Nebraska Department of Health and Human Services
Division of Behavioral Health
Nebraska System of Care (NeSOC) Leadership Board
April 13, 2017 1:00 pm – 4:00 pm Nebraska State Office Building, Lincoln, NE
Meeting Minutes
I. Call to Order/Welcome/Roll Call
DHHS CEO Courtney Phillips, as the Board’s presiding member, called the meeting to order.
The Open Meetings Law was posted in the meeting room and all presentation handouts were
available for public review. The public comment sign- up sheet was identified and made
available to the public in attendance. A reminder was provided to those in attendance that public
comments are taken at the end of the meeting. Each person has three minutes to make comments
and needs to sign in if they wish to speak. Those wishing to make non-public comments may
send them in to DHHS care of Linda Henningsen.
Roll call was conducted and a quorum was determined to exist. Voting members in attendance:
Desiree Acosta, Beth Baxter, Karla Bennetts, Michele Borg for Matthew Blomstedt, Ellen
Brokofsky, Greg Donovan, Joseph Evans, Betty Medinger for Mary Jo Pankoke, Corey Steel,
and Mary Thunker. Non-voting members in attendance: Courtney Phillips, Tamara Gavin,
Bernie Hascall and Nathan Busch. Members absent or sending substitutes: Donita Baxter,
Matthew Blomstedt, Cynthia Harris, Mary Jo Pankoke, Amy Weaver and Kristin Williams.
II. Motion to Approve Minutes
Karla Bennetts, co-chair, opened the discussion to approve the minutes from the January 12,
2017 meeting. A copy of the minutes was included in the meeting participant packet of materials
and members were given an opportunity to review. There being no questions, Betty Medinger
moved the minutes be approved. The motion was seconded by Mary Thunker. There being no
discussion the motion carried by roll call vote.
III. Old Business
Beth Baxter, co-chair, opened the discussion of the following items.
a. Performance Metrics:
A reference was made to the associated Performance Metrics handout “Establishing Targets for
FY 2017” located in the participant packets. Tamara Gavin provided background information on
the three measures listed on the handout. These priority measures have been identified/selected
as a means of determining SOC progress during this calendar year and have readily available
2015 data sets associated with each measure. Information from the Financial Blueprint also
contributed to the selection of the measures. The task for the Leadership Board is to identify
targets to be realized by the end of this calendar year for each of the three measures using the
baseline information available as well as consideration of other initiatives going on in the state.
It is hoped that in future years these measures will become established annual targets. A review
of each measure was provided with opportunity for Q&A following each:
 Increase ratio of community-based services (CBS) expenditures compared to
inpatient/residential service expenditures: These expenditures are specific to
treatment dollars for community based services compared to inpatient and residential
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service expenditures. Data sources include DHHS Divisions of Medicaid and Long Term
Care, Child and Family Services and Behavioral Health and the Administrative office of
Probation. The factors or other initiatives currently in place within the state that could
influence or impact the measure include; 1) development of mobile crisis support to be
fully executed across the state by May 1st, 2) expansion of multi-systemic therapy, 3)
expansion by Probation of the Boy’s Town Ecological model, and 4) an expanded service
array targeting CFS youth who are placed out-of-home. The ratio established using 2015
data is about 2:1 (community based dollars:inpatient/residential dollars)


Increase ratio of other means of financing to state funds spent on youth BH services:
The SAMHSA dollars will help to impact this measure as well as new Foundation/private
funds. Baseline established from FY 2015 data is 2:1 (State General Funds:Other
funding sources).



Reduce utilization of residential/inpatient BH care for youth in any youth service
system:
This is similar to the first measure although this one looks at the raw decrease in
utilization and the other looks at offsetting the expenditures of residential and impatient
care with other community-based treatment dollars. The FY 2015 baseline suggests that
7.1% of youth in the service system utilized inpatient/residential care. This speaks to a
prevalence rate and not necessarily the preferred method of measurement. Measurement
methodology will be a discussion for the Leadership Board, including how utilization is
defined, to arrive at a more refined utilization rate in the future. This may require
additional data and analysis. The baseline of 7.1% accounts for approximately 2700
youth.

