Joint State Committees Meeting
May 3, 2011 — 9:00 a.m. to 4:00 p.m.
Country Inn & Suites — 5353 No. 27" St. Lincoln, NE

Welcome:
Dr. Scot Adams, Director of the Division of Behavioral Health (DBH), welcomed everyone to the meeting
and expressed appreciation for taking time to come together to share ideas and learn from each other.
Director Adams stated his goals for this Joint Committees meeting include:

1. Increase relationships among the three committees

2. Define the committees’ agendas moving forward with regards to the Behavioral Health Strategic

Plan for 2011-2015
3. Begin discussion related to the Unified SAMHSA Block Grant

Mental Health Committee Members Present {17):

Adria Bace, Beth Baxter, Pat Compton, Cheryl Crouse, Sharon Dalrymple, Bev Ferguson, Scot Ford,
Dwain Fowler, Jette Hogenmiller, Kathy Lewis, Vicki Maca, Colleen Manthei, Ed Matney, Jerry McCallum,
Kasey Moyer, Pat Talbott, Cameron White

Substance Abuse Committee Members Present (9):
Corey Brockway, Ann Ebsen, Jay Jackson, Janet Johnson, Linda Krutz, Vicki Maca, Dr. Delinda Mercer,
Brenda Miner, Randy See

Committee on Problem Gambling Members Present (5):
John Bekins, Carmen Engelhardt, John Hill, Dennis McNeilly, Ken Timmerman

DHHS Staff Present:
Scot Adams, Jim Harvey, Blaine Shaffer, Dan Powers, Jim Harvey, Nancy Helier, Dianne Harrop

Guests Present:
Wanda Swanson, Cathy Heyen, Joshua Robinson, Jonah Deppe, J. Rock Johnson, Kathleen Hanson, Deb
Hammond, Lisa Sullivan, Alan Green

. Call to Order
The meeting was called to order at 9:00 a.m. Committee members introduced them self. Roll call of each
committee was taken and documented. A quorum was determined.

Il. Approval of Mental Health Committee Minutes
v Motion was made by Bev Ferguson and seconded by Beth Baxter to approve the February 3, 2011
minutes. Al members present were in favor of the approval and motion carried.

Approval of Substance Abuse Committee Minutes
v Motion was made by Ann Ebsen and seconded by Benda Miner to approve the April 4, 2011 Conference
Call minutes. All members present were in favor of the approval and motion carried.

“Hi.  Strategic Plan 2011-2015 http://iwww.dhhs.ne.gov/Behavioral_Health/BHSP-Final-02-17-11.pdf
Director Adams discussed an overview of the Behavioral Health Strategic Plan 2011-2015. Today one can
see clear roles for private insurance, Medicaid, and DBH funded services. However, as tomorrow
approaches, the funding role for behavioral health treatment will shift toward private insurance and
Medicaid, with a very small portion for DBH. The result is the public behavioral health system blurs with the
private behavioral health system. This raises a variety of system issues: access, quality, effectiveness,
efficiency, accountability in relationships, and more. Whew!! Thus, we will focus on the doable and
valuable within the next 3-5 years.




IV. Input on Goals by Committees
The Nebraska Division of Behavioral Health Strategic Plan 2011-2015 (final version posted to the website:
February 18, 2011) was distributed to those attending. The following Goals were reviewed:

1. The public behavioral health workforce will be able to deliver effective prevention and treatment in
recovery-oriented systems of care for people with co-occurring disorders.

2. The Division of Behavioral Health will use financing mechanisms which support innovative service
content, technology and delivery structures (e.g., telehealth; in-home acute services; Peer Support
Services).

3. The Division of Behavioral Health will reduce reliance on the Lincoln Regional Center for general
psychiatric services. ’

4. An effective system to safely manage sex offenders in outpatient settings will be ready for
implementation.

Breakout Group #1 — Report Out by each Committee
Dr. Adams provided the instructions for the first breakout group. Each committee is to meet as a group, and
discuss and report on the following:

1. Stumble and fumble through the Strategic Plan. What questions do you have? What jumps out?

2. ldentify key issues, goals, and initiatives for your group.

State Advisory Committee on Mental Health Services

1. Multi points of entry to services ... no wrong door.

2. Flexibie with funding (remember rural)

3. Seamless ~ transitioning from one (1) service to another ... no gaps

4. Infrastructure to support this; remember rural; collaboration is critical

5. Access to “report card” for consumers and general public

6. Timely access — close to home (remember rural)

7. Quality assessments lead to the best possibie service

8. Provider readiness for Health Care Reform (HCR) ... qualification, fear, resistance to serve, capacity
issues, access to services

9. Voluntary consumers / involuntary consumers + “readiness to change” / priorities — revisit.

10. Support the workforce ... increase mid-leve! practitioners, peers, Nurse Practitioners ... burn out

support.
11. Utilize technology — cell phone, telehealth — computers (IT) applications ... confidentiality issues ... cost
effective ... train workforce ... keep relationship focused ... watch burn out.
12. Appropriate utilization of medication ... medication alone is not the answer ... not first course of action
... infrastructure to support
13. Page 8 — Goal 4 — QOutpatient for Sex Offenders
¢ No capacity to serve — treatment system
Trained workforce
Collaborations are critical
Infrastructure to support
MH/SA services need to be available and education, employment, housing
14. Page 8/ Goal 3: decease reliance on Lincoln Regional Center (LRC)
e Last resort (admission to LRC)
+ Wellness, recovery focus at LRC; not jail-like
« Community Based hospitals must be accessible if reliance on LRC is to be reduced

State Advisory Committee on Substance Abuse Services
*Accessibility
o Transportation / number of services
e Everything
e Co-Occurring focus (SA doesn’t get lost with funding under the Unified BG) ... (“situational
depression”) ... (MH “more acceptable”)
+ Varies / issues by location



o Sex Offender Continuum of Care issues
e Co-occurring is not only MH and SA

*Workforce — training/licensure

*Prevention - “In between group” (young age / don’t use and addiction)
s Focus on root cause / the source of the problem

‘Right of Passage”

Parenting

Intervention (Criminai Justice — Minor In Possession / shoplifting)

Random drug testing in high school

*Effectiveness -- Quality without effectiveness (need to re-think — not just feel good)
*Look at Prevention differently

*'Over-Educated”

*Consider brain development prevention / intervention

*Recognize Peer Support Delivery System and resources in SA

State Committee on Problem Gambling

s Clarify / define “co-occurring”

¢ Educating public {promoting awareness), BH workforce on Problem Gambling.

¢ Access — define elements ... more than just formal treatment ... Problem Gambling even more so ...
recognize opportunities to increase ... ‘real life’ considerations

¢ Consumer involvement ... Should Office of Consumer Affairs also address Problem Gambling? ...
lack of Problem Gambling consumer based community groups/local consumer community (such as

- NAMI, MHA, Nebraska Recovery Network, established Gamblers Anonymous groups)

» Connecting workforce ... effective and efficient across care

Measurable data / outcomes

SAMHSA Unified Block Grant
A brief discussion was held on the expected changes to the Community Mental Health Services Block Grant
(MHSBG) and the Substance Abuse Prevention and Treatment Block Grant (SAPTBG).
Following are comments on BG priorities from Committee Members:
¢ Protect SA $7.9 million ... SA Treatment provided
Focus on equitable funds for youth and adults
Prevention ... for those who aren'’t eligible for insurance or Medicaid
Co-Occurring — don't forget Gambling is part of the BH System
Crisis Diversion ... e.g., Keya House, pre-crisis diversion, Independent Living Skills for young
adultsfyouth, accessible and affordable services.
s “Peer-led” services — Focusl

Breakout Group #2 — Report Out by each Mixed Group
Dr. Adams provided the instructions for the second breakout group. Mixed groups were formed. Each
group was asked to discuss and report out on the following:

1. 1dentify common interests, goals, initiatives, and objectives

2. ldentify darned specific

Mixed Group #1
Unique ~
e Symptomology
Sex Offender (SO)/ felony — section 8 housing
Sex Offender (SO) treatment
Substance Abuse Prevention
Screening {episecdic vs. Chronic) providers trained
Policy Specifics



Treatment — individualized (culture, presenting symptoms)

Commeon —

Housing (Sex Offender not allowed Section 8)

