provide regions an opportunity to
drill down in quality improvement processes.

Action Plan:
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Reduced Utilization of Psychiatric Inpatient Beds - 180 days
(Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 12.58 11.70 12 12
Numerator 350 295 -- --

Denominator 2,782 2,521 -- -- --

Table Descriptors:
Goal: Reduced 180 day readmission rates - Utilization of Psychiatric Inpatient Beds -
Target: Non-Forensic (Civil-Involuntary) Patients Readmission to Any State Regional

Center and Funded Community Based Psychiatric Inpatient Hospital Within 180
Days of Discharge

Population: Non-Forensic (Civil-Involuntary) Patients subject to Readmission to Any Regional
Center and Funded Community Based Psychiatric Inpatient Hospital

Criterion: 1:Comprehensive Community-Based Mental Health Service Systems
3:Children's Services

Indicator: Percent of Indivivuals on a Civil Commitment Readmitted 180 days
Measure: Percent Readmitted 180 days | Numerator (Number of Readmissions to ANY

STATE Regional Center or Funded Community Based Hospital within 180 days) |
Denominator - Total number of Discharges in Year

Sources of
Information:

FY2008 & FY2009 from URS Table 21 Non-Forensic (Civil-Involuntary Patients)
Readmission to Any Psych Inpatient Care Unit (State Operated or Other Unit)
Within 180 Days of Discharge. The FY2010 data are not available at this time.

Special Issues: FY2010 preliminary data not available at the time this was prepared. As a result,
the FY2008 and FY2009 data used to estimate FY2010 Projected and FY2010
target as 12%.

Significance: One indicator on how well the community based systems and State Hospitals are
coordinating efforts on discharge planning and provide regions an opportunity to
drill down in quality improvement processes.

Action Plan:

 

OMB No. 0930-0168                         Expires: 08/31/2011     Page 270 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 270 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 270 of 342



ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Evidence Based - Number of Practices (Number)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 6 6 6 6
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: Maintain, and expand when possible, the number of Evidence-Based Practices

(EBPs) in Nebraska.
Target: Maintain, and expand when possible, the number of Evidence-Based Practices

(EBPs) in Nebraska.
Population: Persons served by NE Division of Behavioral Health who may benefit from

Evidence-Based Practices (EBPs) in Nebraska.
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator: Count of the number of Evidence-Based Practices (EBPs) implemented by NE
Division of Behavioral Health

Measure: Count of the number of EBPs [1. Assertive Community Treatment (ACT); 2.
Supported Employment (SE); 3. Supported Housing; 4. Integrated Treatment For
Co-Occurring Disorder (Mental Health / Substance Abuse) Dual Diagnosis
Treatments; 5. Medication Management; and 6. Multisystemic Therapy (MST)]
funded by the Division of Behavioral Health.

Sources of
Information:

NE Division of Behavioral Health

Special Issues: Nebraska Division of Behavioral Health is implementing the following Evidence-
Based Practices (EBPs)
1. Assertive Community Treatment (ACT)
2. Supported Employment (SE)
3. Supported Housing
4. Integrated Treatment For Co-Occurring Disorder (Mental Health / Substance
Abuse) Dual Diagnosis Treatments
5. Medication Management
6. Multisystemic Therapy (MST)

Nebraska has implemented or is developing Fidelity Measurement for the
following Assertive Community Treatment (ACT), Supported Employment (SE),
and Supported Housing.

Significance:
Action Plan: Narrative: At this time, Nebraska has very limited capacity to report on this

measure. Nebraska is developing the following evidence-based practices 1.
Assertive Community Treatment (ACT); 2. Supported Employment (SE); 3.
Supported Housing; 4. Integrated Treatment For Co-Occurring Disorder (Mental
Health / Substance Abuse) Dual Diagnosis Treatments; 5. Medication
Management; and 6. Multisystemic Therapy (MST). Each one has a different
capacity for reporting unduplicated counts of persons served.
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Evidence Based - Adults with SMI Receiving Supported Housing
(Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A 845 700
Numerator 717 823 -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: Implement Supported Housing using the NE Housing Related Assistance program
Target: To serve 700 eligible consumers in FY2011. The funding was cut by 8% to the six

Regional Housing Coordinators. With the reduced level of funding available, one
may expect fewer persons served.

Population: Supported Housing is for adults who are extremely low income with a serious
mental illness with the goal of independent housing who are eligible under the
Nebraska Housing-related assistance program, as authorized under Neb. Rev.
Stat. § 71-812.

Criterion: 1:Comprehensive Community-Based Mental Health Service Systems
3:Children's Services

Indicator: Number of persons served annually, unduplicated count, by the NE Housing
Related Assistance program

Measure: The count of persons served annually, unduplicated count, by the NE Housing
Related Assistance program

Sources of
Information:

Summary of the monthly Housing Related Assistance data reported from the six
Regional Behavioral Health Authorities to the Division.

Special Issues: Narrative: The Nebraska Housing-related assistance program, as authorized
under Neb. Rev. Stat. § 71-812, is the basis for reporting the number of
consumers who are receiving the Evidence Based Practice service of Supported
Housing. This is a conservative count. For example, it excludes consumers who
are receiving DHHS funded Behavioral Health support services and have HUD
section 8. The SAMHSA EBP Toolkit is not published at this time. However,
SAMHSA material was used to guide EBP Implementation. Staff have been
specifically trained to implement Supported Housing. The capacity to measure
fidelity was developed during FY2008. The Division completed the fidelity
monitoring in FY2009.

Significance: The NE Housing Related Assistance program was developed under NE
Behavioral Health Reform. It is designed to be Person-centered, recovery-
oriented, accessible, focused on a positive outcome of promoting independent
living, and cost effective.

Action Plan:
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Evidence Based - Adults with SMI Receiving Supported
Employment (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A 347 340
Numerator 453 396 -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: Implement Supported Employment in partnership with Vocational Rehabilitation
Target: 340 persons with behavioral health disorders age 19 and older in FY2011
Population: persons age 19 and older with mental illness, alcoholism, drug abuse, and/or

related addictive disorder.
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator: Number of persons served annually, unduplicated count, under the Supported
Employment program as reported by Magellan

Measure: The count of persons served annually, unduplicated count, under the Supported
Employment program

Sources of
Information:

Community Mental Health data as reported under Magellan Behavioral Health

Special Issues: The Division of Behavioral Health has a Memorandum of Understanding (MOU)
with Nebraska Vocational Rehabilitation to increase employment opportunities for
people with behavioral health (BH) problems. However, the data reported for this
indicator is limited to what is collected by the Division of Behavioral Health. In
January 2009, the Division of Behavioral Health cleaned its data system by
administratively discharging nearly 18,000 records of admission to program prior
to November 2003 and of which had no acitivity in the last year. This reduced the
number of active cases in the system. To prepare the Projected FY2010 URS
Table 16, the Division used a new method to extract the data. For FY2010, with
the community based services (Magellan Health) data, only the persons admitted
to a mental health service or a dual service (consumers who received a
specialized program including both mental health and substance abuse services)
were counted. In the past, persons served in substance abuse services with a
mental health diagnosis or reason for admission field showing "mental health"
were included. As a result, the counts on the URS Tables in FY2010 will drop.
However, the Division of Behavioral Health believes this is a more accurate
method for reporting persons served. Supported Employment persons served for
FY2008 is 453, for FY2009 is 396, and the preliminary for FY2010 is 347.

Significance: The Supported Employment program was developed under NE Behavioral Health
Reform. It is designed to be Person-centered, recovery-oriented, accessible,
focused on a positive outcome of promoting employment, and cost effective.

Action Plan: Narrative: Receiving Supported Employment - In FY2007, the Division of
Behavioral Health and Vocational Rehabilitation worked together to develop the
service definition of Supported Employment. The Supported Employment service
definition was approved on January 5, 2007 for implementation in FY2008. The
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capacity to measure fidelity needs to be developed.
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Evidence Based - Adults with SMI Receiving Assertive Community
Treatment (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A 274 280
Numerator 229 266 -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: Report the number of persons served in Assertive Community Treatment (ACT) in

Nebraska.
Target: 280 persons served in Assertive Community Treatment (ACT).
Population: the number of persons served in Assertive Community Treatment (ACT)for the

three(3) teams (Omaha, Lincoln, and Hastings).
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator: The count of the number of persons served in Assertive Community Treatment
(ACT)

Measure:
Sources of
Information:

Community Mental Health data as reported under Magellan Behavioral Health

Special Issues: In January 2009, the Division of Behavioral Health cleaned its data system by
administratively discharging nearly 18,000 records of admission to program prior
to November 2003 and of which had no acitivity in the last year. This reduced the
number of active cases in the system.