What is being asked is for the Leadership Board to make recommendations and adopt targets for
each of the three measures to be realized by the end of the calendar year. It was asked if measure
#1 is broken out by the service system (MLTC, CFS, Probation, etc). It was clarified that data
from each of the three measures is from Probation, Medicaid, DBH, CFS and any private money
which can all be accessed. The dollar amount is also available for the applicable measures. It
was questioned if dollar information for measure #1 came from the Financial Investment
Blueprint. It was noted that there are similar items in the Blueprint but that the baseline
information as presented is from the FY 2015 data sets. The dollar amounts represented for
measure #1 reflects $35,076,926 community vs. $16,186,094 residential expenditures. Each
division/agency was tasked with defining what each would consider a community-based
treatment services vs. inpatient/residential. Measure #2 was further clarified as reflecting $2 in
state dollars vs. $1 in federal dollars ($250M vs. $125M). The included expenditures were those
reported by any of the agencies/divisions/private organizations and not just DBH. Beth Baxter
commented on measure #3 that it is important to be “out front” in terms of communication with
providers. The measure may create some concern for providers in not understanding the intent
of the measure. This communication could be something to consider for promotion and reaching
out to organizations like NABHO and CAFCON.
The Leadership Board has been asked to set the target numbers for each of the measures. Beth
Baxter asked for the types of information being sought. Tamara Gavin, using measure # 3 as an
example, stated the Board is asked to provide a recommendation on how much we can move
NESOC LEADERSHIP BOARD
APRIL 13, 2017 – MINUTES
k:/Grants&Notices/SOC Master Files/System of Care Launch
2016/2016 SOC Implementation/SOC Meetings/Leadership
Board/041317 Meeting