Accessibility to services

Affordability

Availability

Stigma

Need for person-centered services, family included

Standardized screening — cross fraining

Education — involve parents

Healthy — safe environment

Outcome measures — based

Effectiveness — targeted messaging to audience (use of technology)
Preventicn

Policies

Lack of knowledge from each system about the other systems - need for cross-training
Recovery

Mixed Group #2
Common to All -~

Stigma
o My attitude — view of world
o Self-imposed?
o Toinclude Sex Offenders moving forward
o Prejudice & discrimination = what | project?, My feelings or attitude about stigma, what | do
about how | feel about what | see, the Action.
Importance / value of Peer Support
Accessibility, capacity is critical
Recovery is long term / life change which requires lifetime maintenance
Funding streams are uncertain / unclear — prioritizing — competitive
Informal suppoerts are needed
Healthcare includes Behavioral Health
o Mental Health
o Substance Abuse
o Problem Gambling
Safety = Community & personal safety is a priority
Funding of one system impacts funding of other systems — MH/SA (micro/perscn level & macro
level)
Trauma often is behind what drives the need for assistance; creates the crisis; trigger
Social networks — utilize technciogy for cost efficiencies — use for positive
Similar struggles ... simifar solutions

Mixed Group #3
Unigue -

SA has established ‘Peer’ cuiture which can be replicated

Each has own challenges with Stigma

Violence often associated with mental illness (fear) (system'’s response can be very different)
(authorities response is varied / punish / crime / addiction / treatment / public safety threats).
Gambling funding

Prevention practices are more defined with SA

Peer systems

‘visibility’ of Problem Gambling (hidden disability)



Problem Gambling not yet recognized in legal system of populous
Workforce competency specialties
Consumer perception of care / directed participation vs. willingness

Common —

Focus on person centered care

Best practices utilized

Workforce competencies ... shortages
Access, especially rural levels of care
Peer systems

Legal system involvement

Stigma, misinformation, awareness needs
We believe in RECOVERY

Breakout Group #3:
Dr. Adams provided the instructions for the third breakout group. Each committee is to meet in designated
areas to discuss and report out on the following:

1.

Fill in “Objectives” column (Strategic Planning worksheet) and turn-in for Division working document

2. |dentify those 2-5 things of the Strategic Plan your Committee wishes to work on (future agendas)
3. What resources do you need?

State Advisory Committee on Mental Health Services
Objectives — Strategic Plan

1.

Current waits (one column) & standard in another column
e Balanced system
e May be different in each region
« Use prevalence studies / national
e Utilize current waitlist data.

2 Remember other Partners, primary health, public relations, media, spend funds ($) to educate the

general public, use PSA’s that consumers will related to ... consumer friendly. Social networking.

3. Representatives from consumer statewide, from different services & different geographic locations.

DBH Office of Consumer Affairs (OCA) Facilitate & collaborate — share product.

3.8 Utilize Keya House like services ... work with Regions to purchase or develop services to prevent

LRC dependence.

3.6 Use data

» Review Evidence Based Practices (EBPs) — promising practices

Get consumer input / individualized talent driven choices ... funding ($) follows person
Remember early intervention

Focus on follow-up 3, 8, 12 month

Create goals / benchmarks that providers use to track quality

Use utilization data — high levels of care / acute

Strategic Planning Worksheet

Strategy 1. Increase access to appropriate & effective integrated BH services, particularly for
vulnerable populations.
e Consider current waiting list data
« Balance important for system — list each service out — get input from Advisory Committees
and Regions before standards are finalized. Use SAMHSA. Use prevalence data, utilize
current waiting list
e Partners, social media, make consumer friendly and public friendly. Funds ($) spend it here,
educate the public in variety of ways — use PSA’s partner with pubiic health and primary care
« OCA facilitate the process, no hidden agenda, get input from statewide consumers who have
had a variety of mental health services — share final product with them. Get input ... wider
than Regional consumer specialists
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Strategy 3. Improve outcomes for children & adults through the use of effective services.

¢ Remember homeless and near homeless persons
Use Keya-like services
Regions hold providers accountable to serve
Decide and define effectiveness ... measure effectiveness ... hold accountable
Consumer choice — funds ($) follow person. Individualized treatment critical
Focus on follow-up data 3, 6, 12 months post discharge ... create benchmarks ... e.g.
emergency system ... use high utilizer data - know who is using high cost services and
intervene, monitor

Additional Input: Standardized conflict resolution process with each Region and provider with data /
outcomes tracked!

Think about how we can share information between disciplines (MH, SA & GAP) committee
meetings.

State Advisory Committee on Substance Abuse Services

Strategic Planning Worksheet

Strategy 3. Improve outcomes for children and adults through the use of effective services

e What is DBH doing to prepare communities who are doing the work to prepare capacity? What
services available? Is there any planning?

Strategy 4. Develop flexible and balanced funding to support an efficient and accountable person-

centered recovery oriented system of services

e Satisfaction Survey (see below)

¢ Service definitions — increase requirements — cost benefits?

s Funding follows person-centered recovery oriented system of services

¢ Cost benefit for providers

Strategy 5. Encourage transparent, accountable relationships with and among system stakeholders

* Review current accountability measures / assessments — standardize

¢ Is current data collected utilized

+ Stakeholder satisfaction of DBH (like accessibility / transparency of use of funds/technical
assistance . communications, education of professionals/ public website)

Future Agenda ltems

e Ql understanding

e Cross Training by other Committees
+ Do satisfaction survey on DBH

State Committee on Problem Gambling
What items does this committee want to ‘track’?
3.6 Activities / services deemed ineffective
4. What statistical data is of benefit? How to implement person centered care?
5. ldentify other MH/SA stakeholders
What resources do we need?
« Identify stakeholders, opportunity & access to coordinate, plan
e Need to be ‘updated’ on larger plan initiatives

Strategic Planning Worksheet
Strategy 1. Increase access to appropriate & effective integrated BH services, particularly for vulnerable

populations
« Developing a single, focused message - process ... ID and message, brand,
o <healthcare ... a unified theme for all three>
« Potentially utilize town hall meetings inviting consumers, family, public in all 6 regions to ensure
address PG, MH, SA



Strategy 2. Improve the quality of public BH services for children & adults

Vi,

Ensure consumer input in care ... identify some ‘baseline’ data across all systems
Ensure team include consumers, providers, all trades, state and relevant stakeholders

Committee Comments

In regard to Director Adams’ comment that at some point in time all Sex Offender (SO) Programs in
the State will move under the DBH Community-Based Services, a Committee Member asked if
anyone has studied other successful models in other States, and recommended DBH contact the
Center for Sex Offender Management (CSOM) who assists government in finding solutions

A Committee Member asked if there is true parity for Mental Health and Substance Services, and
will Problem Gambling be included in the future, and recommended working closely with the
Department of iInsurance

A Committee Member commented that there is a difference in the degree of offenses committed by
Sex Offenders, and that treatment is complex because of the differences. A representative from the
Department of Correctional Services (DCS) responded that DCS assesses risk level and develops a
treatment plan that involves tiered treatment based on established criteria

A Committee Member encouraged DBH to be collaborative and comprehensive in conducting
statewide conversations with stakeholders in regard to Strategy #4—Cost Efficiency—especially with
State Patrol, local Law Enforcement, and others

A Committee Member commented that as DBH moves toward more Community-Based services and
the individuals served include more mixed populations with more severe/serious issues to less
severe/serious issues, is there consideration of developing a combined profession license that
covers MH, SA, PG, and SO?

Announced Nebraska Statewide Behavioral Health Conference on May 25 — 26, 2011 at the
Cornhusker Hotel in Lincoln

Public Comment

Will consumers and family members have access to co-occurring data prior to the next meeting so
there will be information to discuss at that time?

