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Summary: Regional Behavioral Health Authority 988 Discussions

Vibrant awarded states and territories planning grants in 2021 to plan for the implementation of a new,
national, three-digit number (988) for individuals to call when they are experiencing mental health or
suicide crises. The vision is for 988 to eventually take the place of the current suicide prevention Lifeline
number 1-800-273-TALK (8255). The 988 call center is envisioned as an entry point to Nebraska’s
continuum of care — connecting callers to local resources and emergency mental health care. Two guided
discussions in each Nebraska behavioral health region focused on two areas: 1) Mapping services
available and needed in the crisis continuum of care; and 2) Local follow-up to 988 calls.

The University of Nebraska Public Policy Center (Center) is assisting the Nebraska Division of
Behavioral Health with the 988 planning grant. The Center worked with each Regional Behavioral Health
Authority (Regions) to facilitate two planning sessions and distribute an online survey tool to area
stakeholders. Additionally, each Region assembled an overview of their current crisis continuum
including a snapshot of the crisis services currently available and accompanying graphic representations
of the crisis response service process(s). Regions also completed a self-assessment based on the crisis
response standards recommended by the American Association of Suicidology (AAS).! These standards
represent an “ideal state” with not all services available in all areas of the state. AAS uses this grid to help
crisis centers self-evaluate and move toward national accreditation. AAS recognizes that a single
organization can rarely provide the comprehensive services necessary to address every crisis, so the crisis
service continuum “necessarily requires interorganization coordination and collaboration among groups
such as voluntary and governmental mental health agencies, police, emergency medical services, and self-
help groups” (page 8). An online survey was distributed by regions to their stakeholders

Information and recommendations garnered from each region’s sessions were provided back to Regions
for review and editing before being finalized. The state Department of Health and Human Services,
Division of Behavioral Health received final copies of each regional document and this summary
document with all regional responses aggregated.

1 American Association of Suicidology. (2012). Organization Accreditation Standards Manual, thirteenth edition,
https://suicidology.org/wp-content/uploads/2019/06/13th-EditionFeb-2019-1.pdf
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Regional Behavioral Health Crisis System Overview

Regional Behavioral Health Authorities were invited to provide information to the State Department of
Health and Human Services at least 30 days prior to their first planning session about the current capacity
of the crisis system in their areas. Each Region was first asked about the number and name of crisis
response providers in their geographic service area (see Table 1).

Table 1: Crisis Response Providers, by Behavioral Health Region

Region Crisis Response Service Providers Eligible Crisis Response Initiator
Region 1 - Box Butte General Hospital (BBGH) -Medical provider
-Region 1 Behavioral Health Authority -Law enforcement
(RBHA) -Family/friend
-Western Community Health Resources -Mental Health provider
(WCHR) -Substance use disorder provider
-Children and family services
-Probation
Region 2  -Region 2 Crisis Response Triage -Emergency Support Director
-Emergency Support Director Designee
-Law enforcement
Region 3  -Region 3 Crisis Response - Anyone
-Co-Responder program in Hall and Buffalo
Counties
-South Central Behavioral Health Services
-CHI Richard Young
-Mary Lanning Memorial Hospital
-Great Plains Medical Regional Medical
Center
-Mid-Plains Center for Behavioral
Healthcare Services Crisis Treatment
Region 4  -Four regional crisis response teams (Good  -Self-initiate
Life Counseling, Behavioral -Law enforcement
Health Specialists, and Heartland -Probation
Counseling Services) -Medical provider
-Faith Regional -Family member
-Richard Young
-Great Plains Medical Regional Medical
Center
Region 5 -Targeted Adult Service Coordination -Targeted Adult Service Coordination
(TASC) (TASC)
-CenterPointe -CenterPointe
-Mental Health Association (MHA) -Mental Health Association (MHA)
Region 6 -Safe Harbor -Law enforcement

-Emergency Community Support
-Mobile Crisis Response (Crisis
Intervention Trained Officers)

- Various emergency departments
- Lasting Hope Assessment Center
- Douglas County Detox

- Psychiatric Emergency Service

-Area shelters, including domestic violence
shelter

-Boys Town crisis line

-Probation

-School resource officer

-Co-responder with Omaha Police
Department
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Each Region was asked a variety of supplemental questions regarding the existing crisis system within
their region (see Table 2). Law enforcement does not respond to all crisis response requests in most
Nebraska Behavioral Health Regions. Counties served by Region 1 Behavioral Health Authority and
Western Community Health Resources (in Region 1) are the exception. Variability exists among
Nebraska Behavioral Health Regions regarding in-person, telehealth, and telephonic crisis service
provision. Each Region has at least some availability of telephonic crisis response services. Follow up
contact for crisis response services varies among Nebraska Behavioral Health Regions.