2

from the baseline number (i.e. from 7.1% to 7%.) assuming all the data collection methodology
and analysis remains constant. Recommendations for target numbers for each of the measures
should take into consideration the initiatives and other strategies that are yet to come this year.
Baxter noted that it takes time to get a new grant up and running during the first year and that
setting a “conservative” target number the first year would be appropriate. It was questioned,
when considering the conservative vs. aggressive tactic, how to move forward in determining the
target number when so many variables are unknown, i.e. dictates of the Governor’s/Legislative
budget. It was noted that the grant is already in the fifth month and services are just now
beginning. For this reason, a comment was made that the targets for the first year should be
realistic. Trend/trajectory for measures was questioned and Gavin noted that there is no trend
data in that the only full data set available is FY 2015. The intention is to pull in the same data
for FY 2016 but there would be a period of time before the information could be gathered and
analyzed and therefore unavailable to be used to determine target numbers.
Betty Medinger asked that, anecdotally, if Probation/Juvenile Justice/CFS would know where
out-of-home placements are - if numbers are going up, staying steady, going down in the last
year. Ellen Brokofsky noted that the Probation numbers are going down and that the System of
Care priorities are the same for Probation. Courtney Phillips asked if those who provide
technical assistance to Nebraska’s SOC initiative and who have done SOC in other states could
look at these performance measure and provide a range of improvement they’ve seen in the first
year coming from other states. Tamara Gavin stated that the TA Network (SAMHSA’s TA
Network) was asked a similar question in hopes of understanding experiences of other states in
the first year. The Network was not able to provide concrete information in that each state’s
approach is different. Gavin will circle back with the Network to see if they at least have data
from other states.
Courtney Phillips stated that with data from other states, we would at least know what our
possibilities are in setting target numbers. Next steps will depend on whether or not the TA
Network would have data that could inform “range” possibilities. Phillips noted that these three
measures feed into the DHHS overall performance dashboard tracked on an annual basis
(January-December). A placeholder is in place on the DHHS dashboard for these measures and
that once a “range” for each is identified target numbers could be set. Phillips also noted that
Board members seem to be on the conservative side in target selection and that once we see a
“range” for each measure the Board could adopt a conservative target number. Betty Medinger
asked whether or not the Board could ask each Agency/Division head what they think would be a
reasonable reduction. Corey Steel noted that by setting a higher target, the measure has more
precedence and focus. This speaks to movement toward intended culture change and goes above
just the implementation of services. Ellen Brokofsky asked if individual baseline data for each
agency is available and Gavin confirmed that it is. Brokofsky noted that Probation would want
to know where it is positioned within the 7.1% baseline number before making a
recommendation for a target. Greg Donovan asked how the final measures (baseline and target)
would be used – whether as a public document or more for internal purposes. Gavin noted that
these three measures are a “subset” of the 22-23 separate outcome measures identified from the
strategic plan. She suggested that the Leadership Board and Implementation Committee be
charged with identifying broad goals that we could market as “umbrella” goals. Courtney
Phillips stated that the information is included in DHHS presentations both internally and
externally.
Gavin summarized options for the next step for determining target numbers as follows:
3
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An opportunity for an additional meeting of the Leadership Board once additional
information is obtained, knowing that quorum would be needed in order to vote on each
target number, or
 The Leadership Board could delegate setting the targets to DBH knowing that other data
folks/programming would be pulled in to assist.
Gavin asked for Board preference and following a brief discussion it was determined that an
additional, in-person meeting would be scheduled. Board members were asked to send Bernie
Hascall any dates in May that will not work for an additional meeting. Gavin will reach out to
each Division/Agency seeking “trend” data from the last 3-4 years as well as a discussion with
each on “reduction” goals. She will also be reaching out to other SOC experts to understand
what other states have experienced in working to improve comparable goals. Gavin will bring
recommendations from each Division/Agency to help inform the selection of target numbers.
b. Report on Implementation Committee, Work Team Meetings, Basecamp:
Beth Baxter called on Bernie Hascall and Nathan Busch to provide updates on the following
Work Team Meetings and Basecamp with the report on the Financial Investment team deferred
to later on the agenda.
 Training Work Team: The Teams has several projects currently in process. A
contract for a Training Lead is close to completion. Hascall will inform the Board once
the contract is signed and fully executed. Attention was given to a meeting handout
specific to SOC guiding principles. Two versions were provided. The document,
developed by Nathan Busch, was pulled from information developed by Beth Stroul and
Robert Friedman at the national level. The document was sent out to multiple Work
Teams for feedback and it was also sent to the DHHS Office of Health Disparities and
Health Equity. Hascall pointed out the non-color version and noted that it has
underlining and additional information on it. The Training Work Team is asking the
Leadership Board for approval of the guiding principles as presented and considering the
recommendations noted on the non-color version. Following a period of individual
review of the documents, Hascall called for a discussion. Ellen Brokofsky noted some
confusion around the language regarding children. Reference in the past has been to
children and youth collectively but the language in the document separates the two
groups. Brokofsky questioned if this change was intentional. Nathan Busch commented
that there was no magic in the development of the document and that the thirteen
principles are those developed by Stroul and Friedman. These principles are the same as
those adopted by the Society of Care. Greg Donovan noted that the Society of Care
used the same process of development. A brief discussion ensued. It was recommended
that language specific to either children or youth is consistent throughout the document
Betty Medinger questioned the language in number eight that references both mental and
behavioral health. It was recommended that just “behavioral health” be used as allencompassing of both mental health and substance use. This change should be reflected
in number ten as well. Greg Donovan questioned how the document is going to be used
and publicized. Nathan Busch noted that this document will be viewed as a
guidance/reference document by all system partners who work in the System of Care
initiative. Posters and other publications could serve as a visible “vision” document for
all involved. Adoption of the principles by agencies and organizations would establish a
common baseline/foundation statewide for the system of care work. Hascall noted that
the document grew out of the work of the Training Work Team in wanting to define
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what type of training should be provided. Beth Baxter noted that the principles apply to
all the work teams and work being done across the system and not just the Training
Team. Hascall asked the group if they are comfortable with the document inclusive of
the changes discussed. Tamara Gavin noted that this document is the first step in
holding system partners accountable for system development which includes addressing
any gaps and barriers identified. It was questioned what is the intended population of
focus. Gavin answered that there are two answers to the question. For the SAMHSA
grant by definition is focused on children/youth with serious emotional disturbances
(SED) with some flexibility on some of the preventative measures, i.e. crisis response.
Outside of the grant activities, the state’s overall SOC initiative is open to having a
broader population base or target population for the work. In regard to the guiding
principles document, the state has the flexibility to be much broader than just the SED
population. Following the discussion, a request was made for Board members to be
provided with a revised copy, inclusive of all changes, before giving final approval.
Final approval will be taken at the May meeting.
Social Marketing Team: The updated social marketing plan will be provided to the
Implementation Committee meeting April 26th for their review. Committee
recommendations will be brought back to the Board for any further
input/recommendations. The Social Marketing team has talked about the creation of a
quarterly newsletter regarding SOC and requests feedback from the Board if a newsletter
is something the Board would like to see happen. It was stated that a newsletter would
be another avenue to increase awareness. Nathan Busch noted that one target audience
for a newsletter would be SOC partners. Board members stated it would not be
necessary to review the newsletter content before each issue goes out.
Youth Advisory Council and Family Advisory Council: Both groups had their first
meeting on April 5, 2017 and are moving forward. Greg Donovan asked how the two
Councils fit into to broader SOC initiative. Sharon Dalrymple, newly contracted Family
Lead contact for the grant, noted the councils serve in a “review” capacity to ensure
projects, documents etc. are family/youth supportive and “friendly”. The councils also
provide guidance to other work teams.