Advise DBH to consider changing the location of the committee meetings to a location in the
downtown area so consumers and family members have betier access to transportation

LB1083 requires Consumer and Family Inclusion; the MH Advisory Committee requires Consumer
and Family Involvement; recommend that Consumer and Family Inclusion become part of DBH
policy ‘

A strong point of the DBH Strategic Plan is true consumer directed services; necessary to break
down coercive/punitive structure

Welcome integration of Problem Gambling with MH and SA; 50% of individuals in treatment have
co-occurring disorders; what happens to an individua! when he/she is screened for treatment and
has a gambling issue? Need more communication between and among the Committees so services
are consumer driven

Facilitators Report Out

(Group Facilitators reported on the information captured above in the Break-out groups)

VIL

Moving Forward

Acknowledgement that there are struggles and solutions due to different details among MH, SA, and
PG; important to learn about other Committees

Appreciate Director Adams being open to suggestions; desire to hold more get acquainted meetings
Would appreciate a phone call or written note if a committee member’s e-mail address indicates
undeliverable

Invite other stakeholders/agencies to the joint commitiee meetings, i.e. Department of Labor

VIIl. Adjournment
Meeting adjourned at 4:.00 pm



The next meeting date is: Thursday, August 18, 2011 at Country Inn and Suites (Joint Advisory
Committees)

Prepared by: Nancy Heller and Jim Harvey

Approved by b//ﬂ Date 7/;7 >y /626 //
Jiffi/Harvey, Fedéral Resourcg/Manager / !
ivision of Behavioral Health
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Overview

Behavioral Health in Nebraska includes
three distinct service areas: Mental Health,
Substance Abuse and Problem Gambling. The
publicly funded system is only one part of the
overall behavioral healthcare system in Nebraska.
Private funding sources such as insurance
companies, private businesses, and individuals
themselves also influence the way behavioral
health services are provided in the state.
Publically funded services are administered by
many different agencies including three different
Divisions within the Nebraska Department of
Health and Human Services: the Division of
Behavioral Health; the Division of Medicaid and
Long-Term Care; and the Division of Children
and Family Services. In addition, other state and
federal agencies (for example, State Probation
through the Nebraska Supreme Court, the
Nebraska Department of Correctional Services,
Nebraska Department of Education Vocational
Rehabilitation and the Veterans Administration)

> HELPING PEOPLE LIVE BETTER LIVES

fund or
for specific

support behavioral health services
populations. Partnerships and
collaboration among these public and private
systems as well as with individuals, families,
and communities
components in systems of care surrounding each
person.

agencies are important

The role of the Division of Behavioral Health
in Nebraska's public behavioral health system
is to provide leadership in the administration,
integration and coordination of the public
behavioral health system. The Division carries
out this role by taking the lead, collaborating with
partners and participating in the overall healthcare
system as a stakeholder. This can be illustrated
by envisioning three baskets - each filled with
responsibilities for ensuring quality services are
available in Nebraska for children, adults and
families when they are needed. The first basket
represents the activities and responsibilities for

DIVISION OF BEHAVIORAL HEALTH ROLES

,../- /Tm“‘w%

LEADER

PARTNER

STAKEHOLDER
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which the Division of Behavioral Health takes
the lead and assumes primary responsibility.
The second basket represents behavioral health
activities that require activepartnership and shared
responsibility with the Division of Behavioral
Health. The third basket represents the overall
behavioral and health care systems (public and
private) in which the Division has an interest and
stake as a partner, but may not have as active a
role in carrying out activities or responsibilities.
This planning document addresses the Division’s
role in the first two “baskets” and intends to
suggest areas of focus for leaders of activities in

the third basket.

National healthcare reform, mental health parity
laws, economic challenges and restricted state
resources provide the backdrop for this plan.
This uncertainty is tempered by the Division’s
desire to be in the best position possible to take
advantage of national changes, leading the way in
care for Nebraskans while controlling cost of care.
This plan is intended to be highly adaptable while
we jointly work our way through these changes
as a state and as a

nation. The strategic
framework suggested
in this plan positions
the Division of
Behavioral = Health
to flexibly respond
to proposed changes

in the nation’s
healthcare  system
while moving
forward with
improvement of

Nebraska’s public behavioral health system.

Looking back

Nebraska’s public behavioral health system
began in 1870 with the creation of the
Nebraska Asylum for the Insane in Lincoln.
Additional institutions were added in 1885
(Norfolk) and 1887 (Hastings). It wasn’t until
1946 that the Legislature made it possible
to receive care on a voluntary basis at these
state facilities. This institutional system was
administered by a Board that evolved into the
Department of Public Institutions, overseeing 13
Nebraska institutions beginning in 1962. In that
same year the three state hospital names were
changed to Regional Centers. Two divisions were
eventually established within the Department
of Public Institutions to address Alcoholism (in
1967) and Community Mental Health (1973).
Regional Behavioral Health Authorities were
created in 1974 to coordinate the delivery of
mental health services locally. Two years later,
the responsibility for coordination and delivery
of substance abuse services was added to their
responsibilities. The Gamblers Assistance Program
was formed in 1992 and placed in the Department
of Public Institutions in 1995. Soon after, in 1996,
the Nebraska Partnership for Health and Human
Services Act combined and reorganized several
departments into the three agencies forming what
is now known as the Department of Health and
Human Services. Subsequent legislative actions
over the last decade have accelerated the process
of change in the way Nebraska’s public behavioral
health system functions (for a more complete
history see Appendix A).



any positive changes have been made in
Nebraska's public behavioral health system
as a result of legislative reform efforts in the last

10 years.
» More than 32 new community-based
Behavioral Health services have been

developed in collaboration with the Regional
Behavioral Health Authorities since 2004.

» More than $30 million has been shifted from
regional center operations to community-
based services. In addition to new services,
capital improvements, training, and other
infrastructure needs were addressed.

» Adult behavioral health inpatient, residential,
outpatient, and other services were closed at
regional centers in Norfolk and Hastings.

» Services at Lincoln Regional Center were re-
aligned to reflect its changing role within a
community-based system of care.

» The Nebraska Network of Care website,
Nebraska Family Helpline, and Family
Navigators emerged as uniform statewide
resources to access community-based care.

» Regional housing support services were
funded and developed across the state.

» Significant expansion of gambling prevention,
education and treatment services occurred as
a result of new legislation,

» $14 million in new treatment services for sex
offenders accompanied substantial revision
to Nebraska’s approach to sex offender
management.

» Increased consumer involvement occurred
across Nebraska.

» Consumer Specialists are employed in every
region and by scores of providers.

> HELPING PEOPLE LIVE BETTER LIVES

» PREVENTION WORKS
» TREATMENT IS EFFECTIVE
» PEOPLE RECOVER

http://www.samhsa.gov

Looking ahead

he evolution of Nebraska’s public behavioral

health system is now intertwined with
rapid changes in national health care and in our
national and state economy. There are also other
initiatives underway across the nation that will
ultimately influence state funding and reporting
requirements. For example, the US Department of
Health and Human Services, Substance Abuse and
Mental Health Services Administration (SAMHSA)
is drafting its own strategic plan at the time of
this writing, which will influence requirements for
federal block grants now used to fund many of the
Nebraska’s behavioral health services. (For more
information about SAMHSA’s proposed strategic
initiatives: http://www.samhsa.gov/about/strategy.
aspx).

Trends toward leveraging technology for use
in service delivery (for example, using secure
internet or video in service delivery), electronic
health records and service tracking, and other
innovations we cannot yet envision will also
influence the way we deliver care in the future.

The role of public behavioral healthcare will
undoubtedly change as decisions are made about
national healthcare. The Division of Behavioral

Health believes healthcare discussions and
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legislation ought to include behavioral health.
As the health care landscape evolves, the role of
Federally Qualified Health Centers in the delivery
of integrated health/behavioral healthcare is
anticipated to increase. The Division of Behavioral
Health, in its role as the single state authority
for behavioral health, hopes to partner more
fully with these Centers over the next five years.
Currently the Division of Behavioral Health
funds services that are not covered by Medicaid
(such as working with sex offenders) and services
that promote recovery, for example peer support
services, respite care and support groups.

The philosophies guiding how care is provided
for persons with behavioral health problems are
also evolving. The Division of Behavioral Health
embraces the philosophical underpinnings of
“person-centered and self-directed” approaches
to care in recovery-oriented systems to guide its
work over the next 3-5 years. Person-centered
care promotes resilience and recovery for
individuals and families. This philosophy serves
as a litmus test against which the implementation
of technology and services will be assessed.
This places the person and their networks of
support at the center by setting up transparent
service mechanisms that value collaboration
between provider and consumer. This philosophy
reflects the values espoused by the members
of the Nebraska Behavioral Health Oversight
Commission II by emphasizing individualization,
respect, hope, and personal responsibility - some
of the fundamental components of Recovery (see
Appendix B). Recovery-oriented systems support
person-centered and self-directed approaches
to care that support and promote the strengths
and resilience of individuals, families, and
communities as they take responsibility for their
sustained health, wellness and recovery.