Significance:
Action Plan: Nebraska continues to implement the evidence-based practice of Assertive

Community Treatment (ACT). A first URS Table 16 for ACT was completed with
the FY2005 report. Fidelity is measured annually. The SAMHSA EBP Toolkit was
used to guide EBP Implementation. Staff have been specifically trained to
implement the EBP. The ACT teams are in Omaha, Lincoln, and Hastings. The
count is the total persons served (unduplicated) for the fiscal year reported.
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Evidence Based - Adults with SMI Receiving Family
Psychoeducation (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A N/A N/A
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal:
Target:
Population:
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator:
Measure:
Sources of
Information:
Special Issues:
Significance:
Action Plan: Narrative: At this time, Nebraska has no capacity to report on the Number of

Persons Receiving Family Psychoeducation measure. Nebraska is developing
other evidence-based practices. Receiving Family Psychoeducation is not offered
at this time. It will not be reported any time soon.
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Evidence Based - Adults with SMI Receiving Integrated Treatment
of Co-Occurring Disorders(MISA) (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A 123 100
Numerator 2,970 3,856 -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: Report the number of Adults with Serious Mental Illnesses Receiving Integrated

Treatment for Co-occurring Disorders (MH/SA) During The Year
Target: Adults with Serious Mental Illnesses Receiving Integrated Treatment for Co-

occurring Disorders
Population: Adults with Serious Mental Illnesses Receiving Integrated Treatment for Co-

occurring Disorders
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator: Count of the number of Adults with Serious Mental Illnesses Receiving Integrated
Treatment for Co-occurring Disorders

Measure: The measure is limited to the Division of Behavioral Health funded Dual
Residential and Dual Outpatient. The service is intended for adults with a primary
Axis I diagnosis of substance dependence and a co-occurring severe and
persistent mental illness requiring a more restrictive treatment environment to
prevent substance use.

Sources of
Information:

Division of Behavioral Health funded Integrated Treatment for Co-occurring
Disorders under the "Dual Diagnosis Residential and Dual Outpatient" Treatment

Special Issues: The Division of Behavioral Health is changing this measure. The measure is now
restricted to counting only those consumers who received Dual Disorder
Residential services and Dual Outpatient services. The new measure reports 82
for FY08, 74 for FY09, and 123 for FY10. 

In the previous FY08 and FY09 reports, any consumer who was identified as
having co-occurring mental health and substance abuse needs (defined by
reason for admission, service received, or diagnoses) but who was not
necessarily receiving Dual Disorder Residential service was included in the
count. The previous report for FY2008 was 2,970 and 3,856 for FY2009. 

In FY2010, the Division used a new method to extract the data. With the
community based services (Magellan Health) data, only the persons admitted to a
mental health service or a dual service (consumers who received a specialized
program including both mental health and substance abuse services) were
counted. Using updated methods, the Division of Behavioral Health has new
counts on co-occurring mental health and substance abuse. The Unduplicated
Count of Persons Receiving mental health and/or substance abuse Services
Funded by the Division of Behavioral Health in FY2010 was 37,633. Of that
group, Mental Health ONLY Consumers are 20,111(53%); Substance Abuse
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ONLY Consumers are 13,988(37%); Co-occurring Consumers are 3,534 (9%).

The previous method Adults with Serious Mental Illnesses Receiving Integrated
Treatment for Co-occurring Disorders (MH/SA) appeared to under count people
with these problems. The revised method appears to better represent the number
of persons being served in the Nebraska Behavioral Health System but not
necessarily receiving Integrated Treatment for Co-occurring Disorders. Thus, the
new measure is restricted to only those receiving Dual Disorder Residential
services.

Significance:
Action Plan: Narrative: At this time, Nebraska has very limited capacity to report on this

measure. This is a count on the number of persons served under "Dual Diagnosis
Residential and Dual Outpatient" Treatment. There is no fidelity measurement at
this time.
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Evidence Based - Adults with SMI Receiving Illness Self-
Management (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A N/A N/A
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal:
Target:
Population:
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator:
Measure:
Sources of
Information:
Special Issues:
Significance:
Action Plan: Narrative: At this time, Nebraska no capacity to report on the Number of Persons

Receiving Illness Self-Management. This service is not offered at this time. It will
not be reported any time soon.
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Evidence Based - Adults with SMI Receiving Medication
Management (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A 2,719 2,700
Numerator 3,444 4,728 -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: To develop the capacity to consistently report on the number of persons

Receiving Medication Management
Target: Persons Receiving Medication Management
Population: Persons Receiving Medication Management
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator: Number of Persons Receiving Medication Management.
Measure:
Sources of
Information:

From the URS table 17, data for the column labeled Receiving Medication
Management represents an extract for the population presented in table 2a of
those person who meet the qualifications for "Medication Management -- MH"
(cpt_codes 156 or 90862)

Special Issues: (1) In January 2009, the Division of Behavioral Health cleaned its data system by
administratively discharging nearly 18,000 records of admission to program prior
to November 2003 and of which had no acitivity in the last year. This reduced the
number of active cases in the system.

(2) To prepare the Projected FY2010 URS Table 2A, the Division used a new
method to extract the data. For FY2010, with the community based services
(Magellan Health) data, only the persons admitted to a mental health service or a
dual service (consumers who received a specialized program including both
mental health and substance abuse services) were counted. In the past, persons
served in substance abuse services with a mental health diagnosis or reason for
admission field showing "mental health" were included. As a result, the counts on
the URS Tables in FY2010 will drop. However, the Division of Behavioral Health
believes this is a more accurate method for reporting persons served. All persons
served at the Lincoln Regional Center and the Norfolk Regional Center were
counted for URS Table 2A.

(3) To obtain unduplicated count of persons served, the Division used social
security numbers and dates of birth to identify unique clients in the data system.

Significance:
Action Plan: Narrative: Receiving Medication Management is a service offered across the

state. There is no measure fidelity. The SAMHSA EBP Toolkit was not used to
guide EBP Implementation. Staff have not been specifically trained to implement
the EBP. First successfully reported in URS for FY2006.
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Client Perception of Care (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 72.04 71.54 70 70
Numerator 688 739 -- --

Denominator 955 1,033 -- -- --

Table Descriptors:
Goal: To maintain the number of consumers responding Positively About Outcomes in

the annual Nebraska Behavioral Health Consumer Survey
Target: maintain the number of consumers responding Positively About Outcomes in the

annual Nebraska Behavioral Health Consumer Survey
Population: All consumers with valid addresses and/or phone numbers within the Magellan

Behavioral Health database who do respond to the annual Nebraska Consumer
Survey

Criterion: 1:Comprehensive Community-Based Mental Health Service Systems
3:Children's Services

Indicator: Percentage responding positively
Measure: Numerator (changed for FY2010 Projected and FY2011 Target): as part of the

State QI Team work, question added to consumer survey, "The services you
received at _____ has improved your quality of life". Strongly Agree, agree,
neutral, disagree, strongly disagree.

Denominator: total number of responses
Sources of
Information:

Numerator and Denominator Data Source: Nebraska annual consumer survey.

Special Issues: The annual Nebraska Behavioral Health Consumer Survey is funded by the
Federal Mental Health Data Infrastructure Grants for Quality Improvement (State
DIG). FY2010 consumer survey data not available at the time this was prepared.
Thus, no reasonable basis for estimating. The FY2010 Projected and FY2011
Target are estimates of what may be reported under the new question added to
the Consumer Survey by the State QI Team.

Significance:
Action Plan: Estimated Completion Date: Completed NOTE: Nebraska uses Federal Mental

Health Data Infrastructure Grant funds to pay for this survey.
To be collected as part of the consumer survey and reported on Tables 9 and 11
under the agreement with NE HHS Div of Public Health Data Management Unit
(FY2008, FY2009). That unit is now part of the UNMC College of Public Health.
For FY2010 the data are being collected by UNMC. The measure is being
changed for FY2010 Projected and FY2011 Target as part of the State QI Team
work.
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Adult - Increase/Retained Employment (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A N/A N/A
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: Implement Supported Employment in partnership with Vocational Rehabilitation
Target:
Population:
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

Indicator:
Measure:
Sources of
Information:

Community Mental Health data as reported under Magellan Behavioral Health

Special Issues: The Division of Behavioral Health has a Memorandum of Understanding (MOU)
with Nebraska Vocational Rehabilitation to increase employment opportunities for
people with behavioral health (BH) problems. However, the data reported for this
indicator is limited to what is collected by the Division of Behavioral Health.

Significance:
Action Plan: -Currently report URS Table 4. Profile of Adult Clients by Employment Status. 