Summaries of the Cross-Systems Services and Supports and Financial Investment work teams
were provided under “New Business”. The CQI work team summary was provided within the
earlier discussion regarding “Performance Metrics”.
IV. New Business
a. Service Development Update:
Bernie Hascall reported that the Cross Systems and Support team finalized their
recommendations for a service definition for mobile crisis support. Several Regions have crisis
support up and running and, by May 1, 2017 it will be statewide. Evaluation of crisis support
was discussed within the CQI and the Cross Systems teams. Because there is a very robust
evaluation component with the SAMHSA grant, teams looked at the grant as well as what
Heartland is using. What the team was able to come to consensus on was a very specific
screening tool to be used prior to someone responding to a crisis call. At this point, the screening
tool is left to the individual Regions and their subcontractors to identify. The Cross Systems
team will look at utilization in six months to a year to help inform what the screening for access
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to services may look like. The other service definition is still in development. The definition is
for professional consultation in one or two different forms (for one or two services).
V. Standing Agenda Items
a. TriWest Financial Investment Blueprint
Beth Baxter noted the handouts entitled Financial Blue Print Recommendations and Juvenile Services Rate
Comparison in participant packets. Bernie Hascall noted the table in the packet depicting several
specific recommendations in the TriWest report for moving forward. The Financial Investment
team has met and has questions for the Board. Specifically, considering all the recommendations, is
there a priority that the Board would recommend for a focus of the Financial Investment team
effort or, additionally, are there areas within the recommendations that would not be feasible for one
or more of the system partners and therefore the team should not spend energy in trying to develop
them. A discussion and clarification of the Rate Comparison document followed individual review
of the two handouts. The Board suggested the following recommendations for the Financial
Investment work team:
 Make an indication of location of referenced treatment services on the rate comparison
document, i.e. in school, private provider etc.
 Review rate comparison document for accuracy and update as needed. Capture any rates
paid by system partners to avoid incentivizing based on payer source or program who gets
seen.
 Investigate capturing rates paid by schools for children who receive special education
services.
 Revise the language in the NeSOC measure “Increase ratio of other means of financing to
state funds spent on youth BH services to correspond/align with the language in the
TriWest recommendations for Goal B.
 Identify which NeSOC members completed the Juvenile Services Rate Comparison
document.
 Clarify and provide additional information on payer source for identified services on the
services rate document. Also note Medicaid rate under each payer if/as applicable.
 When looking at the flow of funding, present as a “collective” in promoting/advocating for
a single rate across system partners. This may require some form of a formal agreement
among the applicable partners.
 Develop a proposed single rate for a specific service across partners and bring those back to
the Board for discussion.
Hascall noted the Financial Investment work team began investigating the IV-E waiver as being
more broadly applied for and how that would intersect with Probation population. Future meetings
on this topic will commence in June.
b. NeSOC Work Plan
Bernie Hascall referenced the copy of the work plan in the participant packets, noting that it is a
guidance document for work over the next three years. Hascall asked for any changes to the work
plan, specifically items that are missing, should be prioritized or items that should be omitted. Beth
Baxter asked for any input or comments from Board members. No additional suggestions or
comments were made by the Board.
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VI. Public Comment
Beth Baxter opened the floor for public comment. There were no members of the general public
in attendance wishing to make comments.
VII. Next Meeting
a. Set next meeting date:
The next regularly scheduled Board meeting is July 13, 2017. There will be a ad hoc Board
meeting in May with exact date to be determined. Members were asked to send their
availability for a May meeting to Bernie Hascall by Wednesday April 19, 2017. A doodle poll
will be sent out to set exact date.
b. Next meeting agenda items:
Members were asked to send any agenda item suggestions to Bernie Hascall as soon as
possible. The agenda will be publically posted in adherence to public meetings law.
VII. Adjourn
Greg Donovan motioned and Joseph Evans seconded to adjourn the meeting. Motion passed by
voice vote and the meeting was adjourned.
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Establishing Targets for FY2017
Performance Measure 1:
Increase ratio of
community based service
expenditures compared
to inpatient/residential
service expenditures with
in the BH System of Care