Table 2: Crisis System Overview by Nebraska Regional Behavioral Health Authorities

Region 1 Region 2 Region3  Region 4 Region 5 Region 6
Does Law Dependent No No No No No
Enforcement on area
respond to all Crisis
Response requests?
What validated -Columbia -Suicide - -Brief Mental -Suicide None
screening tools are Suicide Risk SAMHSA  Health Status Screen
used to make Severity Assessment  SAFE-T Exam/Risk (ASQ)
decisions during the  Rating Scale -Safety Protocol Assessment -Risk
crisis encounter? (CSSRS) Plan with -Suicide Risk Assessment
-State of NE Columbia-  Assessment (CSSR-S)
Centralized Suicide -Crisis -Safety Plan
Data System Severity Response
(CDS) Rating Safety
assessment Scale Agreement
Are crisis response Yes No No Yes Yes Yes
providers available
in all counties to
provide in-person
crisis response?
Are crisis response Mostly Yes  No Yes Yes Yes Yes
providers available
in all counties to
provide tele-health
crisis response?
Avre crisis response Sometimes Yes Yes Yes Yes Yes, not
providers available  Yes preferred
in all counties to
provide telephonic
crisis response?
What follow-up do Varies by Phone call ~ Phone call Based on client  Face-to-face  Phone call
the Crisis Response  county: within 24 within 24 needs within 24 within 24
teams do currently?  phone call hours hours hours and hours and
or service phone call at 30 days
coordinator 30 days
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Crisis Continuum Self-Assessment — Region Behavioral Health Authorities

How does your current crisis care continuum compare to the crisis response standards
suggested by the American Association of Suicidology (AAS)?

Crisis Receiving/Walk-in Service

Persons in an acute crisis may need immediate personal contact with helpers. The availability of
a walk-in crisis service indicates that the program is capable of delivering high quality care.
Although it is an optimum situation, it is not mandatory that crisis programs provide walk-in
crisis services in the organization's facilities. What is required of the organization to meet
minimum standards is that it assures these services are available to provide immediate care to
persons in the area served. Such arrangements should be specified by written contract or written
operational agreements between the program and agencies such as a mental health center or an
emergency department, which has crisis consultation available

Ideal State — Crisis receiving/walk-in service o o o
8 =8| 2
g S |58
< a < zZ <<
Walk-in service is available to persons through referral that telephone 2,3, 145 6
workers can initiate. 6(adult) ' (youth)
The relationship between the crisis program and walk in services is well | 3, 1,2,4,16
developed, procedures are in writing and are available 24/7. 6(adult) | 5 (youth)
The program offers walk-in service or walk-in access during weekday 2,3, 145 6
office hours. 6(adult) T (youth)
The crisis program will handle immediate walk-in service contacts 1, 3, 545 6
referred either by its own staff or by other gatekeepers. 6(adult) $ (youth)
There is a system that permits monitoring and supervision of the 1,23, 4 5,6
workers. 6(adult) (youth)
After hours and weekends an equivalent service is provided by another 125
organization through written agreement. Or, the organization does not 3, 4 6’ T
operate its own walk-in service but has a seamless referral system and 6(adult)
> (youth)
feedback to another service.
Walk-in face to face crisis service is an integral aspect of the service 3, 14 5,6
delivery design. 6(adult) : (youth)
Walk-in service is available during extended hours and weekend times. | 2, 3, 14 5,6
6(adult) | ™ (youth)
There are referrals that can be easily made to 24/7 walk-in services if the | 3, 24 1,56
program doesn’t operate this service 24/7. 6(adult) ’ (youth)

Level 1 | Level 2 | Level 3 |
Note — Levels refer to the three levels of crisis center accreditation offered by AAS. To achieve
accreditation the organization must meet or exceed Level | standards for every component. AAS
understands that some organizations do not have the resources to achieve Level 11 or Level 11l in all
areas. (Page 17).
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Outreach Services, (Mobile Crisis Outreach Team)

Some persons in acute crisis or life-threatening situations are unable or unwilling to travel to a face to
face meeting. Outreach service may be essential in such cases. As with walk-in service, if an organization
cannot provide outreach as part of its own program, it should assure the provision of such service by
written contract or written referral protocols. Mobile outreach is a service whereby crisis workers are
dispatched to meet with a person in person in order to get a more accurate and complete assessment or
intervention than can be obtained by telephone or other methods. This assessment or intervention may be
completed in person’s home or in a public place (i.e. jail, restaurant, community organization, hospital).
Based on the person’s history and current need, a plan is developed to assist person in receiving the most
appropriate service in the least restrictive environment.