-Developing the capacity to reporty Table 16: Profile of Adults with Serious
Mental Illnesses...Recieving Evidence-Based Services-Supported Employment. 
- At this time, Magellan collects the data for employment at time of admission and
time of discharge. However, for consumers who are in the system for an extended
period of time, there is no capacity to update key data fields such as employment.
Thus, at this time, Nebraska does not have the capacity to address the
"Increase/Retained Employment (Percentage)" aspect of this measure. 
- Under the Magellan ASO Contract, there is an annual update of the data
including living situation. Magellan NOMS report on this measure (Coming
December, 2010).
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Adult - Decreased Criminal Justice Involvement (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A N/A N/A
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal:
Target:
Population:
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator:
Measure:
Sources of
Information:
Special Issues:
Significance:
Action Plan: Possible to develop this capacity with the UNMC contract. NE is working on

developing this capacity using administrative data from Criminal Justice (Jail
Admission Data), NE Department of Correctional Services and Division of
Behavioral Health. MOU needed to authorize the data extract transfer from
Corrections and Criminal Justice to UNMC was signed in June 2009. The
Division of Behavioral Health continues to work with the NE Dept of Correctional
Services, The NE Crime Commission, the Community Corrections Council, and
other Justice stakeholders. The goal includes developing an administrative data
base to report this measure. Also exploring the option of using Magellan data for
this measure (Coming December, 2010).
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Adult - Increased Stability in Housing (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A N/A N/A
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal:
Target:
Population:
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator:
Measure:
Sources of
Information:
Special Issues:
Significance:
Action Plan: -Currently report URS Table 15. Profile of Persons Served by Living Situation

and Table 16: Profile of Adults with Serious Mental Illnesses...Recieving
Evidence-Based Services-Supported Housing. 
- At this time, under the Magellan ASO Contract, there is an annual update of the
data including living situation. Magellan NOMS report on this measure (Coming
December, 2010).
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Adult - Increased Social Supports/Social Connectedness
(Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 76.27 75.19 75 75
Numerator 720 773 -- --

Denominator 944 1,028 -- -- --

Table Descriptors:
Goal: Adult - Increased Social Supports/Social Connectedness
Target: Adult - Increased Social Supports/Social Connectedness
Population: Adults who received mental health services and responded to the consumer

survey.
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator: Number of Positive Responses divided by Responses
Measure:
Sources of
Information:

Table 9: SAMHSA NOMs: SOCIAL CONNECTEDNESS AND IMPROVED
FUNCTIONING, Annual DBH Survey

Special Issues: The annual Nebraska Behavioral Health Consumer Survey is funded by the
Federal Mental Health Data Infrastructure Grants for Quality Improvement (State
DIG). FY2010 consumer survey data not available at the time this was prepared.
Thus, no reasonable basis for estimating. As a result, the FY2008 and 2009 data
were used for FY2010 estimated and FY2011 target.

Significance:
Action Plan: Nebraska uses Federal Mental Health Data Infrastructure Grant funds to pay for

this survey.
To be collected as part of the consumer survey and reported on Tables 9 and 11
under the agreement with NE HHS Div of Public Health Data Management Unit
(FY2008, FY2009). That unit is now part of the UNMC College of Public Health.
For FY2010 the data are being collected by UNMC.
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Adult - Improved Level of Functioning (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 80.42 73.73 73 73
Numerator 809 769 -- --

Denominator 1,006 1,043 -- -- --

Table Descriptors:
Goal: Adult - Improved Level of Functioning (Percentage)
Target: Adult - Improved Level of Functioning (Percentage)
Population: Adults served in Nebraska mental health system who completed the consumer

survey.
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services
4:Targeted Services to Rural and Homeless Populations

Indicator: Number of Positive Responses divided by the total Responses
Measure:
Sources of
Information:

Table 9: SAMHSA NOMs: SOCIAL CONNECTEDNESS AND IMPROVED
FUNCTIONING, Annual DBH Survey

Special Issues: The annual Nebraska Behavioral Health Consumer Survey is funded by the
Federal Mental Health Data Infrastructure Grants for Quality Improvement (State
DIG). FY2010 consumer survey data not available at the time this was prepared.
Thus, no reasonable basis for estimating. As a result, the FY2008 and 2009 data
were used for FY2010 estimated and FY2011 target.

Significance:
Action Plan: Nebraska uses Federal Mental Health Data Infrastructure Grant funds to pay for

this survey.
To be collected as part of the consumer survey and reported on Tables 9 and 11
under the agreement with NE HHS Div of Public Health Data Management Unit
(FY2008, FY2009). That unit is now part of the UNMC College of Public Health.
For FY2010 the data are being collected by UNMC.
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Maintain if not increase the number of people receiving Mental
Health Services

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 32,862 25,291 21,212 20,000
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: Maintain the number of people receiving Mental Health Services.
Target: To maintain the number of persons age 18 or older (unduplicated count)
Population: Adults receiving mental health services within the Nebraska Behavioral Health

System (NBHS).
Criterion: 2:Mental Health System Data Epidemiology

Indicator: count the Number of adults receiving Mental Health Services as reported on URS
Table 2A.

Measure: Number of adults receiving Mental Health Services as reported on URS Table 2A.
Sources of
Information:

Nebraska Division of Behavioral Health Services Federal Uniform Reporting
System/NE Implementation Report

Special Issues: (1) In January 2009, the Division of Behavioral Health cleaned its data system by
administratively discharging nearly 18,000 records of admission to program prior
to November 2003 and of which had no activity in the last year. This reduced the
number of active cases in the system.
(2) To prepare the Projected FY2010 URS Table 2A, the Division used a new
method to extract the data. For FY2010, with the community based services
(Magellan Health) data, only the persons admitted to a mental health service or a
dual service (consumers who received a specialized program including both
mental health and substance abuse services) were counted. In the past, persons
served in substance abuse services with a mental health diagnosis or reason for
admission field showing "mental health" were included. As a result, the counts on
the URS Tables in FY2010 will drop. However, the Division of Behavioral Health
believes this is a more accurate method for reporting persons served. All persons
served at the Lincoln Regional Center and the Norfolk Regional Center were
counted for URS Table 2A.
(3) To obtain unduplicated count of persons served, the Division used social
security numbers and dates of birth to identify unique clients in the data system.

Significance:
Action Plan:
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Maintain per Capita State Expenditures for Community Mental
Health Services

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 27.75 31.88 35.49 32
Numerator 47,482,195 54,560,767 -- --

Denominator 1,711,263 1,711,263 -- -- --

Table Descriptors:
Goal: At least maintain per Capita State Expenditures for Community Mental Health

Services.
Target: By June 30, 2010, the per capita state expenditures for community mental health

services will be maintained at over $32.00.
Population: Total Population
Criterion: 5:Management Systems

Indicator:
Measure: Performance Indicator: per Capita State Expenditures for Community Mental

Health Services
Numerator: "actual" Mental Health State Expenditures (as reported for the
Maintenance of Effort section of the Block Grant Application) 
Denominator: Total State population

Sources of
Information:

Numerator Data source: Division of Behavioral Health Services | Denominator
Data source: Nebraska Databook, Last Updated on 5/20/01 based on data from
the U.S. Bureau of the Census Web site (www.census.gov) 2001

Special Issues: Section III. Maintenance of Effort (MOE) DATA REPORTED BY: State Fiscal Year
(July 1 to June 30). Actual MOE for FY2008 is $47,482,195. Actual FY 2009 is
$54,560,767. Actual FY2010 is $60,728,294.

Significance:
Action Plan:
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Targeted Services to Rural Populations with the Rural Mental
Health Program

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 15,514 11,955 9,356 9,000
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: To maintain services to adults with in non-Metropolitan areas.
Target: The number of adults in non-Metropolitan areas receiving services.
Population: Adult Persons Served (Unduplicated Count) from the NE Counties classified as

Non-Metropolitan
Criterion: 4:Targeted Services to Rural and Homeless Populations

Indicator: Number of non-Metropolitan adults receiving services
Measure: Number of non-Metropolitan adults receiving services
Sources of
Information:

Magellan Behavioral Health Information System, as under contract with NE
DHHS Division of Behavioral Health.

Special Issues: (1) There are 93 Counties in Nebraska. For the FY2010 application, the
November 2007 Metropolitan counties per U.S. Census Bureau were used: Cass,
Dakota, Dixon, Douglas, Lancaster, Sarpy, Saunders, Seward, Washington. For
the purposes of reporting this measure, the remaining 84 Nebraska Counties are
classified as rural. In prior fiscal years only six counties were counted as
Metropolitan counties (Douglas, Sarpy, Cass, Washington, Lancaster, and Dakota
county).

(2) In January 2009, the Division of Behavioral Health cleaned its data system by
administratively discharging nearly 18,000 records of admission to program prior
to November 2003 and of which had no acitivity in the last year. This reduced the
number of active cases in the system.

(3) To prepare the Projected FY2010 URS Table 2A, the Division used a new
method to extract the data. For FY2010, with the community based services
(Magellan Health) data, only the persons admitted to a mental health service or a
dual service (consumers who received a specialized program including both
mental health and substance abuse services) were counted. In the past, persons
served in substance abuse services with a mental health diagnosis or reason for
admission field showing "mental health" were included. As a result, the counts on
the URS Tables in FY2010 will drop. However, the Division of Behavioral Health
believes this is a more accurate method for reporting persons served. All persons
served at the Lincoln Regional Center and the Norfolk Regional Center were
counted for URS Table 2A.