Performance Measure 2:
Increase the ratio of
other means of financing
to state funds spent on
youth behavioral health
services

Performance Measure 3:
Reduce utilization of
residential and inpatient
behavioral health care
for youth in any youth
service system.

Factors of influence

FY2017 Target

Next
Steps/Discussion

FY 2015 Baseline

FY 2017 Target

Next
Steps/Discussion

2:1
System of Care
Grant Dollars
 Private foundation
dollars through
Nebraska Children
and Families
Foundation
Factors of influence
FY 2015 Baseline

FY 2017 Target

Next
Steps/Discussion



Implement Mobile
Crisis Support
(statewide by
05/01/2017)
 Expansion of MST
(05/01/2017)
 Expansion of
Boystown
Ecological Model
 Implementation
of FCT and
expanded service
array of CFS
Factors of influence

FY2015 Baseline
2.2:1 DPM1:
($16,186,094/$35,07
6,926)











Managed Care
Integration of
physical health,
behavioral health,
and pharmacy
programs
Implement Mobile
Crisis Support
(statewide by
05/01/2017)
Expansion of MST
(05/01/2017)
Expansion of
Boystown
Ecological Model
Implementation
of FCT and
expanded service
array of CFS

SOC Leadership Board 04/13/2017

7.1%

Nebraska System of Care Guiding Principles
1. Ensure that families, other caregivers, young
adults and youth are full partners in all aspects of
the planning and delivery of their own services and
in the policies and procedures that govern care for
all children and youth in their community, state,
territory, tribe, and nation.
2. Ensure availability and access to a broad, flexible
array of effective, community-based services and
supports for children and their families that address
their emotional, social, educational, and physical
needs, including traditional and nontraditional
services that build on the family's natural and
informal supports system.
3. Provide individualized services in accordance with
the unique potentials and needs of each child and
family, guided by a strengths-based, individualized
service planning process developed in true
partnership with the child, family and/or young
adult.
4. Ensure availability of services and supports that
are evidence-informed and promising practices, as
well as interventions supported by practice-based
evidence, and monitor the utilization and
effectiveness of these services to improve outcomes
for children and their families.
5. Ensure the delivery services and supports are
available, utilized and accessible within the least
restrictive, most normative environments that are
clinically appropriate.
6. Ensure that services are integrated at the system
level, with linkages between child-serving agencies
and programs with mechanisms for administrative
and system-level management, in planning,
developing and coordinating services and funding
boundaries through an, integrated care
management process.
7. Provide care management, wraparound service
planning or similar mechanisms at the practice level