Today’s Division of Behavioral Health

he Division of Behavioral Health is designated

by Federal and State Law as the state’s single
authority for mental health and substance
abuse issues which places responsibility with
the Division to coordinate, not control, public
behavioral healthcare. About $75 million (45%)
of the $165 million in public funds administered
through the Division are dispersed via six regional
behavioral health authorities to develop and
implement programs and services (commonly
referred to as “regions” or “regional networks").
Gambling funds are contracted directly from
the Division of Behavioral Health to a statewide
preferred provider network. The Division is also
responsible for administering the State’s Inpatient
Psychiatric Services on campuses in Lincoln and
Hastings and sex offender services in Norfolk.
Today’s State regional centers are responsible for,
in order of priority: 1) judicial confinements of
individuals with mental illnesses, 2) public safety
and the management of sex offenders, and 3) the
treatment of involuntarily committed individuals
who cannot be safely cared for in the community.

The Division of Behavioral Health carries out its
responsibilities by taking the lead, serving as a
partner and advocating for overall improvement of
Nebraska’s behavioral health system for children,
adults and families. The Division is charged by
statute to administer the state hospitals and
publicly funded community-based behavioral
health services!. Nebraska statutes also include
specificleadershipand partnershipresponsibilities
that guide organizational
priorities for the Division of
Behavioral Health?




Leadership Responsibilities

» Administration and management of the
Division, Regional Centers, and other facilities
and programs operated by the Division.

» Integration and coordination of the public
behavioral health system.

» Comprehensive statewide planning for
the provision of an appropriate array of
community-based behavioral health services
and continuum of care.

» Coordination and oversight of regional
behavioral health authorities.

» Development and management of data and
information systemis.

» Audits of behavioral health programs and
services.

» Prioritization and approval of all expenditures
of funds received and administered by the
division, including the establishment of rates,
reimbursement methodologies and fees.

» Creation and promulgation of rules and
regulations to carry out the Nebraska
Behavioral Health Services Act.

Partnership Responsibilities

» Cooperation with other divisions within the
Department in the licensure and regulation of
behavioral health professionals, programs, and
facilities.

» Cooperation with the Department in the
provision of behavioral health services under
the medical assistance program.

» 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.

12007, LB296
2 §71-8086; Source: Laws 2004, LB 1083; Laws 2006, LB
1248; Laws 2007, LB256.
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FY10 BEHAVIOR AL HEALTH
APPROPRIATIONS

~ Community
Aid Regions,
$75,967,066

Other Community
B aid, $23.341,456

Lincoln & Hastings
B Regional Centers
$44,905,756

Norfolk
Regional Center
- Sex Offenders,
$14,735,353

=

Behavioral Health
ﬁ Administration,
$3,858,778

2010 FUNDING SOURCES FOR THE
NEBR ASKA DIVISION OF BEHAVIOR AL
1 HEALTH




THE STRATEGIC PLAN

3;..,.,. DIVISION OF BF[ I/\VlOR/\L l iEAL T[ I"‘

2“1\/15105_*"'
__promotes wellness recovery, re5111ence and self
determination in a coordmated acce551ble consumer
and famlly drlven system

M]SSIQN DIVISION OF BFHAV IORAI HEAI TH

The D1V1310n of Behavioral I—Iealth provides leadership

‘and resources for systems of care that promote and
| fac111tate re3111ence and recovery for Nebraskans |

PUBLIC BEHAVIOR AL HEALTH

» HOPE

» RESPECT

» HOLISTIC

» NON-LINEAR :
» PEER SUPPORT
» RESPONSIBILITY. .
» SFELF DIRFCTION =
» EMPOWERMENT

» STRENGTHS-BASED: :
»  INDIVIDUALIZED /\N‘ PERS.N CENTERED

*See Appendix B for descriptions of these values, the ten fundamental components of recovery supported by the)
Nebraska Behavioral Health Oversight Commission IL.




Process of Development
Nebraskans have engaged in a number of past

planning initiatives related to behavioral
health, both in the public and private sectors.
The construction of this plan was based on review
of many of these documents, including the work
done by the legislatively formed Behavioral Health
Oversight Commissions (LB 1083 [2004]; LB 928
[2008]), and a public/private consensus group in
Omaha. A complete list of planning documents
influencing this plan is available at hAttp.//www.
bhstrategicplanning.nebraska.edu. The tasks of
incorporating consumer viewpoints, reviewing
prior planning documents and suggesting key
areas of focus for this planning document were
givento ajoint strategic planning workgroup made
up of representatives from the three Committees
guiding the Division (Mental Health, Substance
Abuse, and Problem Gambling), Behavioral Health
Regions and the Division of Behavioral Health. A
list of people participating in this workgroup is
attached in Appendix D. The work of this group
was augmented by consultation with national
experts in behavioral health and opportunities
for public review and comment. The process was
facilitated by the University of Nebraska Public
Policy Center.

Hundreds of Nebraskans participated in the
development of recommendationsin the planning
documents and initiatives that were reviewed by
the joint strategic planning workgroup. Many of
the recommendations evolved from a great deal of
dedication and hard work by stakeholders directly
impacted by the public behavioral health system.

> HELPING PEOPLE LIVE BETTER LIVES

The Strategic Plan

his strategic plan builds on work begun by the

Nebraska Legislature and Behavioral Health
Oversight Commissions I and II by setting goals
for the Division of Behavioral Health. These
goals contribute to the development of recovery-
oriented systems of care that are community-based
and include prevention, intervention, clinical and
recovery supports. Statutory responsibilities and
results from past and current planning initiatives
led to four goals and five key strategies to move
the Division of Behavioral Health toward realizing
the vision put forth by members of the Behavioral
Health Oversight Commission II. The goals
identified in this plan, in conjunction with the
2008 Children’s Behavioral Health Plan, serve as a
statement of intent for the Division of Behavioral
Health by communicating major areas of emphasis
for the plan years 2011-2015.

The strategies illustrate how the Division of
Behavioral Health will approach the work needed
to reach the goals. It is hoped that the strategies
will also serve as guidance for everyone impacted
by behavioral health systems in Nebraska. The
Leadership and Partnership Initiatives outlined
as part of the strategies represent more specific
approaches that will be augmented in the first
year with actionable steps developed by the
Division of Behavioral Health, its partners, or
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interest groups/coalitions (like the State Suicide
Prevention Coalition). Implementation of action
steps developed by the Division of Behavioral
Health will be monitored by the State Mental
Health, Substance Abuse and Problem Gambling
Committees.

Strategies for realizing the vision, meeting the
mission and achieving the Division’s goals center
on Accessibility, Quality, Effectiveness, Cost
Efficiency and Accountability. These strategies
serve as a way to structure the actions and
activities funded or directed by the Division of
Behavioral Health.

Each strategy is presented with three parts.

» The first relates to the role of the Division
of Behavioral Health as a leader in the public
behavioral health system.

» The second suggests key partnerships the
Division should focus on as part of the
strategy.

» The third suggests broad outcome measures.

More precise, specific measurements will be de-
veloped in the first year following the adoption of
this plan. Appendix C contains examples of Na-
tional Qutcome Measures (NOMS) that the Divi-
sion of Behavioral Health now regularly collects.
Additional development of key “dashboard™ in-
dicators will allow progress to be monitored over
time as the public behavioral health system
moves toward system improvement.

3 Funding for the Consensus Panel developing the “dashboard”
is through the Behavioral Health Foundation; Paid facilitators

for the panel are provided by Open Minds Inc © 2010.

2011-2015 GOALS:

. The public behavioral health workforce will

be able to deliver effective prevention and
treatment in recovery-oriented systems
of care for people with co-occurring
disorders.

. The Division of Behavioral Health will

use financing mechanisms which support
innovative service content, technology
and delivery structures (e.g., telehealth;
in-home acute services; Peer Support
Services).

. The Division of Behavioral Health will

reduce reliance on the Lincoln Regional
Center for general psychiatric services.

. An effective system to safely manage sex

offenders in outpatient settings will be
ready for implementation.

STRATEGIES

The Division Will:

» Insist on Accessibility
» Demand Quality

» Require Effectiveness

» Promote Cost Efficiency

» Create Accountable Relationships
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v
Strategy 1: Insist on Accessibility

Access to publicly funded behavioral health services is influenced in Nebraska by geography, workforce
limits, culture and language barriers, organizational, technology and information barriers and cost.
Accessibility is more than offering a service — it is creating an environment that allows people to make a
choice to move into and out of the effective services that are close to home.