(4) To obtain unduplicated count of persons served, the Division used social
security numbers and dates of birth to identify unique clients in the data system.

Significance:
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Action Plan:
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ADULT - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Trauma Informed Care System Development

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A N/A 33
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: Improve access to Trauma Informed Care Service Delivery
Target: Increase the number of providers who have completed a Trauma Informed

Services Self-Assessment or Peer Assessment Tool.(Fallot/Harris - Trauma
Informed Services: Self-Assessment and Planning Protocol or Trauma Informed
Nebraska Agency Assessment Tool)

Population: Adults served in the Nebraska Behavioral Health System funded by Nebraska
Division of Behavioral Health Services

Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

Indicator: Number of providers who have completed a Trauma Informed Services Self or
Peer Assessment as reported in the annual Trauma Informed Nebraska
Stakeholder Survey.

Measure: Numerator: Total number of DBH funded providers who have completed a
Trauma Informed Services Self or Peer Assessment.
Denominator: Total number of DBH funded providers for the assigned SFY as
identified on the RP-3 and Magellan Provider list

Sources of
Information:

DBH RP-3 Provider list; Magellan Provider List and the Trauma Informed
Nebraska Stakeholder Annual Survey Tool

Special Issues:
Significance:
Action Plan:
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Child - Provides for the establishment and implementation of
an organized community-based system of care for individuals with
mental illness.
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Child - Provides for the establishment and implementation of an organized community-based 

system of care for individuals with mental illness. 

 

FY11 Children’s Portion of the MHBG 

 

Part C. State Plan 

Section III. Performance Goals and Action Plans to Improve the Service System   

***(See Adult Criterion 1: Establishment of System of Care) 

1. Current Activities:  

Criterion 1: Comprehensive community-based mental health services 

Establishment of System of Care 

 

This year, Nebraska’s Department of Health and Human Services (DHHS) closed out the 

end chapter of our Child-Adolescent State Infrastructure Grant (SIG) grant from the 

Substance Abuse Mental Health Service Administration. Although many of the time 

limited tasks of the grant are completed, many significant improvements have been made 

to strengthen the infrastructure for our System of Care for youth and families.  

 

During that time, the passage of LB 542 by the Nebraska Legislature in 2007, created the 

Children’s Behavioral Health Task Force and mandated that it provided a set of 

recommendations to the Department. The Task Force produced a report of 16 

recommendations for the behavioral health system for children and adolescents which 

focused on both specific initiatives as well as system issues addressing both adjudicated 

and non-adjudicated juveniles. . This report required the Department to develop an 

Implementation Plan in response to there recommendations. This report, knows as 

“Creating Change and Providing Hope for Nebraska’s Children, Adolescents and Their 

Families Pursuant to LB 542 (2007)” is available at: 

http://www.dhhs.ne.gov/beh/mh/LB542.pdf .  

 

 The initiation of this priority within DHHS increased the integration of children’s 

services into the overall identity of mental health service delivery as well as increasing 

the partnerships between the Division of Child and Family Services and the Division of 

Medicaid and Long Term Care. These entities have continued to collaborate establish a 

system of care for children in Nebraska. While uniform under one Department, each 

Division still has its own set of challenges, federal regulations and mandates to follow. At 

times, our efforts are skewed with larger national system issues, yet we have continued to 

be collaborative and open to opportunities to review new approaches.  

 

A specific effort that continues is the training and empowering at a local level of what 

System of Care means, how it would be implemented and what best practices could and 

should develop to progress the DHHS declared core value. Funded by the SIG grant, we 

offered statewide training for six teams and state leaders, for a two day intensive event 

facilitated by Sheila Pires and her team. Each team was to develop a plan of action for 

their respective part of the state, proposing methods to strengthen the child/adolescent 

behavioral health system in partnership with multiple agencies, organizations and entities. 

DHHS has continued to provide technical assistance for these teams and also funded 

additional learning via web-based training from University of South Florida on a variety 
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of topics. In addition, we addressed sustainability for ongoing systems of care efforts by 

funding graduate coursework in systems of care for six people to ensure availability of 

future trainings. To date, all six persons have graduated from the USF program and will 

begin providing System of Care training to each Region across the state. The timeliness 

of this is critical considering the Child Welfare reform, new providers and a complete 

system shift. Without these targeted initiatives, the larger vision DHHS has indicated as a 

priority could get diluted. The Regions continue to pursue the development of these 

collaborative ventures.  

 

The Department and its stakeholders are still identifying additional opportunities for true 

systems of care advancement. An initial commitment is the expression of the DHHS Core 

Values and Guiding Principles :  

 

 

Guiding Principles 

 
• Assessment 

• Balanced array of services 

• Utilize best practices 

• Effective care coordination, management and evaluation 

• Data driven decision making 

• Access for children, adolescents and families 

• Coordinated funding structures 
 

 

In evidence of this continued work, system partners that interact with the children/youth 

and families such as the Division of Children and Family Services and their Child welfare 

vendors, the Division of Behavioral Health and the Regional Behavioral Health 

Authorities, the Division of Medicaid and Long Term Care and Magellan have formed a 

‘Joint Committee’ purposed to address system issues. This Committee meets monthly and 

has begun to develop workgroups to target specific populations, challenges or practice 

issues.  

Cultural & Linguistic 
Competence 

 

Community Based 
Child Centered 

& Family Focused 

Core Values 
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Child - Describes available services and resources in a
comprehensive system of care, including services
for individuals with both mental illness and substance abuse. The
description of the services
in the comprehensive system of care to be provided with Federal,
State, and other public and
private resources to enable such individuals to function outside
of inpatient or residential
institutions to the maximum extent of their capabilities shall
include:

Health, mental health, and rehabilitation services; 
Employment services; 
Housing
services; 
Educational services; 
Substance
abuse services; 
Medical and dental services; 
Support services; 
Services provided by local school
systems under the Individuals with Disabilities Education Act; 
Case management services; 
Services
for persons with co-occurring (substance abuse/mental health)
disorders; and 
Other activities
leading to reduction of hospitalization.
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Child - Describes available services and resources in a comprehensive system of care, 

including services for individuals with both mental illness and substance abuse. The description 

of the services in the comprehensive system of care to be provided with Federal, State, and 

other public and private resources to enable such individuals to function outside of inpatient or 

residential institutions to the maximum extent of their capabilities. 

 

Part C. State Plan 

Section III. Performance Goals and Action Plans to Improve the Service System 

1. Current Activities 

Criterion 1: Comprehensive community-based mental health services 

Available Services 

 

Children and adolescents with severe emotional disturbances may receive services 

through a variety of methods. The Department of Health and Human Services 

(DHHS) has several Divisions that include mechanisms for behavioral health 

service provision based upon clinical and financial eligibility. Regardless of the 

payment mechanism, any publically funded services provided to children and 

youth with behavioral health disorders fall under Department regulation and 

procedures to ensure an environment of family centered practice occurs.  

 

Within DHHS, The Division of Behavioral Health (DBH), Division of Medicaid 

and Long Term Care (MLT) and the Division of Children and Family Services 

(CFS) all provide funding for certain services with attempts to address a 

comprehensive service array of both mental health and substance abuse services. 

In addition, the Division of Public Health provides funding for special 

programming addressing preventative services to the general population.  

However, persons must meet certain eligibility requirements to utilize services 

funded by the varying Divisions. For example, CFS operates within a safety 

model, and youth and families are only involved in their service system due to an 

identified issue of safety risk, from self or others. This could mean a youth with 

significant behavioral health risks of extreme self injurious behavior or needs 

beyond what the family is able to manage or provide for, or cases of abuse and/or 

neglect. This also includes youth involved with the Juvenile Justice system under 

state care. On the contrary, youth may only receive services funded by MLT that 

are financially eligible for this state insurance program and are deemed clinically 

eligible for such medically defined services. DBH is designed to meet the needs 

of those youth and families that are not experiencing a safety issue and are not 

Medicaid eligible; hence the service delivery mechanism via our Regional 

Behavioral Health Authorities. Since children and youth interact with multiple 

systems simultaneously, DBH provides funding for ‘Youth System Coordination’ 

at the regional level in order help youth and families identify multiple 

opportunities, increase system collaboration and ensure smooth service delivery.  

 

CFS system provides management and funding for a variety of services for 

children, youth and families involved in their system such as: adoption support, 

agency based foster care, child care, day reporting, detention, emergency shelter 

foster care, emergency shelter centers, family group centers, family supportive 
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services, foster care, group homes, intensive family preservation, parent 

education, respite, transitional living programs, visitation supervision, and other 

non-therapeutic services such as educational supports, interpreters, legal as well 

as other personal needs. CFS is undergoing a Child Welfare Reform effort and 

new providers are providing and/or coordinating the needs of the families, 

providing any services to meet the expected outcomes of safety, permanency and 

well-being.  