Ideal State — Outreach services (mobile crisis) o o o
e >3 e
L = S L
S S5 |38
< o < Z <
The crisis center can provide outreach service through a working
agreement with another organization and telephone workers or those 6 (adult 3,4,5(1,25
using texting or crisis chat can initiate this referral. youth)
The program takes responsibility for calling police or other emergency, | 2,3,4,6
mental health or social service organizations. (adult 1 5
youth)
Around-the-clock arrangements can be made to transport those in crisis 3,4,6
to walk-in services, such as the local mental health center or hospital (adult 11,2,5
emergency department. youth)
There are written criteria for when crisis workers should employ the 1,4,6
crisis outreach service. 3 (adult | 2,5
youth)
The program takes responsibility for calling police or other emergency, | 2,3,4,6
mental health or social service organizations. (adult 1 5
youth)
The mobile team meets the person in their residence, the Emergency 1,2,
Room of a local hospital or other community locations. 5 3,4,6
(adult
youth)
The mobile team members demonstrate competency in crisis
. . . . . 1,3,56
intervention techniques, lethality assessment, problem solving and (adult 4 2
recognizing indicators of presenting problems. Mobile team members th)
receive personal safety training. you
There is a system that permits monitoring and supervision of mobile 1,23,
crisis team members. 4,5,6
(adult
youth)
A safety assessment is performed prior to dispatching the mobile team.
This assessment should address whether there are weapons in the home, | 1,2, 6
animals that could pose a threat, other persons in the home and the (adult 3,4,5
general safety of the neighborhood. If there are any safety concerns an youth)
alternate, safer meeting site may be arranged.
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Ideal State — Outreach services (mobile crisis)
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Follow-Up

Crisis intervention follow up services should be an established part of the crisis program. Follow-up
includes initiating contact with persons who may have been assessed at risk for suicide and others when
appropriate. Follow up may include outreach contacts to the high-risk party of a third party call. This
recognizes the reality that when someone calls for a person at risk, the person at risk is likely to be of
higher risk for suicide and with more ambivalence about reaching out for help than persons who call the
center directly. Crisis centers should have policies and procedures that spell out how third party persons
will be handled in situations where the person won’t agree to call the person at risk, but will give
identifying information. These policies and procedures will document how the organization will reach out
and offer appropriate support or intervention with the person at risk. The Follow-up policy should state
how often follow-up calls will be attempted and a protocol of how to proceed if the at risk person is
unreachable, especially if a follow-up call time was agreed upon. The policies and procedures for follow-
up of such persons should be in writing and included in the crisis worker's manual. Follow-up contacts

should be included in the person's record.

Ideal State — Follow-up

Available

Partially
Available

Not
Available

The crisis program makes follow-up calls, specifically in cases involving
suicide risk according to a written procedure.

=
o

Records of follow-up contacts are kept.

The program initiates active rescue when appropriate with third party
calls.

1,5

Follow up need, contact information, and outcome is efficiently
communicated between crisis workers and other shifts as necessary.

1,5

The crisis program attempts regular follow-up contacts with persons at
risk not only of suicide but of other crisis situations.

1,4

There is evidence that the crisis center initiates third party contact.

1,5

There is a staff member dedicated to making sure that follow-up contacts
are provided within 24 hours of crisis call for all risk cases.

3,451

Page 6 of 24



Ideal State — Follow-up
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Planning Session #1 — Crisis Continuum

What crisis services are a priority for development in your area?

Individuals attending the regional planning sessions and survey respondents were asked which crisis
service was a priority for development in their area. Stakeholders in five of the six Nebraska Behavioral
Health Regions indicated juvenile crisis facilities were the most important for development. The need for
juvenile crisis facilities was also noted as the priority crisis service need by 43.9% (n =58) of survey
respondents. Crisis stabilization centers were identified as a priority for development by stakeholders in
half of the behavioral health regions and 37.9% (n =50) of survey respondents. Crisis stabilization centers
for adults was the priority crisis service selected for development among survey respondents at 22.0% (n
=29). Respite centers were identified as a priority for development in four behavioral health regions but
only 17.4% (n =23) of survey respondents. See Table 3 for additional information.

Table 3: Crisis Service Development Priority

Region 1 Region 2 Region 3 Region 4 Region 5 Region 6
Aftercare Staffed acute Bilingual Crisis Acute Increased
hospitalization  services stabilization hospitalization  service
facilities center bed capacity offering and
education
Crisis Crisis Detox center Juvenile crisis  Center with Youth-
stabilization stabilization (juvenile and facilities telehealth oriented
center center adult) equipment psychiatric
emergency
services
Detox center Juvenile crisis  Residential Juvenile Integrated
facilities substance use  emergency crisis response
treatment shelter (EMS)
In-person Detox center Juvenile crisis  Detox center Juvenile crisis
crisis response  (medically facilities (medically facilities
assisted) assisted)
Juvenile crisis  Respite center  Intensive Psychiatry Respite center
facilities outpatient urgent care (juvenile and
programs adult)
Respite center Respite Center
(juvenile and
adult)
Legend
Crisis
Acute stabilization Juvenile crisis
hospitalization  center Detox center facilities Respite center  Other
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What resources does your region need to move the crisis continuum from your current state to the ideal

state?