_____ _Strategy: Increase access to appropriate and effective integrated behavioral
health services, particularly for vulnerable populations.

Leadership Initiatives: Broad Outcome Measurement Areas

1. Lead the development and implementation of Leadership Initiative #1: Publication and
standards for service access related to factors such implementation of standards for access for each area
as geography, linguistics, culture, transportation, (mental health, substance abuse, problem gambling)
availability of behavioral and primary healthcare and each service.
services, and cost. Leadership Initiative #2: The Division of Behavioral

2. Promote public awareness of behavioral health as a Health will work with the Division of Public Health
vital part of overall health and well-being, to identify measures to assess the impact of targeted

3. Develop a plan for consumer involvement at all promotional activities on perception of Nebraskans.

Leadership Initiative #3: The Division of Behavioral
Health Office of Consumer Affairs will lead a process
that results in a plan with wide acceptance from
consumers and families.

levels.

Partnership Initiatives:

1. Partner with Regional Behavioral Health Authorities to assure that a full and comprehensive needs assessment is
camplete as a baseline for accountability.

2. Partner with the criminal and juvenile justice system to ensure prompt access to well designed, supported and
effective behavioral health services for individuals and families.

3. Partner with stakeholders and the Office of Consumer Affairs to ensure access to appropriate housing, education
and employment for persons with multiple needs.

4. Partner with the Division of Public Health and Federally Qualified Health Centers to ensure behavioral health
populations have access to primary health care services.

5. Create recovery-oriented systems of care that include recovery supports {such as transportation and peer
gupports) that can ease barriers to accessing care.

6. Partner with Probation, Parole and Victim Advocate Organizations to explore and test safe community treatment
options for sex offenders.

Measuring the success of strategies aimed at increasing accessibility to behavioral healthcare starts with
identifying how accessible or inaccessible care is. Current methods and new tools for computing and
reporting measures of consumer satisfaction with accessibility, access/penetration measurements and

service utilization data will be reviewed to yield even more precise measurements of access.
9
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Strategy 2: Demand Quality

Quality behavioral healthcare requires workforce skills and recovery competencies that ensure services
delivered are effective. Quality is continually menitored so improvements can be swiftly incorporated by
providers and administrators in partnership with consumers.

Strategy: Improve the quality of public behavioral health services
for children and adults.

Leadership Initiatives: Broad Outcome Measurement Areas

1. Irnplemlent a quality improvement system Leadership Initiative #1: Demonstration of the system’s
measuring outcomes and system performance

based on nationally recognized behavioral health
measures.

ability to monitor and evaluate quality on an ongoing
basis via transparent reporting.

2. Convene a team to review the impact of a changing
health care environment on the public specialty Leadership Initiative #2: Development of
behavioral health system with an eye toward recommendations by the proposed team,
integration, innovation and improvement.

Partnership Initiatives:

1. Partner with state agencies, Nebraska higher education, and other stakeholders to improve data collection, data
analysis, and evaluation capacity.

2. Partner with people who have lived experience via the Office of Consumer Affairs to identify measurable,
meaningful quality indicators.

3. Partner with the Divisions of Medicaid and Long-Term Care and Public Health to improve overall health of
behavioral health service consumers.

4, Partner with stakeholders to identify the staffing, technology infrastructure and analytical skill sets needed
within the Division of Behavioral Health to carry out quality monitoring functions.

5. Partner with the Behavioral Health Education Center of Nebraska (BEIICN) to develop and implement a
dynamic workforce development plan for all levels of behavioral health professionals including Peer Support
Professionals.

Additional quality measures may include behavioral health measures from the individual state system
performance and agency scorecards of the Commonwealth Fund and the National Center for Quality
Assurance’s HEDIS measures for clinical care and recovery dimensions. Quality measures will include
consumers input and information or recovery supports.

10
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Effectiveness in behavioral healthcare includes implementation of practices that show the most
evidence for achieving positive outcomes. Effectiveness requires sound data infrastructure collection

and monitoring practices.

effective services.

Strategy: Improve outcomes for children and adults through the use of

Leadership Initiatives:

1. Lead a continuous quality improvement process
for services funded by the Division of Behavioral
Health, focusing on clinical supervision, peer
support, co-occurring mental health and addiction
services, gender, trauma and cultural competency.

2. Develop standards for services based on results
of the quality improvement focus and on other
empirically supported approaches,

3. Implement processes to ensure fidelity to
empirically supported* approaches.

4. Identify and menitor promising and innovative
practices.

5. Increase the capacity of the system to use
empirically supported services and practices that
work for Nebraskans.

6. Eliminate Division of Behavioral Health funding for
activities that do not demonstrate effectiveness.

7. Determine appropriate number of general
psychiatric beds for the Lincoln Regional Center.

8. Develop strategies to reduce reliance on the the
Lincoln Regional Center for general psychiatric
services.

9. Develop DBH data capacity.

Broad Qutcome Measurement Areas

Leadership Initiative #1: Implementation of quality
improvement approaches.

Leadership Initiative #2: Publication of standards for
each Division of Behavioral Health funded behavioral
health service

Leadership Initiative #3: Publication and
implementation of fidelity standards*™ and protocols
for monitoring that are agreed upon by consumers,
providers and payors.

Leadership Initiative #4: Implementation of a process for
identifying promising practices in Nebraska.

Leadership Initiative #5; Utilization of financing and
tracking mechanisms in place to gauge number, type
and cutcomes associated with practices in mental
health, substance abuse and problem gambling.

Leadership Initiative #6: Adoption of a protocol for
assessing effectiveness.

Leadership Initiative #7: Adoption of a service array in
communities to support the appropriate number of
general psychiatric beds at the Lincoln Regional Center.

Leadership Initiative #8: Implementation of strategies
and community services to support appropriate
utilization of the Lincoln Regional Center.

A number of National Outcome Measures are tied to measuring effectiveness (See Appendix C).

For example, effective services keep people out of the criminal justice system, in stable housing and in
school or work. The Division of Behavioral Health is interested in measuring the effectiveness of public
safety driven services like court ordered and sex offender care.

11
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Strategy 3: Require Effectiveness (con’t)

Partnership Initiatives:

1. Partner with public health entities and local partners to implement effective behavioral health prevention and
early intervention plans using the strategic prevention framework.

2. Partner with national and state experts to ensure consumers, their networks of support, providers and
administrators have access to the latest knowledge on empirically supported* approaches the latest knowledge
on empirically supported and promising practices.

3. Partner with Regional Behavioral Health Authorities to identify and implement continuous quality improvement
approaches.

4. Partner with Regional Behavioral Health Authorities, providers and people with lived experience through the
Office of Consumer Affairs to identify and document promising and innovative practices that are linked to
improved outcomes.

5, Partner with the Division of Public Health and Division of Medicaid and Long-Term Care to further the
principles of recovery oriented systems of care.

6. Partner with Consumers, Families, Regions, and providers to identify system wide actions to reduce reliance on

Regional Center general psychiatric services.

*What is the difference between a practice that is evidence-based and one that is empirically-supported?
Approaches to prevention or treatment that are based in theory and have undergone scientific
evaluation are “Evidence-based.” The phrase “empirically-based” is used in this plan to encompass
practices that have an evolving body of research or data to support their use, but not enough rigor-
ous scientific testing to make it evidence-based. This stands in contrast to approaches that are based
on tradition, convention, belief, or anecdotal evidence.

**What is Fidelity?
Fidelity of implementation occurs when implementers of a research-based program or interven-
tion (e.g,, teachers, clinicians, counselors) closely follow or adhere to the protocols and techniques
that are defined as part of the intervention. For example, for a school-based prevention curriculum,
fidelity could involve using the program for the proper grade levels and age groups, following the
developer’s recommendations for the number of sessions per week, sequencing multiple program
components correctly, and conducting assessments and evaluations using the recommended or pro-
vided tools.

Retrieved 10/31/2010 from: http://www.nrepp.samhsa.gov/About Glossary.aspx#Evidence-based
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Strategy 4: Promote Cost Efficiency

Future resource availability is uncertain and changing. Balancing available funding, partnerships and
other network resources with flexibility and efficiency will promote cost-efficient practices in behavioral
healthcare.

Strategy: Develop flexible and balanced funding to support an efficient
and accountable person-centered, recovery oriented system of services.