 

Medicaid continues to provide funding for medically defined clinical services 

such as child/adolescent assessments, comprehensive family assessments, day 

treatment, enhanced treatment group home, family/group/individual therapy, 

acute inpatient, intensive outpatient, medication management, residential 

treatment care, treatment foster care and treatment group homes. Medicaid, along 

with the other Divisions, has completed the revisions to the service definitions for 

such services and exploring additional possible services in order to ensure quality 

delivery, system management, efficient practices and effective outcomes. It is the 

desire of the DHHS Divisions to promote the community based and least 

restrictive levels of care are utilized for children, youth and families. Within in 

this last year, we have experienced great success in bringing a number of youth 

that were residing in out of state residential care back to Nebraska and closer to 

home. While there are times when residential care is medically appropriate, 

ultimately a youth is best served in their own home and local community 

whenever possible to reduce trauma, equip and empower families as a partner in 

the care of their youth and ensure more sustainable outcomes. DHHS Divisions 

have worked collaboratively to increase community based services and reduce the 

unnecessary need for out of home placement when possible.  

 

DBH continues to provide mental health and substance abuse services with the 

majority of our funding utilized in a wraparound program with flexible funding 

demonstrating the best results for the greatest majority of children and adolescents 

with severe emotional disorders. Additional therapeutic services offered are: 

outpatient, intensive outpatient, crisis inpatient, day treatment, home based 

therapy, medication management, therapeutic consultation, assessments, 

community support, transition team case reviews, substance abuse prevention 

programs and Professional Partners Program (Wraparound).  

 

In addition to this system structure, there are a variety of state and regional 

programs addressing a specific initiative or target population. For example, 

certain medical services may be provided through funds in the Maternal and Child 

Health Block Grant Statutory Authority: Chapter 21, Article 22, R.R.S., 1943. 

The DDHS is the administering agency and under Title V of the Social Security 

Act of 1935 as amended, Nebraska receives federal funding to address the health 

needs of all mothers and children, with particular attention to low-income 

individuals or other populations with limited access to care. With the 2009 

passage of LB603, the eligibility for certain services has increased from 185% of 

the Federal Poverty Line to 200% to increase access to such services. Here are an 
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example of services provided thru projects targeting children and adolescent 

health:  

• Health history, physical examinations, nutrition counseling  

• Dental Health and education services 

• Immunizations 

• Access to Health Check services  

• Teen pregnancy prevention and education 

• Preventative and simple intervention dental care 

• Acute and chronic care 

• Mental Health services including early screening, infant and toddler 

mental health programming 

 

Some Dental services may be provided by the Dental Health Program, which provides 

comprehensive dental services for children who would not otherwise receive care. This 

program has been funded by the Maternal and Child Health Block Grant. This program 

serves as an entry point into the dental health delivery system for eligible youth and to 

improve the quality of all services necessary to prevent disease and restore oral health.  

 

Services for children with a severe emotional disorder are also provided through the 

public school system and especially for those requiring transition services. In the public 

education system, the term ‘transition services’ means a coordinated set of activities for a 

student with a  disability that is designed within an outcome oriented process to promote 

movement from school to post school activities. These services may include post 

secondary, education, vocational training, integrated employment, continuing education, 

independent living and more based upon student need.  

 

With the recent attention from the Nebraska Legislature on children’s mental health, 

there is an opportunity to review current service provision, mechanisms for identifying 

system needs, system organization and child serving system coordination. These peaked 

interests have provided for an arena in which all child serving agencies are able to 

demonstrate both successes and barriers with an audience and opportunity to address 

potential areas for growth.  
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Child - An estimate of the incidence and prevalence in the State
of serious mental illness among adults and serious emotional
disturbance among children
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see Adult - Estimate of Prevalence
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Child - Quantitative targets to be achieved in the implementation
of the system of care
described under Criterion 1

OMB No. 0930-0168                         Expires: 08/31/2011     Page 303 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 303 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 303 of 342



Adult - Quantitative Targets

OMB No. 0930-0168                         Expires: 08/31/2011     Page 304 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 304 of 342OMB No. 0930-0168                         Expires: 08/31/2011     Page 304 of 342



Child - Provides for a system of integrated services appropriate
for the multiple needs of children without
expending the grant under Section 1911 for the fiscal year
involved for any services under
such system other than comprehensive community mental health
services. Examples of integrated
services include:

Social services; 
Educational services, including services provided under the
Individuals
with Disabilities Education Act; 
Juvenile justice services; 
Substance abuse services; and

Health and mental health services.
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Child - Provides for a system of integrated services appropriate for the multiple needs of 

children without expending the grant under Section 1911 for the fiscal year involved for any 

services under such system other than comprehensive community mental health services. 

Examples of integrated services include: social services, educational services, juvenile justice, 

substance abuse, health and mental health services.  

FY11Children’s Portion of the MHBG 

Part C. State Plan 

Section III. Performance Goals and Action Plans to Improve the Service System 

1. Current Activities 

Criterion 3: Children’s Services 

System of Integrated Services 

 

The Department of Health and Human Services is comprised of six Divisions, several of 

which fund services and programs for children and adolescents, in a variety of ways. The 

Division of Behavioral Health, Division of Medicaid and Long Term Care, Division of 

Children and Family Services and the Division of Developmental Disabilities are four 

(4D’s) of the six Divisions that often overlap. Although each Division has its own target 

population, eligibility requirements, desired outcomes and goals, the merged system of a 

singular Department has significantly increased the ability for these previously 

independent Divisions to utilize common data systems, enhance policy coordination, 

strengthen infrastructure development and have a more efficient financial structure.  This 

allows for service integration and efficiency in strategic planning while addressing the 

needs of children, youth and families. To this end, there are multiple layers of 

administrative workgroups designed to address operations, fiscal and service array 

mapping, policy reviews, service definitions, staff and workforce training, reporting and 

parameters for care.  

 

In addition to the inter department collaboration, there are partnerships with external 

department and agencies that also address children and youth. A true systems of care 

environment includes all possible members at the table, including the powerful voices of 

youth and families. DHHS and especially DBH, have a working relationship with the 

Nebraska Federation of Families for Children’s Mental Health to ensure family voice is a 

partner in the development of policy, programs and planning. DBH collaborates with the 

Federation in the leadership of the Youth Systems Team, a group whose membership 

includes providers, system coordinators, families and other stakeholders to provide 

opportunity for system planning.  

 

Another such concerted effort is a Joint Committee consisting of representation from 

MLT, DBH and the Regions, CFS and the Child Welfare vendors, Magellan. This team is 

gathered monthly to address the youth and families we serve and collaborate for system 

improvement regarding the general system of care as well as specific system initiatives or 

populations.  Significant efforts over the years has lead to improved data collection and 

service coordination, and a recent commitment by multiple partners to address the needs 

of youth and families is enhanced by these long standing relationships. For example, 

work to identify strategies to ensure the smooth transition of youth experiencing 

behavioral health disorders into the adult behavioral health system. Often these 
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adolescents are experiencing multiple barriers such as finding developmentally 

appropriate behavioral health services, connecting to viable employment opportunities, 

securing residency and defining or redefining peer and family environments. Sometimes, 

the greatest barrier is that participation in any services at all is purely voluntary once a 

youth becomes a legal adult. Another example is the coordinated efforts to ensure access 

to mental health and/or substance abuse treatment for parents whose children have 

entered the state’s custody. The recovery of an adult parent clearly impacts the safety, 

stability and well being of the entire family system and increases the likelihood of a child 

returning home. A family systems approach is not only wise, but critical to the stability of 

the family structure and ultimately our communities.  