to ensure that multiple services are delivered in a
coordinated and therapeutic manner and that
children, young adults and their families can move
through the system of services in accordance with
their changing needs.
8. Provide developmentally appropriate mental
health services and supports that promote
protective factors, resiliency, trauma-informed care,
and optimal social-emotional outcomes for young
children and their families in their homes and
community settings.
9. Provide developmentally, socially appropriate and
trauma-informed services and supports to facilitate
the transition of youth to adulthood and to the adult
service system as needed.
10. Incorporate or link with mental health
promotion, prevention, and early identification and
intervention programs and initiatives to improve
long-term outcomes, and to identify needs at an
earlier stage and ensure mental health promotion
and prevention activities are directed at all children
and adolescents.
11. Incorporate continuous accountability and
quality improvement mechanisms to track, monitor,
and manage the achievement of system of care
goals; fidelity to the system of care philosophy; and
quality, effectiveness, and outcomes at the system
level, practice level, and child and family level.
12. Protect the rights of children and families and
promote and support effective advocacy efforts.
13. Provide services and supports without regard to
race, religion, national origin, gender, gender
expression, sexual orientation, disability, socioeconomic status, geography, language, immigration
status, or other characteristics, and ensure that
services are sensitive and responsive to these
differences.

Stroul, B., Blau, G., & Friedman, R. (2010). Updating the system of care concept and philosophy.
Washington, DC: Georgetown University Center for Child and Human Development, National
Technical Assistance Center for Children’s Mental Health.

Nebraska System of Care Guiding Principles
1. Ensure that families, other caregivers, young
adults and youth are full partners in all aspects of
the planning and delivery of their own services and
in the policies and procedures that govern care for
all children and youth in their community, state,
territory, tribe, and nation.
2. Ensure availability and access to a broad, flexible
array of effective, community-based services and
supports for children and their families that address
their emotional, developmental, social, cultural,
educational, mental health, and physical needs,
including traditional and nontraditional services that
build on the family's natural and informal supports
system and are respective of language and literacy.
3. Provide individualized services in accordance with
the unique potentials and needs of each child and
family, guided by a strengths-based, individualized
service planning process developed in true
partnership with the child, family and/or young
adult.
4. Ensure availability of culturally and linguistically
appropriate services and supports that are evidenceinformed and promising practices, as well as
interventions supported by practice-based evidence,
and monitor the utilization and effectiveness of
these services to improve outcomes for children and
their families.
5. Ensure delivery services and supports are
culturally and linguistically appropriate, available,
utilized, and accessible within the least restrictive,
most normative environments that are clinically and
culturally appropriate.
6. Ensure that services are integrated at the system
level, with linkages between child-serving agencies
and programs with mechanisms for administrative
and system-level management, in planning,
developing and coordinating services and funding
boundaries through an, integrated care
management process.