Leadership Initiatives: Broad Outcome Measurement Areas

1. Develop and implement performance based Leadership Initiative #1: Published cost benefit
and recovery oriented contracting. information for possible contracting options.

2. Build the capacity to conduct cost-benefit and Leadership Initiative #2: Implementation of data
cost-effectiveness studies within the quality infrastructure within the Division of Behavioral
improvement systems of the Division of Health that facilitates efficient, timely collection
Behavioral Health. and reporting of information (by persons served

and by services provided).

Partnership Initiatives:

1. Partner with state agencies to achieve a balanced level of state and federal funding for behavioral health
care.

2. Partner with stakeholders to ensure the behavioral health needs of Nebraskans are addressed in a
community based and changing healthcare environment.

3. Partner with the Division of Public Health to produce a single, integrated behavioral health professional
credential that recognizes professional specialties in Substance Abuse, Mental Health, Problem
Gambling and treatment of complex problems like sex offender care.

Measurements to gauge improvement in cost benefit and improvement in cost effectiveness will be
identified and regularly tracked by service and by person.

13
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Strategy 5: Create Accountable Relationships

Accountability in relationships is essential to development of recovery-oriented systems of care.
Accountability maximizes the full potential of our limited resources and in working to gain lifelong
partners to support the recovery community. The Division of Behavioral Health is committed to creating
aculture of accountability and collaboration in all of its relationships.

- Strategy: Encourage transparent, accountable relationships with and

among system stakeholders.

Leadership Initiatives: Broad Outcome Measurement Areas

L. D‘.EV_EI.OP measures of accountabilit;_z in th.e Leadership Initiative #1: Publication of annual
D?wsmn of Behaworal_Health relationships performance by Division of Behavioral Health
with other state agencies and stakeholders. using developed measures of accountability.

Leadership Initiative #2: Dissemination of Division
of Behavioral Health internal measures of
accountability.

2. Develop measures of accountability within the
Division of Behavioral Health.

Partnership Initiatives:

1. Partner with stakeholders outside of the Department of Health and Human Services to support adults,
youth and children who have needs related to mental health, substance abuse and/or problem gambling.

2. Partner with people who have lived experience with mental health, substance abuse and/or problem
gambling via the Division of Behavioral Health Office of Consumer Affairs and Regional Behavioral
Health Authorities to use all available tools, strengths and resources to help people achieve the highest

quality of life.

System-level measures include things like improvement in social networks, resilience and support
capacity. It also includes improvement in variables like trust and positive community regard.

14
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lthough this strategic plan focuses on the
Aroles of the Division of Behavioral Health as S TAKEHOLD ER
a leader and key partner in the public behavioral
health system, the importance of behavioral
health access, quality, effectiveness, cost efficiency
and accountability extends beyond the public
system. The third “basket” represents the larger
health care system and the role of the Division of
Behavioral Health as a stakeholder in that system.
The Division of Behavioral Health has a particular
interest, or stake, in ensuring that individuals
with behavioral health needs have access to

appropriate services as healthcare changes. The that normalizes recovery and decreases dis-
“Stakeholder Basket” holds ideas and issues that crimination of peop]_e with behavioral health
may encourage other entities and individuals in problems.

their work within behavioral health. » Assisting communities and networks of sup-

port to create accountable relationships that
do not look to government to replace familial
or personally chosen supports.

Together, we can all work toward a healthier

Nebraska by:

» Developing a health care system where be-
havioral health needs are considered as vital
and important as physical health needs.

» Increasing the number and availability of
self help and support groups.

» Encouraging a culture of social responsibility ~ ” Welcoming the participation of persons in

among neighbors and within communities recovery in the workforce.

15
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Afterword

ehavioral health means many things to

many people. What most people agree
upon, though, is that behavioral health is
essential to the health of every individual.

The Division of Behavioral Health reviewed
thousands of comments, documents, ideas,
and concerns from across Nebraska and the
nation concerning behavioral health, most
from those who have interest in the topic
because of painful personal experiences. Inthe
end we propose this plan to encourage sound
behavioral health practices for all, to provide
treatment when necessary, and to celebrate
recovery.

I wish to thank the many individuals who have
made this plan possible, and whose lives have
demonstrated the reality that recovery is real.
The Division of Behavioral Health dedicates
itself to implementing the ideas and goals of
this plan with our partners to improve the
possibility of recovery for all Nebraskans.

Scot L. Adams, PhD.

Director, Division of Behavioral Health
December, 2010

Glossary

Behavioral health — This incdudes Mental Health, Substance
Abuse, and Problem Gambling.

Community-based care - This refers to care provided in the
community, not at a State Regional Center {LB1083-2004).

Consumer driven — Refers to mental health treatment and
related services in which consumers are the primary decision-
makers about the care offered and received. Consumer-driven
care reflects both the individual and collective consumer voice in
all aspects of mental health service delivery including choice of
supports, program planning, service implementation, evaluation
and research.

Co-occurring Disorders (COD) — refers to co-occurring substance-
related and mental disorders. Clients said to have COD have
one or more substance-related disorders as well as one or more
mental disorders.

Empirically supported practice - Services and supports that
have been shown by research to be effective; sometimes called
evidenced based or evidence informed practices.

Integrated health care — This means that if a person is
participating in a health home, that person’s health care, from
primary care doctor to dentist to behavioral health professional,
all share the same information and coordinate treatment based
on that information.,

Person-centered care - Services and supports are designed
around the needs, preferences and strengths of individuals.

Recovery-oriented System of Care (ROSC) - A ROSC is a
coordinated network of community-based services and supports
that is person-centered and builds on the strengths and resilience
of individuals, families, and communities to achieve abstinence

and improved health, wellness, and quality of life.

Self-directed approach ~ Approach to care that encourages and
supports individuals in exercising the greatest level of choice
possible over their service and support options and taking
responsibility for their recovery.

Wellness — Wellness is a concept that embraces a way of living
that helps all people enjoy a more satisfying, productive, and
happy life. It is, by definition, a conscious, deliberate process
that requires a person to become aware of and make choices
for a more satisfying lifestyle. A wellness lifestyle is balanced;
it includes cultivating healthy habits that contribute to a better
quality of life.
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APPENDIX A: HISTORY OF
NEBRASKA'S BEHAVIORAL HEALTH
SERVICES

A History of Nebraska’s Behavioral Health System

1867: Nebraska achieved statehood and thus
began the creation of state provided provisions.

1870: The Legislature created the Nebraska
Asylum for the Insane in Lincoln.

1885: The Legislature created the Insane Asylum
in Norfolk.

1887: The Legislature created the Asylum for the
Incurably Insane at Ingleside (Hastings).

1920:

» A constitutional amendment changed the
name of the Board of Commissioners of State
Institutions to the Board of Control.

» The names of the three Insane Asylums were
changed to the Lincoln State Hospital, Hastings
State Hospital and Norfolk State Hospital.

1946:

» The Legislature changed the name of the Boards
of Insanity to Boards of Mental Health.

» The Legislature passed a Voluntary Admissions
Law, allowing persons needing psychiatric
treatment to voluntarily enter a state hospital
without being committed.

1947: The Legislature created the Nebraska
Psychiatric Institute as an alternative to a fourth
state hospital.

1961: The name of the Board of Control was
changed to the Department of Public Institutions. -
This department was given control of 13 Nebraska
institutions. The department began operating on

Jan. 1, 1962.

1962: The names of the three state hospitals were
changed to Lincoln Regional Center, Hastings
Regional Center and Norfolk Regional Center.

1967: The Legislature created the Division
of Alcoholism in the Department of Public
Institutions. The governor appointed the director
of the division.

1973: The director of the Department of Public
Institutions established the Community Mental
Health Division.

1974: Regions are established to develop and
coordinate mental health services.

1975: The Nebraska Psychiatric Institute was

transferred from dual operation by the University
of Nebraska Medical Center and the Department
of Public Institutions to sole operation by UNMC.

1976: Regions are charged with developing and
coordinating substance abuse services.




1988: No longer possible to hold a person with
a mental illness in a jail if no crime had been
committed.

1991: First Consumer Liaison is hired.

1992: The Gambler’s Assistance Program (GAP)
was formed as part of the Nebraska Lottery Act,
administered by the Department of Revenue. The
Nebraska Advisory Commission on Compulsive
Gambling was created.

1994: The Division of Behavioral Health hosts its
first Statewide Consumer Conference.