 

At a local level, child welfare providers are working closely with Family Organizations, 

adult behavioral health providers and other community support services to create an 

integrated approach to care. Another example of such collaborative services is our 

Professional Partner Program. This wraparound program embodies the meaning of 

integrated services with its family centered approach, flexible funding and team 

approach. A family with a youth experiencing a severe emotional disorder will create a 

plan of care with their Professional Partner who will assist them in identifying both 

informal and formal supports. This partner in their plan may accompany the family to 

important meetings, partner with school supports, fund tutoring, mentoring, therapy or 

other supportive services. DBH utilizes the majority of its funding for this program in 

order to maximize the collaborative partnerships of other integrated system leaders. This 

approach leverages early childhood initiatives, supports the Department of Education’s 

Positive Behavioral Health schools, partners with child welfare providers and most 

importantly preserves the family voice.  
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Child - Establishes defined geographic area for the provision of
the services of such system.
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See Nebraska Department of Health and Human Services Division of Behavioral
Health
Regional Behavioral Health Authorities (Map of Regions)
http://www.dhhs.ne.gov/beh/nebhrgb.htm

See Nebraska Department of Health and Human Services Division of Children and
Family Services
Service Areas (Map of Service Areas)
http://www.dhhs.ne.gov/SvcAreaMap.pdf
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Child - Describe State's outreach to and services for individuals
who are homeless
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see adult outreach to homeless
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Child - Describes how community-based services will be provided to
individuals in rural areas
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see adult rural area services
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Child - Describes financial resources, staffing and training for
mental health services
providers necessary for the plan;
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see adult - Resources for Providers
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Child - Provides for training of providers of emergency health
services regarding mental health;
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see adult - Resources for Providers
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Child - Describes the manner in which the State intends to expend
the grant under Section 1911 for the fiscal years involved
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see adult - Resources for Providers
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Increased Access to Services (Number)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 4,049 3,030 2,688 2,500
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: To increase access to services
Target: To maintain the number of Children (age 0-17) served
Population: The persons served in mental health services in the Nebraska Behavioral Health

System funded by the Nebraska Division of Behavioral Health Services
Criterion: 2:Mental Health System Data Epidemiology

3:Children's Services

Indicator: Access to Services
Measure: Total persons served as reported on the URS Table 2 Table 2A. Profile of

Persons Served, All Programs by Age, Gender and Race/Ethnicity Youth URS
Table 2A

Sources of
Information:

Division of Behavioral Health Services / Community Mental Health - unduplicated
count

Special Issues: (1) In January 2009, the Division of Behavioral Health cleaned its data system by
administratively discharging nearly 18,000 records of admission to program prior
to November 2003 and of which had no activity in the last year. This reduced the
number of active cases in the system.
(2) To prepare the Projected FY2010 URS Table 2A, the Division used a new
method to extract the data. For FY2010, with the community based services
(Magellan Health) data, only the persons admitted to a mental health service or a
dual service (consumers who received a specialized program including both
mental health and substance abuse services) were counted. In the past, persons
served in substance abuse services with a mental health diagnosis or reason for
admission field showing "mental health" were included. As a result, the counts on
the URS Tables in FY2010 will drop. However, the Division of Behavioral Health
believes this is a more accurate method for reporting persons served. All persons
served at the Lincoln Regional Center and the Norfolk Regional Center were
counted for URS Table 2A.
(3) To obtain unduplicated count of persons served, the Division used social
security numbers and dates of birth to identify unique clients in the data system.

Significance:
Action Plan: Narrative: The data are as reported on URS Table 2A. These are reporting the

Federal Uniform Reporting System using the capacity to report an unduplicated
count of persons served between community mental health using Magellan Data.
Summary from 2A “Profile of Persons Served, All Programs by Age, Gender and
Race/Ethnicity” Estimated Completion Date: Completed
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Reduced Utilization of Psychiatric Inpatient Beds - 30 days
(Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 2.62 3.73 4 4
Numerator 6 5 -- --

Denominator 229 134 -- -- --

Table Descriptors:
Goal: Reduced or maintain 30 day readmission rate for youth into community

Psychiatric Inpatient Beds
Target: youth served in community Psychiatric Inpatient Beds
Population: youth served in community Psychiatric Inpatient
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator: Numerator: For youth age 0-17, the Number of Readmissions to Any Community
Psychiatric Inpatient Hospital Unit (there are no State Operated Units for youth)
within 30 days | Denominator: Total number of Discharges in Year for For youth
age 0-17 from a community Hospital under contract with the Regions as reported
on URS TAble 21.

Measure: 30 day readmission rate for youth into community Psychiatric Inpatient Beds as
reported on URS Table 21 (Youth age 0-17)

Sources of
Information:

Division of Behavioral Heatlh

Special Issues: URS Table 21 [Profile of Non-Forensic (Voluntary and Civil-Involuntary Patients)
Readmission to Any Psychiatric Inpatient Care Unit (State Operated or Other
Psychiatric Inpatient Unit) Within 30/180 Days of Discharge] was used for this.
This is a change for FY2011. 

FY2010 preliminary data not available at the time this was prepared. Thus, no
reasonable basis for estimating. As a result, the FY2008 and FY2009 data were
used for the projected FY2010 and FY2011 target.

Significance:
Action Plan: The Division has contracted with the University of Nebraska Medical Center

(UNMC) College of Public Health to prepare the URS Tables. UNMC prepared
the URS Tables 21 for FY2008 and FY2009. The URS Table 21 will not be
available until Fall 2010.
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Reduced Utilization of Psychiatric Inpatient Beds - 180 days
(Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 6.11 8.21 8 8
Numerator 14 11 -- --

Denominator 229 134 -- -- --

Table Descriptors:
Goal: Reduced or maintain 180 day readmission rate for youth into community

Psychiatric Inpatient Beds
Target: youth served in community Psychiatric Inpatient
Population: youth served in community Psychiatric Inpatient
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator: Numerator: For youth age 0-17, the Number of Readmissions to Any Community
Psychiatric Inpatient Hospital Unit (there are no State Operated Units for youth)
within 180 days | Denominator: Total number of Discharges in Year for For youth
age 0-17 from a community Hospital under contract with the Regions as reported
on URS TAble 21.

Measure: 180 day readmission rate for youth into community Psychiatric Inpatient Beds as
reported on URS Table 21

Sources of
Information:

Division of Behavioral Health

Special Issues: FY2010 preliminary data not available at the time this was prepared. Thus, no
reasonable basis for estimating. As a result, the FY2008 and FY2009 data were
used for the projected FY2010 and FY2011 target.

Significance:
Action Plan: The Division has contracted with the University of Nebraska Medical Center

(UNMC) College of Public Health to prepare the URS Tables. UNMC prepared
the URS Tables 21 for FY2008 and FY2009. The URS Table 21 will not be
available until Fall 2010.
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Evidence Based - Number of Practices (Number)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A 3 3
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: Maintain, and expand when possible, the number of Evidence-Based Practices

(EBPs) in Nebraska.
Target: Maintain, and expand when possible, the number of Evidence-Based Practices

(EBPs) in Nebraska.
Population: Persons served by NE Division of Behavioral Health who may benefit from

Evidence-Based Practices (EBPs).
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator: Count of the number of Evidence-Based Practices (EBPs) implemented in
Nebraska.

Measure: Count the number of Evidence-Based Practices (EBPs) in Nebraska that serve
youth [Integrated Treatment For Co-Occurring Disorder (Mental Health /
Substance Abuse) Dual Diagnosis Treatments; Medication Management; and
Multisystemic Therapy (MST)] funded by the Division of Behavioral Health.

Sources of
Information:

NE Division of Behavioral Health

Special Issues: Nebraska Division of Behavioral Health is implementing the following Evidence-
Based Practices (EBPs)
1. Integrated Treatment For Co-Occurring Disorder (Mental Health / Substance
Abuse) Dual Diagnosis Treatments (Dual Outpatient Youth)
2. Medication Management
3. Multisystemic Therapy (MST)

Significance:
Action Plan: Narrative: At this time, Nebraska has very limited capacity to report on this

measure. Nebraska is developing the following evidence-based practices
Integrated Treatment For Co-Occurring Disorder (Mental Health / Substance
Abuse) Dual Diagnosis Treatments; Medication Management; and Multisystemic
Therapy (MST). Each one has a different capacity for reporting unduplicated
counts of persons served.
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Evidence Based - Children with SED Receiving Therapeutic
Foster Care (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A N/A N/A
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal:
Target:
Population:
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator:
Measure:
Sources of
Information:
Special Issues:
Significance:
Action Plan: Narrative: DBH does not fund. This is funded by MLTC. At this time, Nebraska

has very limited capacity to report on this measure.
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Evidence Based - Children with SED Receiving Multi-Systemic
Therapy (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A 8 8
Numerator 35 9 -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: To mainrtain the number of Children with SED Receiving Multi-Systemic Therapy

services
Target: serve 9 Children with SED in Multi-Systemic Therapy
Population: Children with SED Receiving Multi-Systemic Therapy
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator: count of persons served in Multi-Systemic Therapy services.
Measure: number of Children with SED Receiving Multi-Systemic Therapy served in

Region 3 - Mid Plains Center in Grand Island
Sources of
Information:

Mid Plains Center is the only provider of this service.

Special Issues: Mid Plains Center is the only provider of this service. The Division believes there
was an over count of persons served in this program. The previous reports were
35 served in FY2008. This count has been consistent over the last few years.
Based on reports directly from Region 3, the actual number of persons served in
FY2009 was 9. This was not a registered service under the Magellan contract.
Starting in July 2009, Mid Plains Center started reporting these data on Magellan.

Significance:
Action Plan: Narrative: Receiving Multi-Systemic Therapy – This service is offered by one

provider. No capacity to measure fidelity. The SAMHSA EBP Toolkit was not used
to guide EBP Implementation.
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Evidence Based - Children with SED Receiving Family Functional
Therapy (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A N/A N/A
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal:
Target:
Population:
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator:
Measure:
Sources of
Information:
Special Issues:
Significance:
Action Plan: Narrative: At this time, Nebraska has no capacity to report on this measure.