A summary of needs identified in the regional planning session to move the crisis continuum from the
current state to the ideal state is in Table 4. Commonly identified resources include the following:
additional personnel (blue), enhanced collaboration (grey), transportation (yellow), facilities (green), and
broadband connectivity (red).

Additional personnel was the most identified need by survey respondents (52.3%, n = 69). Five regions
indicated there was a need for adequate staffing at acute hospitalization facilities and/or an increased
number of qualified behavioral health providers to meet crisis service needs, including bilingual
providers. Commonly identified barriers to adequate personnel included Nebraska’s LMHP licensure
process and region requirements to work with providers.

Region 5 indicated a need for additional collaboration efforts. Survey respondents echoed this need, as
42.4% (n = 56) identified partnerships with existing crisis service agencies as a resource needed to move
the crisis continuum from the current state to the ideal state.

Table 4: Resources Needed for Crisis Continuum Development

Region 1 Region 2 Region 3 Region 4 Region 5 Region 6

Crisis Financial Statewide crisis  Additional Caller Procedures for

continuum coverage for service resource  vehicles for transportation mobile crisis

marketing crisis services guide crisis response options teams
Adequate Additional, Additional,

Trained crisis staffing for qualified qualified

response person  acute providers to Additional Contracted providers to

at all healthcare  hospitalization deliver crisis licensed mental hospital for deliver crisis

facilities facilities services health therapists  acute care beds  services

Additional, Additional,

qualified qualified

providers to Improved Improved providers to Increased Peer support

deliver crisis broadband broadband deliver crisis statewide utilization and

services connectivity connectivity services collaboration reimbursement

Increased Increased input  Increased

Improved Caller Caller number of from rural number of crisis

broadband transportation transportation bilingual region facilities and

connectivity options options providers regarding needs warmlines
Increased

Increased number of Increased Caller Rapid access for

number of crisis  substance abuse  number of crisis  transportation after-hour

facilities facilities facilities options services

Legend

Additional Enhanced Broadband

personnel collaboration  Transportation Facilities connectivity Other
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How should 988 be connected with local providers? 911? Law enforcement?

Survey respondents and regional planning meeting stakeholders explored interconnectivity needs for 988
with 911 and law enforcement. Each Nebraska Behavioral Health Region indicated that 988 and 911 need
to be able to immediately transfer data during a life-threatening emergency. Over half of survey
respondents (59.1%; n = 78) indicated 911 should be able to transfer callers and data to 988. Stakeholders
in every region mentioned some level of shared protocol development between 988 and 911 as a priority.
This included 988 collecting the same information required by dispatchers in the event a call is going to
need law enforcement response. Most survey respondents indicated that 911 and 988 should have shared
protocols (72.0%, n = 95). Region 5 stakeholders suggested a shared system to flag frequent callers for
911 and 988.

Survey respondents and regional planning meeting stakeholders explored connection between 988 and
local service providers. All stakeholders voiced a desire for 988 to be aware of local resources, be able to
refer to these services, and to seamlessly engage crisis response services. Region 6 stakeholders indicated
that some level of data sharing from 988 to local crisis services would assist in the provision of services.
Region 5 stakeholders noted that a projected call volume assessment should be made prior to the
implementation of 988 to better asses regional crisis response staffing needs. A frequently updated crisis
service resource guide was also a commonly identified need. It was also noted that regional resource
guides exist but are not consistently updated nor comprehensive. If a resource guide was to be created, it
was determined to be most beneficial if it was widely accessible to all regions.

General questions and comments
Other concerns raised in the regional planning session regarding crisis continuum included the following:

- How can transportation options be increased for callers, especially those using Medicaid and
those living in rural areas?

- How will the appropriate level of service be initiated for each region?

- How will marketing regarding 988 be handled?

- How will projections regarding call volume for regional crisis response teams be made?

- How will the school system be factored in? Will they have MOU’s to receive information
regarding their students?

- Who would be responsible for payment of services?

- Is there currently a place where juveniles can go outside of the ‘system’ for community-based
services?
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Planning Session #2 —Regional 988 Follow-Up Contacts Planning

Nebraska’s Crisis Continuum

g g 988 Planning 3

All Nebraska calls are
answered at the Boys Town 988 Referral for
* location. Call takers screen » Crisis Services
and provide crisis intervention

988 Call

how?

and referrals.

entity to make personal contact with the caller.

when? Local /
Regional S ol Life Safety Issue = 911
Follow-up

who? <= Regional Crisis Continuum

1 988 contacts the appropriate crisis response

« Mobile Crisis « Acute Hospitalization
- Crisis Stabilization - Psychiatric Observation
- Crisis Respite - Hospital Diversion

Who should be responsible for follow up contacts for individuals who contact 988 in your area?