1995: Administration of the Gambler’s Assistance
Program was transferred from the Department
of Revenue to the Division on Alcoholism, Drug
Abuse and Addiction Services in the Department
of Public Institutions.

1996: The Nebraska Partnership for Health and
Human Services Act combined the Departments
of Health, Aging, Social Services, and Public
Institutions and the Office of Juvenile Services
and reorganized them into three Departments:
HHS Finance and Support, HHS Regulation and
Licensure, and Health and Human Services. These
three state agencies formed the Nebraska Health
and Human Services System.

1997: The Health and Human Services System
was implemented on January 1. The document
“Recovery: A Guiding Vision” is created.

> HELPING PEOPLE LIVE BETTER LIVES

1998: A Legislative Task Force examined delivery
and financing of services for adults with mental
illnesses or addictions (LB 1354).

2001:

» $8M was appropriated annually in new funding
for community-based behavioral health
services. (LB 692)

» Changed disbursement of documentary stamp
tax funds to the Affordable Housing Trust
Fund and Homeless Shelter Assistance Trust
Fund; transferred administration of Homeless
Shelter Assistance Trust Fund from the
Department of Economic Development to the
Health and Human Services System.

» $1.3 million appropriated to the HHS System
for additional sex offender beds at LRC.

» $50,000 from Charitable Gaming Operations
Fund transferred to Compulsive Gamblers
Assistance Fund by November 1st of each year,
unless the fund contains less than $50,000.

» Nebraska Health Care Cash Funds distributed
in FY 01/02 and FY 02/03 (LB 692):

» $7.5 M to increase rates paid to providers
of MH/SA services.

+ $6.5 M for community-based MH/SA
services  including intermediate-level
residential care.

+  $1.5M for maintenance and treatment of
MH patients under emergency protective
custody.

2003: Legislation created a ‘road map’ to reform

behavioral health services (LB 724).
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SERVICES

2004:

»

»

»

The Nebraska Behavioral Health Reform Act
was implemented (LB 1083).

Closed adult acute hospital services at the
Hastings Regional Center (March).

Consumer Liaison Introduces Vision of
National Memorial to the National Consumer
Survivor Mental Health Administrators.

2005:

»

»

»

»

»

Stopped adult mental health admissions to
Norfolk Regional Center (November).
Appropriated $500,000 from NE Health
Care Cash Fund for FY 05-06 for compulsive
gamblers assistance programs.

Transfer from Affordable Housing Trust Fund
to the BH Services Fund, tobe used for housing-
related assistance for very low-income adults
with serious mental illness (LB40).

Allows disclosure of being on Sex Offender
Registration Act to governmental agencies
conductingconfidentialchecksforemployment,
volunteer, licensure or certification purposes.
Changed training requirements related to
alcoholand drugcounselortrainingsupervisors,
changes provisions on the Compulsive
Gamblers Assistance Fund; requires the
Division of BH to maintain data/information
system for all people receiving state-funded
BH services; changes members for State BH
Council, Advisory Committee on Substance
Abuse and State Advisory Committee on
Problem Gambling/Addiction Services.

2006:

»

Moved adolescent acute hospital services from
Lincoln Regional Center to Hastings Regional

»

»

»

Center (January).

Standards/procedures for rehabilitation of
clandestine drug lab sites.

Civil commitment and community supervision
for sex offenders, changed Sex Offender
Registration Act, adopted the Sexual Predator
Residency Restriction Act, established a work
group to study sex offender treatment and
management services (LB 1199).

Converted mission of Norfolk Regional Center
to a state sex offender facility and began joint
program with Lincoln Regional Center (July).

2007:

»

»

>

»

»

»

»

The Division of Behavioral Health funds
Consumer Specialists in all Regions.

Closed adolescent acute hospital services at
Hastings Regional Center (January).

Closed adult residential services at Hastings
Regional Center (April).
Createdanewlicensure categoryofindependent
mental health practice.

Reorganized the Health and Human Services
System into a single state agency known as the
Department of Health and Human Services
(LB 296).

Required DHHS to develop policies/rules and
regulations on transfer and discharge of sex
offenders treated in DHHS program.

Created the Children's BH Task Force and
required submission of a children’s behavioral
health plan (LB 542).

2008:

»

Changed membership on Children’s BH Task
Force.
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»

»

»

»

Revised the definition of consultation to
include consultation between a licensed
MH practitioner and an independent MH
practitioner. Clarified when someone can
use the titles of independent clinical worker,
counselor and
independent marriage and family therapist.

Expanded duties of State Committee on
Problem Gambling and changed name from

independent professional

former State Advisory Committee on Problem

Gambling and Addiction Services.

Deficit appropriations included:

« $900,000 state and $1,350,000 federal
funds for 1.5% rate increase for providers.

« Unexpended behavioral health aid funds
distributed for one-time payments to
regions for development of community BH
services.

+ Regional funds to be appropriated to
regions for development of community BH
services.

Expanded the authority of the Ombudsman

to all mental health institutions operated by

DHHS, all regions and all community-based

BH service providers that contract with the

Regions.

2009:

»

»

»

Amended Sex Offender Registration Act to
bring Nebraska into compliance with federal
guidelines so that length of registration is
based solely on the convicted offense; expanded
list of registry offenses; expanded registration
information that is collected.

Changed terminology relating to problem
gambling services, eliminating ‘addiction
services’ and replacing ‘compulsive’ with
‘problem’ gambling.

Required establishment of a children and

»

»
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family support hotline; a family navigator
program to respond to children’s BH needs;
post-adoption and post-guardianship care
management services for adoptive families/
guardians of former state wards; submission
of a state Medicaid plan waiver to CMS for
community-based secure residential and sub-
acute BH services whether committed by a MH
Board or not; provided DHHS $500,000 for FY
09-10 and $1 M for FY 10-11 for children’s
BH services; created a legislative Children’s
BH Oversight Committee; established the
Behavioral Health Education Center (BHECN)
to recruit and train more psychiatry residents
(LB 603).

Merged financial operations at Regional Center
(July).

Omaha, NE hosts the national Alternatives
Conference.

2010:

»>

»

The Office of Consumer Affairs hosts its first
Peer Support Training and forms a Facilitator’s
Circle.

Completed Substance Abuse Block Grant
technical review resulting in Technology
Transfer recognition.
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SERVICES

BEHAVIOR AL HEALTH SERVICES: RECENT DEVELOPMENT & EXPANSION

BY FISCAL YEAR

FY96 - FY04 SERVICES

FY05 NEW SERVICES

Day Treatment ;alfWay House- Home-Based Inpatient Acute
o Inpatient Subacute
Partial Care in Halfway House- Respite Care Emergency - Crisis Response Teams
96/97 Women —
— X Emergency - Urgent Crisis Treatment
Dav Rehabilitation Crisis Assessment | Therapeutic -
ay (LADC) Consultation Emergency - Urgent Outpatient
Outpatient Theva- | Crsis Assessment | Therapeutic Emergency - Urgent Med Management
py (Ind/Fm/Grp) | (CADAC) Community Emergency - Stabilization/Treatment (Voluntary)
OutPatient Emerg Shelter- Partial Care
Therapy (Ind) Psych Respite a
Medication Emerg Shelter- Outpatient
Management Social Detox Therapy -
(ind/ Fam/Grp)
Med Maintenance- | Emerg Comm
Methadone Support Med Management
Psychological Emerg Protective | Intensive
Testing Custady Crisis Qutpatient
— . FY06 - FY08 NEW SERVICES
Civil Protective

Voc Support Custody Youth Assessment

FY06 Services FY07 Services FY08 Services
Dav Subport Community Community - e C S Reoid

Yy Supp Support-Level 2 Support PDost Commit ;Iltenswe ase eil']il"e esiden-
t ti t t

Intermediate Resi- | Assertive Commu- 28 anagemer 8 e
dential Treatment | nity Treatment Urgent Supported

Assessment Employment
Psych Res Rehab | Prevention Nurse-Day Rehab | Short Term
Dual Disorder Resi- | Professional Residential
dential Treatment | Partner LMIP/RN
Short Term Resi- Telemedicine
dential Treatment Adolescent Inten-
Short Term Resi- sive Qutpatient
dential Treatment
Native Americans
Therapeutic Comm
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FY09 - FY10 NEW SERVICES

FYO09 Services FY10 Services

Voucher Program Housing-Related
Assistance

Supported Living Services Evaluation/ =
Med Support

Bi-Lingual/Bi-Cultural Hospital Diversion

Qutpatient

Youth Transition Recovery Support

Comm Support - BH Integation with

Special Populations Primary care

Peer Support Homeless Support

Geriatric Therapeutic Underserved Populations

Consultation

Networl of Care Family Support- | e
Substance Abuse
Youth Special Services

Notes to Appendix A:

Appendix A includes references to a number of significant dates in the
development of the Nebraska Behavioral Health System. It is not all-
inclusive.