Nebraska is developing evidence-based practices. Each one has a different
capacity for reporting. Receiving Family Functional Therapy – This service is not
offered at this time. We currently do not fund.
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Client Perception of Care (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 58.40 60.61 60 60
Numerator 73 80 -- --

Denominator 125 132 -- -- --

Table Descriptors:
Goal: To maintain the number of clients reporting positively about outcomes.
Target: maintain the number of consumers responding Positively About Outcomes in the

annual Nebraska Behavioral Health Consumer Survey
Population: All consumers with valid addresses and/or phone numbers within the Magellan

Behavioral Health data base who do respond to the annual Nebraska Consumer
Survey

Criterion: 1:Comprehensive Community-Based Mental Health Service Systems
3:Children's Services

Indicator: Number of Positive Responses on the consumer survey for Outcomes for
Children

Measure: Numerator (changed for FY2010 Projected and FY2011 Target): as part of the
State QI Team work, question added to consumer survey, "The services you
received at _____ has improved your quality of life". Strongly Agree, agree,
neutral, disagree, strongly disagree.

Denominator: total number of responses
Sources of
Information:

Numerator (changed for FY2010 and FY2011): State QI Team work, question
added to survey, "The services you received at _____ has improved your quality
of life". Strong Agree, agree, neutral, disag, strong disag

Denominator: total number of responses
Special Issues: The annual Nebraska Behavioral Health Consumer Survey is funded by the

Federal Mental Health Data Infrastructure Grants for Quality Improvement (State
DIG). FY2010 consumer survey data not available at the time this was prepared.
Thus, no reasonable basis for estimating. The FY2010 Projected and FY2011
Target are estimates of what may be reported under the new question added to
the Consumer Survey by the State QI Team.

Significance:
Action Plan: Estimated Completion Date: Nebraska uses Federal Mental Health Data

Infrastructure Grant funds to pay for this survey.
To be collected as part of the consumer survey and reported on Tables 9 and 11
under the agreement with NE HHS Div of Public Health Data Management Unit
(FY2008, FY2009). That unit is now part of the UNMC College of Public Health.
For FY2010 the data are being collected by UNMC. The measure is being
changed for FY2010 Projected and FY2011 Target as part of the State QI Team
work.
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Child - Return to/Stay in School (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A N/A N/A
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal:
Target:
Population:
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator:
Measure:
Sources of
Information:
Special Issues:
Significance:
Action Plan: At this time, Nebraska does not have the capacity to report on this measure.

Magellan NOMs report on this measure (coming December 2010).
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Child - Decreased Criminal Justice Involvement (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A N/A N/A
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal:
Target:
Population:
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator:
Measure:
Sources of
Information:
Special Issues:
Significance:
Action Plan: At this time, Nebraska does not have the capacity to report on this measure.

Magellan NOMs report on this measure (coming December 2010).
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Child - Increased Stability in Housing (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A N/A N/A
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal:
Target:
Population:
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator:
Measure:
Sources of
Information:
Special Issues:
Significance:
Action Plan: DBH does not fund.
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Child - Increased Social Supports/Social Connectedness
(Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 81.10 90.91 90 90
Numerator 103 120 -- --

Denominator 127 132 -- -- --

Table Descriptors:
Goal: Maintain or increase Child - Increased Social Supports/Social Connectedness

(Percentage)
Target: Maintain Child - Increased Social Supports/Social Connectedness (Percentage)
Population: Youth age 0-17 who were served in the Nebraska Behavioral Health System and

selected under a random sample to receive the annual consumer survey.
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services

Indicator: Using data reported under URS Table 9: SAMHSA NOMs: SOCIAL
CONNECTEDNESS AND IMPROVED FUNCTIONING (Child/Adolsecent
Consumer Survey Results/ 3. Social Connectedness); Performance Indicator-
Percent Positive (calculated); Numerator-Number of Positive Responses; and
Denominator-Responses.

Measure:
Sources of
Information:

Nebraska annual Behavioral Health consumer survey

Special Issues: The annual Nebraska Behavioral Health Consumer Survey is funded by the
Federal Mental Health Data Infrastructure Grants for Quality Improvement (State
DIG). FY2010 consumer survey data not available at the time this was prepared.
Thus, no reasonable basis for estimating. As a result, the FY2008 and FY2009
data were used for FY2010 estimated and FY2011 target.

Significance:
Action Plan:
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Child - Improved Level of Functioning (Percentage)

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 60.80 62.31 62 62
Numerator 76 81 -- --

Denominator 125 130 -- -- --

Table Descriptors:
Goal: Maintain or increase Child - Improved Level of Functioning (percentage)
Target: Maintain Child - Improved Level of Functioning (percentage)
Population: Youth (age 0-17) served in the Nebraska Behavioral Health System and selected

using a random sample to receive the annual consumer survey
Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

3:Children's Services
4:Targeted Services to Rural and Homeless Populations

Indicator: Using data reported under URS Table 9: SAMHSA NOMs: SOCIAL
CONNECTEDNESS AND IMPROVED FUNCTIONING - Child/Adolsecent
Consumer Survey Results (4. Functioning) ... Performance Indicator-Percent
Positive (calculated); Numerator-Number of Positive Responses; Denominator-
Responses.

Measure:
Sources of
Information:

Annual Nebraska Behavioral Health Consumer Survey

Special Issues: The annual Nebraska Behavioral Health Consumer Survey is funded by the
Federal Mental Health Data Infrastructure Grants for Quality Improvement (State
DIG). FY2010 consumer survey data not available at the time this was prepared.
Thus, no reasonable basis for estimating. As a result, the FY2008 and FY2009
data were used for FY2010 estimated and FY2011 target.

Significance:
Action Plan:
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Maintain or increase services to children with serious emotional
disorders in non-Metropolitan areas

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 1,820 1,504 1,195 1,000
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: To maintain or increase services to children with serious emotional disorders in

non-Metropolitan areas.
Target: Maintain the number of children in non-Metropolitan areas receiving mental

health services.
Population: Children served in Nebraska Behavioral Health System receiving mental health

services living in non-Metropolitan areas.
Criterion: 4:Targeted Services to Rural and Homeless Populations

Indicator: Number of non-Metropolitan children with serious emotional disorders receiving
services.

Measure: Count of non-Metropolitan children receiving mental health services.
Sources of
Information:

Megallan Behavioral Health Information System, as under contract with NE
DHHS Division of Behavioral Health.

Special Issues: -- There are 93 Counties in Nebraska. For the FY2010 application, the November
2007 Metropolitan counties per U.S. Census Bureau were used: Cass, Dakota,
Dixon, Douglas, Lancaster, Sarpy, Saunders, Seward, Washington. For the
purposes of reporting this measure, the remaining 84 Nebraska Counties are
classified as rural. In prior fiscal years only six counties were counted as
Metropolitan counties (Douglas, Sarpy, Cass, Washington, Lancaster, and Dakota
county).
-- In January 2009, the Division of Behavioral Health cleaned its data system by
administratively discharging nearly 18,000 records of admission to program prior
to November 2003 and of which had no acitivity in the last year. This reduced the
number of active cases in the system.
-- In FY2010, the Division used a new method to extract the data. For FY2010,
with the community based services (Magellan Health) data, only the persons
admitted to a mental health service or a dual service (consumers who received a
specialized program including both mental health and substance abuse services)
were counted. In the past, persons served in substance abuse services with a
mental health diagnosis or reason for admission field showing "mental health"
were included. As a result, the counts on the URS Tables in FY2010 will drop.
However, the Division of Behavioral Health believes this is a more accurate
method for reporting persons served.

Significance:
Action Plan:
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Maintain or increase the number of persons age 0-17 receiving
services through the Nebraska Behavioral Health System

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 4,049 3,030 2,688 2,500
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: To maintain or increase the number of persons age 0-17 receiving services

through the Nebraska Behavioral Health System
Target: The number of children receiving services will be maintained.
Population: Children and adolescents receiving Mental Health Services
Criterion: 2:Mental Health System Data Epidemiology

Indicator: The number of children and adolescents receiving services
Measure: Count of number of children receiving services
Sources of
Information:

URS Table 2A for FY2008 and FY2009. For FY2010, projected based on Division
of Behavioral Health analysis.

Special Issues: (1) In January 2009, the Division of Behavioral Health cleaned its data system by
administratively discharging nearly 18,000 records of admission to program prior
to November 2003 and of which had no activity in the last year. This reduced the
number of active cases in the system.
(2) To prepare the Projected FY2010 URS Table 2A, the Division used a new
method to extract the data. For FY2010, with the community based services
(Magellan Health) data, only the persons admitted to a mental health service or a
dual service (consumers who received a specialized program including both
mental health and substance abuse services) were counted. In the past, persons
served in substance abuse services with a mental health diagnosis or reason for
admission field showing "mental health" were included. As a result, the counts on
the URS Tables in FY2010 will drop. However, the Division of Behavioral Health
believes this is a more accurate method for reporting persons served. All persons
served at the Lincoln Regional Center and the Norfolk Regional Center were
counted for URS Table 2A.
(3) To obtain unduplicated count of persons served, the Division used social
security numbers and dates of birth to identify unique clients in the data system.