Call circumstances may necessitate follow up contacts be made to 988 callers. Regional planning sessions
explored which individuals or agencies should be responsible for follow up contact provision.
Stakeholders in each of Nebraska’s six Behavioral Health Regions indicated that when a caller is referred
to providers, services, or crisis response teams in their region, individuals within the region should be
responsible for follow up contacts. Region 1 and Region 6 noted that, in the event a particular provider
provides services, that provider should be responsible for follow up contact. Region 2, 3, 4, and 5 noted
that a centralized follow up contact system should be established in the region. In this system, one or a
small number of agencies were responsible for all the follow up contacts. This included the region,
service providers or crisis teams.

Some exceptions to the follow up contact provision listed above were voiced for a subset of 988 calls.
When a call results in acute hospitalization services, region 4 indicated the hospitals should provide this
follow up. Region 2 stakeholders noted that when adult protective services (APS) and child protective
services (CPS) hotlines are needed, APS and CPS should handle follow up contact. Region 2, 3, and 4

Page 11 of 24



stakeholders indicated that when 988 does not make a referral to a region the 988 hotline should be
responsible for follow up contacts.

A few additional considerations were noted by stakeholders during discussion of follow up contact
provision. It was noted that adequate call volume and associated follow up contact provision volume
should drive development of staffing resources to meet the demand. This may incorporate needs for
additional staffing, incorporation of peer support and expanded emergency support services. Connections
between 988 and follow up contact providers need to be established. Special consideration needs to be
taken to ensure individuals providing contact services both have adequate crisis information for the caller
and follow privacy regulations. A flagging system for frequent 988 callers and protocol to address this
situation may need to be developed.

Region 6 stakeholders recommended a dual follow up contact service system. In this system, a caller
receives the standard treatment/care follow up contacts discussed above. Additionally, customer centered
post service follow up contacts would also be provided for continuous quality improvement.

What resources would be needed for people in your area to provide routine follow-up for 988 callers
within 24 hours of each contact?

Commonly identified resources needed to provide follow up contacts are listed in Table 5 and include:
additional personnel (blue), enhanced collaboration and information sharing (grey), transportation
(yellow), training (green), and broadband connectivity (red).

Additional personnel is the most identified need by survey respondents (69.7%, n = 92). Five regions
indicated there was a need for adequate staffing at dispatch facilities and/or an increased number of
qualified behavioral health providers to meet crisis service needs, including bilingual providers.
Commonly identified barriers to adequate personnel included Nebraska’s definition of individuals eligible
for crisis service provision.

Four regions indicated a need for increased collaboration efforts. This included the development of
protocols regarding the sharing of confidential, crisis-related information about 988 callers to those
providing 988 follow up contacts. Three regions also noted the importance of consistent, statewide 988
follow up contact protocol. Survey respondents indicated that revised procedures (31.8%, n = 42) and
new partnerships/increased collaboration (40.2%, n = 53) were needs.

Stakeholders in Regions 3 and 4 indicated a need for additional training Survey respondents echoed this
need, as 49.2% (n = 65) identified training as an important need regarding follow up contacts. Other
identified miscellaneous resource needs were not sorted into categories and are listed as other.
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Table 5: Resources Needed for Follow Up Contact Provision

Region 1 Region 2 Region 3 Region 4 Region 5 Region 6
Increased
number of Review state
988 call takers Call volume Consideration Additional, qualified definition of
need to have projections to for follow-up qualified providers to those eligible
mental health estimate follow-  contact financial ~ providers for deliver crisis for crisis service
knowledge up contacts compensation follow up contact services provision
Additional, Consistent
Consideration qualified statewide 988 Consistent
Increased for follow-up providers for Additional follow up statewide 988
dispatch center ~ contact financial ~follow up licensed mental contact follow up
staffing compensation contact health therapists  protocol contact protocol
Shared Additional, Assessment of Shared
protocols for qualified peer support Increased protocols for
sharing providers for capacity to number of sharing
confidential follow up provide follow bilingual confidential
information contact up contact providers information
Ability for
Consistent provider to
statewide 988 Additional Improved Improved inform 988 that
follow up licensed mental  broadband broadband a caller refused
contact protocol  health therapists  connectivity connectivity services
Improved Caller Mental health
broadband transportation training for law
connectivity options enforcement
Training Shared protocols
Caller resources - for sharing
transportation CAMS, AMSR, confidential
options MHFA information
Legend
Enhanced
collaboration and
Additional information Broadband
personnel sharing Transportation Training connectivity Other

Other questions or comments?