In addition to services listed, DBH works with Nursing Pacilities and

Assisted Living Facilities to provide consultation and supplemental
services when appropriate. (8/21/2009)
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APPENDIX B: BEHAVIOR AL
HEALTH OVERSIGHT
COMMISSION I VISION 7 VAT TIFS

Behavioral Health Oversight
Commission II Vision/Values

he Nebraska Department of Health and

Human Services, Division of Behavioral Health
Strategic Plan is indebted to and begins with a
vision and core values/guiding principles crafted
by the Behavioral Health Oversight Commission [T
— a group established by the Nebraska Legislature
(LB928 — 2008). The full report is available at:
http://www.hhs.state.ne.us/Behavioral_Health/
BHCommission/BHOC-FinalReport-06-25-09.pdf .

Vision: Share a cooperative and common vision
among DHHS divisions regarding recovery, best
practice, access to care, and funding,

The Public Behavioral Health System in Nebraska

will...

» Promotewellness, recovery, resilience, and self
determination in a consumer/family driven
system.

» Pocus on positive outcomes and continuous
quality improvement for the
Behavioral Health Authorities, providers and
recipients of services.

» Provide
through genuine partnership with diverse
stakeholders, including meaningful
participation by consumers.

» Focus on prevention/early intervention.

Division,

inclusive, transparent planning

» Share a cooperative and common vision
among DHHS divisions regarding recovery,
best practice, access to care, and funding.

» Encourage public/private partnerships.

» Maximize available revenue sources, including
Federal grants and maximization and capture
of Federal Medicaid match dollars, and new
revenue sources will be reinvested in the

behavioral health system.

Values & Principles

The following core values and guiding principles
resulted from the work in June 2009 of Nebraska’s
Behavioral Health Oversight Commission.
They are meant to guide work within the public
behavioral health system but are also applicable to
Nebraska’s private mental health, substance abuse
and problem gambling services.

Self Direction:

Consumers lead, control, exercise choice over,
and determine their own path of recovery by
optimizing autonomy, independence, and control
of resources to achieve a self-determined life.
By definition, the recovery process must be self-
directed by the individual, who defines his or her
own life goals and designs a unique path toward
those goals.

Individualized and Person Centered:

There are multiple pathways to recovery based on
an individual’s unique strengths and resiliencies as
well as his or her needs, preferences, experiences
(including past trauma), and cultural background
in all of its diverse representations. Individuals
also identify recovery as being an ongoing journey
and an end result as well as an overall paradigm
for achieving wellness and optimal mental health.

Empowerment:

Consumers have the authority to choose from a
range of optionsandtoparticipateinalldecisions—
including the allocation of resources—that will
affect their lives, and are educated and supported
in so doing. They have the ability to join with other
consumers to collectively and effectively speak
for themselves about their needs, wants, desires,
and aspirations. Through empowerment, an

individual gains control of his or her own destiny
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and influences the organizational and societal
structures in his or her life.

Holistic:

Recovery encompasses an individual’s whole life,
including mind, body, spirit, and community.
Recovery embraces all aspects of life, including

housing, employment, education, mental
health and health care treatment and services,
complementary and naturalistic services,

addictionstreatment, spirituality, creativity, social
networks, community participation, and family
supports as determined by the person. Families,
providers, organizations, systems, communities,
and society play crucial roles in creating and
opportunities  for
consumer access to these supports.

maintaining meaningful

Non-Linear:

Recovery is not a step-by-step process but one
based on continual growth, occasional setbacks,
and learning from experience. Recovery begins
with an initial stage of awareness in which a
person recognizes that positive change is possible.
This awareness enables the consumer to move on
to fully engage in the work of recovery.

Strengths Based:

Recovery focuses on valuing and building on the
multiple capacities, resiliencies, talents, coping
abilities, and inherent worth of individuals. By
building on these strengths, consumers leave
stymied life roles behind and engage in new life
roles (e.g., partner, caregiver, friend, student,
employee). The process of recovery moves forward
through interaction with others in supportive,
trust-based relationships.

Peer Support:
Mutual support—including the sharing of
experiential knowledge and skills and social

> HELPING PEOPLE LIVE BETTER LIVES

learning—plays an invaluable role in recovery.
Consumersencourage and engage other consumers
in recovery and provide each other with a sense of
belonging, supportive relationships, valued roles,
and community.

Respect:

Community, systems, and societal acceptance and
appreciation of consumers—including protecting
their rights and eliminating discrimination and
stigma—are crucial in achieving recovery. Self-
acceptance and regaining belief in one’s self are
particularly vital. Respect ensures the inclusion
and full participation of consumers in all aspects
of their lives.

Responsibility:

Consumers must strive to understand and give
meaning to their experiences and identify coping
strategies and healing processes to promote their
own wellness.

Hope:

Recovery provides the essential and motivating
message of a better future—that people canand do
overcome the barriers and obstacles that confront
them, Hope is internalized, but can be fostered
by peers, families, friends, providers, and others.
Hope is the catalyst of the recovery process. Mental
health recovery not only benefits individuals with
mental health disabilities by focusing on their
abilities to live, work, learn, and fully participate
in our society, but also enriches the texture of
American community life. America reaps the
benefits of the contributions individuals with
mental disabilities can make, ultimately becoming
a stronger and healthier Nation (U.S. Department
of Health and Human Services, 2005).
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APPENDIX C: NATIONAL OUT-
COME MEASURES (NOM)

National Outcome Measures
(Substance Abuse and Mental Health
Services Administration)

NOM-MH: Mental Health
NOM-PR: Prevention
NOM-SA: Substance Abuse

Accessibility

National Qutcome Measure for Mental Health (NOM-
MH) and Prevention (NOM-PR) (Access/Capacity):
Number of persons served by age, race, ethnicity,
gender.

Substance Abuse

NOM - SA (Substance Abuse & Access/Capacity):
Unduplicated count of persons served; penetration
rate - numbers served compared to those in need.

Quality

NOM - MH (Perception of Care): Clients reporting
positively about outcomes.

NOM - MH (Social Connectedness): Clients reporting
positively about social connectedness.

NOM - PR (Social

communication around drug use.

Connectedness): Family

Cost Efficiency

NOM - PR (Cost Effectiveness): Services provided
within cost bands.

Effectiveness

NOM - SA (Reduced Morbidity): Reduction in/no
change in frequency of use at date of last service
compared to first service.

NOM - PR (Reduced Morbidity): 30 day substance use

{non-use/reduction in use.

NOM - PR (Reduced Morbidity): Perceived risk/harm

of use.

NOM - PR (Reduced Morbidity): Age of first use.

NOM - PR (Reduced Morbidity): Perception of
disapproval/attitude.

NOM - SA (Crime and Criminal Justice): Reduction
in/no change in number of arrests in past 30 days
from date of frst service to date of last service.

NOM - PR (Crime and Criminal Justice):Alcohol
related car crashes and drug related crime.,

NOM - MH (Retention): Decrease in rate of
readmission to State psychiatric hospitals within 30
and 180 days.

NOM - SA (Retention): Length of stay from date of
first service to date of last service and unduplicated
count of persons served.

NOM - PR (Retention): Total number of evidence-
based programs and strategies; percentage youth
seeing, reading, watching, or listening to a prevention
message.

NOM - MH (Stability in Housing): Profile of client’s
change in living situation (including homeless
status).

NOM - SA (Stability in Housing): Increase in/no
change in number of clients in stable housing situation
from date of first service to date of last services.
NOM - MH (Employment/Education): Profile of
adult clients by employment status and of children by
increased school attendance.

NOM - SA (Employment/Education): Increase/no
change in number of employed or in school at date of
last service compared to first service.

NOM - PR (Employment/Education): Perception
of workplace policy; ATOD-related suspensions and
expulsions; attendance and enrollment.

Retrieved October 27, 2010 from: http.//www.
nationaloutcomemeasures.samhsa.gov/PDF/NOMS/
revised_grid_4_1_08.pdf
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