Significance:
Action Plan:
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Maintain per capita State Expenditures for Community Mental
Health Services

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator 9.15 9.94 11 11
Numerator 4,120,066 4,473,352 -- --

Denominator 450,242 450,242 -- -- --

Table Descriptors:
Goal: Maintain per Capita State Expenditures for Community Mental Health Services
Target: there will be at least the same level of spending in per capita state expenditures

for children's community mental health services.
Population: Total children's population ages 0-17 years served in the Nebraska (Nebraska

2000 Census data youth age 0-17 = 450,242).
Criterion: 5:Management Systems

Indicator: per Capita state expenditures
Measure: Performance Indicator: youth Capita State Expenditures; Numerator: funding

levels as reported under Set-Aside for Children's Mental Health Services Report;
Denominator: Youth population in Nebraska ages 0-17 years (450,242)

Sources of
Information:

Numerator: Set-Aside for Children's Mental Health Services Report
Denominator: Nebraska Databook, Last updated on 5/21/01 based on data from
the U.S. Bureau of the Census Web site (www.census.gov) 2001

Special Issues:
Significance:
Action Plan:
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Perception of Services/Care

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A N/A 75
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: 75% of consumers report services received improved their quality of life.
Target: Parents of youth with serious emotional disturbance report services received

improved their child's quality of life.
Population: Parents of youth with serious emotional disturbance
Criterion: 3:Children's Services

Indicator: numerator: the number of individuals responding with strongly agree or agree to
question on survey
denominator: total number of individuals responding to survey

Measure: percentage of positive responses to the question: The services your child
received at _____ has improved his/her quality of life. Strongly Agree, agree,
neutral, disagree, strongly disagree.

Sources of
Information:

Division of Behavioral Health

Special Issues: Persons not included in the annual consumer survey are individuals served in
emergency services

Significance:
Action Plan:
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CHILD - GOALS TARGETS AND ACTION PLANS

Transformation Activities: 
Name of Performance Indicator: Trauma Informed Care System Development

(1) (2) (3) (4) (5)
Fiscal Year FY 2008 Actual FY 2009 Actual FY 2010 Projected FY 2011 Target

Performance Indicator N/A N/A N/A 33
Numerator N/A N/A -- --

Denominator N/A N/A -- -- --

Table Descriptors:
Goal: Improve access to Trauma Informed Care Service Delivery
Target: Increase the number of providers who have completed a Trauma Informed

Services Self-Assessment or Peer Assessment Tool.(Fallot/Harris - Trauma
Informed Services: Self-Assessment and Planning Protocol or Trauma Informed
Nebraska Agency Assessment Tool)

Population: Youth served in the Nebraska Behavioral Health System funded by Nebraska
Division of Behavioral Health Services

Criterion: 1:Comprehensive Community-Based Mental Health Service Systems

Indicator: Number of providers who have completed a Trauma Informed Services Self or
Peer Assessment as reported in the annual Trauma Informed Nebraska
Stakeholder Survey.

Measure: Numerator: Total number of DBH funded providers who have completed a
Trauma Informed Services Self or Peer Assessment.
Denominator: Total number of DBH funded providers for the assigned SFY as
identified on the RP-3 and Magellan Provider list

Sources of
Information:

DBH RP-3 Provider list; Magellan Provider List and the Trauma Informed
Nebraska Stakeholder Annual Survey Tool

Special Issues:
Significance:
Action Plan:
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Upload Planning Council Letter for the Plan
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The State of Nebraska's Advisory Committee on Mental Health

August 20, 2010

Barbara Orlando
Grants Management Specialist
Division of Grants Management, OPS, SAMHSA
1 Choke Cherry Road, Rm. 7-1091
Rockville, Maryland 20857

Dear Ms Orlando,

Please regard this letter as documentation that the Nebraska State Plan was shared with
the Planning Council. Specifically, on August 12th, 2010 the Nebraska State Advisory
Committee on Mental Health, (Planning Council), reviewed a draft of the FY 2011
Nebraska Community Health Services Block Grant Application.

Many issues were discussed during the review. Below are some highlights from those
discussions.

Children and Family Services:

In regard to the Children's Behavioral Health Services/Suicide Prevention, the
Division needs to address the following:

* need to pay more attention to transitional aged youth
* there is a philosophical difference between Children's
behavioral Health and Child Welfare; we need to follow some of the
models being developed in Child welfare, such as getting young people
involved in leadership roles and mentoring others with behavioral health
system experiences
* "would like to add more living skills services for transitioning aged
youth
* address the fact that families are not aware of where to go for
resources /services
* schools are not informed on behavioral health resources
* would like to see more education in the school system on
behavioral health issues and signs and symptoms awareness
* need more collaboration with the school system
* too many children are placed in special education that don't need to be;
too many are sent to the principal's office to address behavior alone
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Adult Services
* collaborate with the VA more regarding behavioral health services
* there needs to be more emphasis placed on WRAP (Wellness
recovery Action Plan) training and educating others about its availability,
especially law enforcement and providers
* need to better manage individuals in crisis who end up in the
emergency system; too many are placed in jail that shouldn't be

Criminal Justice/Mental Health

* continue attention on Criminal Justice and Behavioral Health regarding
the release of inmates from jail; would like to see more emphasis in
judicial training on behavioral health in the rural areas of the State
* good work on Criminal Justice and Behavioral Health discharge
planning, but needs more work on employment services
* jail diversion collaboration is good, but more needs to be done

All Services

* as Health Care Reform unfolds, would like to see the Block Grant
funding used more for supportive and community based services
* documentation regarding stigma will be added to the consumer
information
* there are good initiatives and forward thinking going on across the
State; focus on cost saving — need to modify approach to services; future
focus on best practice and efficiency to maximize funding
* it is interesting to see how far the State has come in providing
Behavioral Health Services; would like the State to be responsive to the
gaps indicated in Supported Employment services

As Chair of this Committee, I was pleased by the amount of feedback and input from
Committee Members. I "was equally impressed by the depth of knowledge and passion
the Committee demonstrates in the continuing effort to improve mental health services,
and the delivery process of those services.

In closing, the Advisory Committee would like to emphasize while 95% of the MHBG
monies are allocated regionally to provide services and the remaining 5% of those funds
are being used by the Office of Consumer Affairs for Consumer related activities; a
crucial need exist for additional funding.

Sincerely,

Bev Ferguson, Chair
Nebraska State Advisory Committee on Mental Health Services
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OPTIONAL- Applicants may use this page to attach any additional
documentation they wish to support or clarify their application.
If there are multiple files, you must Zip or otherwise merge them
into one file.
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Appendix A (Optional) 

 

August 30, 2010 

 

To: Barbara Orlando 

Grants Management Specialist 

Division of Grants Management, OPS, SAMHSA 

1 Choke Cherry Road, Rm. 7-1091 

Rockville, Maryland 20857 

 

From: Jim Harvey, NE Division of Behavioral Health 

 

Re: Division of Behavioral Health comment on the letter from the State Advisory Committee on 

Mental Health Services  

 

The letter from Bev Ferguson, Chair of the Nebraska State Advisory Committee on Mental Health 

Services, documents their review of the State Application on August 12, 2010.   

 

In the letter, there are some concerns which the Division of Behavioral Health acknowledges.  The 

Division has a positive working relationship with the State Advisory Committee on Mental Health 

Services.  Thus this letter suggests more needs to be done to clarify specific things the Division is 

doing.  In order to help clarify some of the concerns raised by the letter, the Division added some 

content to the application.   

 

- Under Adult - Child - New Developments and Issues - It is understood some families may 

not be aware of where to go for resources and services.  The Help Line and Family 

Navigator Contract with Boys Town (beginning on January 1, 2010) is intended to cover 

this.   

 

- Under Adult - Overview of State's Mental Health System – The separate Divisions within 

the Department of Health and Human Services share a common vision for behavioral health 

services for children: To provide children, adolescents and their families with the right 

service, in the right amount, at the right location, for the right length of time, at an 

affordable, sustainable cost. 

 

- Under Adult - Child - New Developments and Issues – There are two new sections covering 

Child Welfare Reform: Out of Home Framework and Children’s Public Health Insurance 

Expansion 

 

In addition, there is the work of the Nebraska In-Depth Technical Assistance (IDTA) Project.  The 

Nebraska’s IDTA Project involves six systems working together to achieve systems integration and 

coordination for the benefit of children and families.  These systems include: the legal system, child 

protective services, substance abuse (behavioral health), Medicaid, Supreme Court Probation and 

Nebraska Federation of Families.   

 

These and the other concerns raised in the letter will be addressed by the Division of Behavioral 

Health at the future meetings of the State Advisory Committee on Mental Health Services.   
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