Other concerns raised by the regional planning session stakeholders regarding follow-up contacts
included the following:

- Will 988 require new or modified service definitions?
- How can proactive outreach be used to increase awareness of 988?
- Can 988 use the same methodology as the Nebraska Family Helpline for follow-up?

- Could peer-support fill the follow-up contact provision gap?

- How can private therapists be educated to have clients contact 988 instead of 911?
- If telehealth is offered, how can individuals without technology or tech savviness access

care?

- How can follow-up be standardized for equitable care?
- What information can be shared with regard to HIPPA?
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Appendix A: Behavioral Health Region 1

BBGH CR Flow Adult and Youth
\

T ™~ a )

Behavioral Community / Consumer is )
Health Crisis Agencies medically assessed MI—! professional
Corrections and CR is Arrives to the _ER
Hospital contacted as or ER staff will
— > S i > connect fo
chools appropriate.
Probation TelePsych

CFS
Self referral \ / K /

Family / Friends
Present to the ER

No calls from
Nebraska Help

Suppeort
person is

Line \ allowed as
appropriate
/ /MH Professioncl\ ﬂ‘ discharge from\ for the
Consumer recommends emergency situation.
assessed off site EPC, voluntary psych
at MH admission, observation or
professional emergency voluntfary
private practice, | ———» psych admission for
jail or nursing observation or medical or
home. CR discharge to - consumer has a
presents in community with different payer
person referrals and source. Follow
\ safety plan. / up is attempted
in 72 hours of

\ discharge. /

Emergency Protective Custody (EPC)
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Behavioral Health Region 1 (continued)

Region 1 CR

Behavioral /LE or Communi’ry\
Health Crisis Agency calls
CR:
Corrections
Hospitals
Youth Shelter
Call from Schoc?ls
Nebraska Help Probation
Line CFS
Rarely get calls \ /

CFS and
Probation staff
must be
present for CR
fo respond in
person

~

J

If EPC'd follow
up comess in the
form of a referral

from the BHU.

\

MH Professional
recommends
EPC, voluntary

admission or
discharge to
community with
referrals and
safety plan.

If EPC'd LE
proceeds to
obtain medical
clearance.

/Referrcl source\

requests CR.
CR responds in
person, or
Telehealth
dependent on
the county.
Phone calls by
CR only happen
due fo technical

K issues /

J

v

Flow Adult and Youth

/

Arrives to

MH professional

location or
connects to
Telehealth

\

4 )

If discharge to
the community
follow up is
completed by
30 days if
contact
information is

provided
J
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Behavioral Health Region 1 (continued)

Behavioral LE or Community
Health Crisis Agency calls

CR:

Hospitals

—_ Schools

Probation

Call from Cr
Nebraska Help
Line

Rarely get calls

WCI

—

CFS and
Probation staff
must be

present for CR
to respond in
person

— | Isaddressedina

R CR Flow Adult and Youth

( Tricge \

(s )

Service
Coordinator
makes contact
with consumer.
Triage situation

manner fitting
the situation.

Phone, in

person, video

—

Support for
family or others
during the crisis
while assessing

the needs of the
consumer and
the situation

—

determines who
willrespond:
Service
coordinator or

> MH professional

Visitis done
based on the
situation.
Majority of the
fime face to

\ face. /

If EPC'd follow
up comes in the
form of a referral

from the BHU.

O )

MH Professional
or Service
Coordinator
recommends
EPC, voluntary
admission or
discharge to
community with
referrals and
safety plan.

If EPC'd LE
proceeds to
obtain medical
clearance.

—

If discharge to
the community
follow up is
completed by
Service
Coordinator
at 24 hours and
30 days

-/
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Appendix B: Behavioral Health Region 2

Region 2 Emergency System Crisis Response

sponse.

Emergency Support receives call from individual, family, guardian, Hospital/
Medical, Law enforcement, Probation, Dept of Health and Human Services,
Mebraska Family Helpline or any other individual mquesting Criss Re-

Emergency Support will work to resolve crisis/call. Refer-
ral can be made for Urgent Meeds Assessment st Heart-
land if needed. If no further action is needed, refemals

will be made to wvoluntary senvices. Call is completad.

Emergency support will determine
method of response based on accessi-
bility, safety, tmeliness, and nature of
call/crisis. Therapistiscontacted.

Therapist will contact consumer/family
via phone within 1 hour of request.

—

results of assessment.

Therapist completas Suicide Risk Assessment and Safety Plan. Some =ddi-
tional tools may be used if necessary. Determination of need to access
acute emergency senices. Therapist phones Emergency Support with

e

~N

Acute services are recommended. Emergency
support will assist with voluntary admission to
haospital oftheir choice. Ifthisoption is not possi-
ble, Emergency Support will contact Law Enforce-

ment for possible EPC. [If not already on scene)

If acute emergency services are notwarranted.
Emergency Support works with individual family
tao plan/access formal and informal supports and
arranges for follow up with outpatient counsel-
ing, community support, emMergency suppaort,

youth care, medication management.