7. Provide care management, wraparound service
planning or similar mechanisms at the practice level
to ensure that multiple services are delivered in a
coordinated and therapeutic manner and that
children, young adults and their families can move
through the system of services in accordance with
their changing needs. Ensure collaboration across
systems and disciplines to provide person-centered
services.
8. Provide developmentally appropriate mental and
behavioral health services and supports that
promote protective factors, resiliency, traumainformed care, and optimal social-emotional
outcomes for young children and their families in
their homes and community settings.
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9. Provide developmentally, socially appropriate and
trauma-informed services and supports that include
identification of social determinants of health
factors, to facilitate the transition of youth to
adulthood and to the adult service system as
needed.
10. Incorporate or link with mental health
promotion, prevention, and early identification and
intervention programs and initiatives to improve
long-term outcomes, to identify needs at an earlier
stage, and ensure mental health promotion and
prevention activities are directed and respective of
culture, language and literacy of all children and
adolescents11. Incorporate continuous
accountability and quality improvement mechanisms
to track, monitor, and manage the achievement of
system of care goals; fidelity to the system of care
philosophy; and quality, effectiveness, and outcomes
at the system level, practice level, and child and
family level.
12. Protect the rights of children and families and
promote and support effective advocacy efforts.
13. Provide services and supports without regard to
race, religion, national origin, gender, gender
expression, sexual orientation, disability, socio-
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The table below contains the recommendations identified in the Financial Blue Print as well
as current efforts underway as well as potential next steps.
A. Creating a Sustainable Financial Infrastructure for the NeSOC. (SOC Expansion and
Sustainability FOA No. Sm-16-009, page 9)
Recommendation A-1. Establish a subgroup of the Financial Investment Workgroup to
determine the flow of funding, payment mechanisms, rates, and information systems
needed to manage authorizations, payments, and reporting.
Recommendation A-1
Current Efforts
Potential Next Steps
broken down
Determine the flow of
Financial Investment Team:
funding
Payment Hierarchy (draft)
Determine payment
mechanisms
Determine rates

Services and Supports
Crosswalk (Complete)

MOUs among payer source

Determine information
systems needed to manage
authorizations
Determine information
systems needed to manage
payments
Determine information
systems needed to manage
reporting
Recommendation A-2. Develop a protocol for determining financial responsibility for
payment of services that is consistent with the flow of funding, payment mechanisms,
and information systems needed to manage payments.
Recommendation A-2
Current Efforts
Potential Next Steps
broken down
Utilize the funding flow
determination identified in
A-1.
Identify financial
responsibility for payments
Implement Payment
Hierarchy referenced in A-1
Recommendation A-3. Pay the same rates for the same service across the NeSOC
service array. If an additional service element is required based on the needs of the
child/youth, or if regulations require a specific type of intervention, pay for the
additional intervention separately.

Recommendation A-3
Current Efforts
Potential Next Steps
broken down
Identify similar services
provided across systems
Identify consistent service
definitions for the above
services
Develop consistent rates
among system partners for
the above services.
B. Changing the paradigm of utilization patterns and expenditures from high-cost
restrictive services to more cost-effective home- and community-based services and
supports. (Grant application page 10)
Recommendation B-1. State general funds should be targeted primarily for matching
Medicaid BH services, paying for non-Medicaid covered services, and paying for BH
services when individuals are not eligible for Medicaid. Some states have also used
state dollars as a means of building service capacity, financing start up for new services,
and training providers on new EBPs. Once the services are established, Medicaid may
be able to reimburse for the EBPs if the service is included in the State Plan or other
Medicaid authorities.
Recommendation B-1
broken down
Identify services not
currently under Nebraska’s
Medicaid plan which could
be added.
Add services to the
Nebraska Medicaid Plan

Current Efforts

Potential Next Steps

Applied for technical
assistance from the TA
network on Medicaid
Managed Care Strategies
for Children, Youth and
Young Adults with
Behavioral Health
Challenges

Develop service provider
administrative expertise to
bill Medicaid for services
covered.
Recommendation B-2. Establish a workgroup co-facilitated by DBH and the Division of
Medicaid and Long Term Care, with participation from clinical and financial
representatives from each of the State Entities, to review finding B-2 in this document
(related to Nebraska’s current Medicaid benefits for children and youth ages 0 to 20