L 4

Discharge from acute services will
indude referrd to community behaw-
ioral hedth providers and consults-

tian with Region 2 if needed.

]

Follow up, engagement and service coor-
dination provided based on need. Consul-
tation with Regon 2 if needed.
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Appendix C: Behavioral Health Region 3

Region 3 Behavioral Health Crisis Response System

Person in Crisis

R3 Crisis Response (CR) receives a phone call from, parent/guardian, individual, law enforcement, probation, child welfare, healthcare, or
Mebraska Family Helpline requesting Crisis Response. Method of response is determined based on timeliness, safety, accessibility and
triage of nature of call/level of crisis (including the need for law enforcement response).

— N

CR contacts via secure web based video conferencing. (Accessibility
is determined & CR gives directions to caller via phone.)

Face to face CR occurs at a mutually agreed upon safe location.

CR therapist completes crisis screening including suicide risk assessment, safety plan, demographics and will empower
family/youth/individual to access emergency or acute services if imminent danger is present.

e A"

CR assesses acute services are not warranted. The CR therapist
CR assess imminent danger. If person will go voluntarily to appropriate | empowers/engages person/family towards informal &/or formal
hospital, the CR accesses emergency service via a warm handoff to post crisis intervention services. The CR therapist will obtain
clinician in receiving acute psychiatric hospital. If person will not agree consent for services(s). The CR therapist will identify with the
to voluntary admission, The CR will contact law enforcement for possible person/family who will be providing follow-up within the next
EPC. | business day and the method of contact for follow-up.
N

Post crisis intervention continued engagement/referral, advocacy, support of the individual, |

family/youth in community-based services as appropriate based on need. This may include, |
but not be limited to, Outpatient Therapy, Emergency Community Support, Peer Support,

Medication Management, Prevention Professional Partner, or others as needed. |

- |
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Appendix D: Behavioral Health Region 4

Region 4 Crisis Response System

CRT receives call from self, family, guardian, Hospital/Medical, Law en-
forcement, Probation, CFS, Nebraska Family Helpline or any other individual
requesting Crisis Response.

CRT determines method of response based on acces-
sibility, safety, timeliness, and nature of callfcrisis. It
will be determined whether a therapist enters the
process at this point or if the crisis responder is able
to resolve the crisis/call. Law enforcement may be
contacted at this point.

/

CR meets face to face at a mutually agreed CR contact via secure web based videa
upon safe location. conferencing or phone.

~N

CR completes Suicide Risk Assessment, Safety Plan, and basic demo-
graphic information. Some addition tools maybe used if necessary.
Determination of need to access acute emergency services.

e AN

Imminent danger is assessed. CR will assist volun- Acute emergency services is not warranted.
tary admission to Faith Regional or Richard Young CR therapist works with individual/family to
is preferred. If this option is not possible CR will planfaccess formal and informal supports and
contact Law Enforcement for possible EPC. (If not arranges for follow up. Referral s to formal
already on scene) supports may include, ECS, PS MM, PP, Out Pt
A
Discharge from acute services Follow up , engagement and service coor-
will include referral to commu- dination provided based on need. Consul-
nity BH providers and consulta- tation with Region 4 if needed.
tion with Region 4 if needed.
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Lincoln Police
Dreparmment

Office contact: CenterPointe
Crisiz Response via on-call crisiz
phone. Provides name, address,

nd namre of call

CenterPointe provides ETA (20
mimates oF lesg).

Appendix E: Behavioral Health Region 5

Crisis Call

Bryan Hospital

MNebraslka Family
Helpline (NFH)

Crisis Line

Bryan EDwill contact CenterPainte exisiz
Iine and obtain the cdsiz cn-call phons
mumber.

Eryan will provide: Patgent MName, DOE,
Gender, Presentng Problem, and unit A=
ED or CAPS). CentesPointe will provide
ETA (within 30 mimmges).

CenterPointe makes contact with
officer on scene and determines
safety. Officer will depart ifno

safery concems, if unable to verify

safety cfficer will be z:ked to stay.

Pamnily in cxisis contacts the NFH. NFH
vemams on held with the family and calls
the CenterPointe cxsiz Iine. Criziz line
worker gives MFH the on call CRT name
and phone mmber. WFH will ezll the on
gall CRT. CRT will oibtain name, ags,

Individnal or commmnity providar
comtacts crisis line and indicates nead for
somecne to come out Crzis ke wocker
obtain detzls of incident and determines

ippropriate to respond in the
commamity.

Upeon arrival to Bryan EDy, Centerpointe
crisis staff will complete the Covid
scresning and obtzin fob. Crizsis s@if ol
be directed to the patient and go to the
identifed locztion to meet with the patient.

CenterPointe will cornplete a face to
face assessment which includesz a
smicide soTesn (AL, Atk
azzeszment (CSER-5), as needed,
and safety plan.

1f safety is verifed with mdiridual,
remain in home setting and a foliow

Criziz staff will review relevant azzeszment
and notes in EPIC. Crisis staff wil al=o
check Credible to determine if the individwesl
iz in CentexPointe services. Coss staff will
complete z face to fce zzsessrment and
safery plan.

F¥outh and fanilies can be taken to
CenterFainte designated space off Boran

CenterPointe will contact dispatch. Officer
contacts CenterPointe to obtain address of
the crigis and suramary. CenterPointe and
officer co-respond to home of family m
cHzs.

CenterPointe will respond within 20
mimtes if mobile crizis rezponse is
appropriate. Ifit iz not emerpant,
CenterPointe will mzke contaet within
24 hours, in office or community setting.

CenterPointe will complete 2 face to facs
aszessment which mcledes a sicide screen
(ABQ)), sk asseszsment (CEER-Z), 23
needed, and safety plan.

CenterP'omte will complete 2 face to face
assessment which includes 2 suicide
seTestt (A0, Ask assesmment (CS5R-5),
az needed, and safety plan.

L S F de-gzcalation.®
up iz completed in 24 hours. property for further =
Crigiz staff will cocrdinate appropriate care,
CenterPointe will send zn email including resources and referrals to the
update to Tim Dolberg and John mdividuals, If mdividual has an outside
Walsh

provider, cxsiz staff will obtan ROL.

Crisis staff will coordinate appropriate care,
meclnding resources and referrals to the
individuzls. Ifindividoal has an cutside
provider, crsis staff will obtain BOL

Crisiz staffwill coordinate appropriate
care, including resources and referals to
the individozls. If individus] has an
outzide provider, cri=ls staff will obtzin
ROl

CenterPointe will coordinate with
providers- intemsl or extemal- to
establizh zppropriate services.

Crizls smff will zet 2 follow up contact with
the individuoal to 23215t In coordmation of
care.

If safety is verified with individual, remain
in home setting and a follow up is
compileted in 24 hours.

If safiety is verified with mdivicial,
remain in home satting and 2 follow up
is completed in 24 hours,
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Appendix F: Behavioral Health Region 6

Region 6 Behavioral Healthcare

Emergency System Flowchart - Youth / Family Systems

Brterdcral Heakhcars

Youth / Family
in Crisis
911 / Law Enforcement Crisis Hotlines
{can request Crisis ntervention + Mebraska Family
Trained officer if awailable) Helpline
+ Boys Town Mational
Hotline
L}
Emergency Mobile Crisis Response
Department / ‘ Face to Face or Telehealth Svailable

Psychiatric Hospital
(Omaha only - Co-Respandar)

Activities
1. Crisis Assessmeant

2. Consult with Law Enforcement to Detar-
ming Plan

3. Referrals and Follow-Up

24 hour and 30 day follew up contacts

Direct Access to Mobile Crisis Response

+ Schools (through School Resaures Officers or
a pilat praject far schools withaut SRO)

+ Probation {families can contact probation
afficer who accesses crisis response)

+ Boys Town Family Helpline

| | |

Crisis Resolution

+ Home / Home with Community Resources

+ Community-Based Treatment

Reglon 6 Emergency System Flowchart—Youth—revised 6/24/21
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Behavioral Health Region 6 (continued)

Beterizral Heakhcam

Region 6 Behavioral Healthcare

Emergency System Flowchart - Adult System

/

911 / Law Enforcement

(ean request Crisis Intervention
Trained officer if available)

|

Maobile Crisis Response

Face ta Face or Telehealth Available
(Omaha only - Co-Responder)

Activities

1. Crisis Assessment

2. Consult with Law Enforcement to
Determine Plan

3. Referrals and Follow-Up

24 haur and 30 day fallew up calls

Maobile Crisis Response can be directly
activated by area homeless and
domestic violence shelters.

Person in Crisis —

Crisis Diversion

Safe Harbor
[wearmm lirse or wisit]
Emergency
Community
Suppaort

Hospital / Detox

+ Emergency Department / Acute
Psychiatric Hospital

+ Lasting Hope Assessment Center

+ Mebraska Medicine Psychiatric
Emergency System (up to 24 baurs)

+ Douglas County {Detox)

v

Crisis Resolution

+ Home / Home with Community Resources

+ Community-Based Treatment

Region & Emargency Systemn Flowchart—Adult—revised &/30/21
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