years) and determine if the EBPs are fully covered through the current Nebraska State
Plan and waiver authorities, or require amendments to the financial sections of the
State Plan; b) reinsert previous language in the State Plan that added authority for
covering EBPs for children; c) identify billing codes and modifiers established (to pay
and track the utilization of these services); and d) include costs for training, certification
(if required), and fidelity assessment in the provider rates.
Recommendation B-2
Current Efforts
Potential Next Steps
broken down
Applied for technical
assistance from the TA
network on Medicaid
Managed Care Strategies
for Children, Youth and
Young Adults with
Behavioral Health
Challenges
B-3. Assess the need to enhance the Medicaid enrollment process for eligible families.
Recommendation B-3
Current Efforts
Potential Next Steps
broken down
B-4. Implement a targeted psychiatric residential treatment facility (PRTF) utilization
reduction program that includes transitioning children and youth who are
inappropriately placed in PRTFs to family- and community-based services, and
developing a range of residential options, including specialized PRTFs.
Recommendation B-4
Current Efforts
Potential Next Steps
broken down
B-5. Screen all children/youth in the NeSOC for Title IV-E eligibility.
Recommendation B-5
Current Efforts
Potential Next Steps
broken down
Financial Investment Team
has reached out to AOP and
CFS to set a meeting to
explore potential barriers
and develop next steps.
B-6. Implement universal screening, assessment and treatment for behavioral health
(BH) conditions for individuals with positive screens within Medicaid health plans.
Recommendation B-6
Current Efforts
Potential Next Steps
broken down
B-7: Engage assistance from foundations and private contributions.
Recommendation B-7
Current Efforts
Potential Next Steps
broken down

Juvenile Services Rate Comparison
TREATMENT
SERVICES

PROBATION

DBH

BH REGIONS

CFS

FFS MEDICAID

Acute Inpatient
Hospitalization

$645 per day

NA

Uses
Medicaid

Days 1 & 2 = $747.87
Days 3 & 4 = $691.65
Days 5 & 6 = $659.90
Days 7+ = $628.80

Community
Treatment Aide
Co-Occurring
Evaluation
Day Treatment

$44 per hour

NA

Infrequent
and
individualized.
Based on
provider cost
NA

$47.92 per hour

$313 per
evaluation
$42 per hour

NA

NA

Uses
Medicaid
NA

NA

Uses
Medicaid

$46.96 per hour +
therapy sessions

Functional Family
Therapy
Intensive Family
Preservation
Intensive
Outpatient
Program (IOP)

$430 per week

NA

Infrequent
and
individualized.
Based on
provider cost
NA

NA

$430 per week

NA

NA

$27 per hour

NA

Juveniles Who
Sexually Harm
Evaluation
Medication
Management Physician
(99212-99215)
Medication
Management APRN/PA (9921199215)
Mental Health
Outpatient
Counseling
(Individual)
Mental Health
Outpatient
Counseling
(Family)
Mental Health
Outpatient

$1,200 per
evaluation

NA

Infrequent
and
individualized.
Based on
provider cost
NA

$833 per
week
Uses
Medicaid

$102.52 or $106.10
per hour
NA

$69 per session

$69.02
per
session

$69 per session

NA

$30.36 per hour +
therapy sessions

Uses
Medicaid

NA

NA

Uses
Medicaid

$49.69 to $103.32 per
session

NA

NA

Uses
Medicaid

$42.31 to $87.25 per
session

$88 per session

NA

$122.94 (R6)
per hour

Uses
Medicaid

$53.59 to $161.52 per
session

$88 per session

NA

$122.94 (R6)
per hour

Uses
Medicaid

$87.01 to $132.64 per
session

$88 per session
(reduction

NA

$122.94 (R6)
per hour

Uses
Medicaid

$26.07 to $39.04 per
session
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Juvenile Services Rate Comparison
Counseling
(Group)
Multisystemic
Therapy (MST)

Partial
Hospitalization
Program (PHP)
Professional
Resource Family
Care (PRFC) Therapy + Room
and Board
Professional
Resource Family
Care (PRFC) Room and Board
Only
Psychiatric
Evaluation
Hospital Based
Psychiatric
Residential
Treatment
Facility (PRTF)
Specialty
Psychiatric
Residential
Treatment
Facility (PRTF)
Community
Based Psychiatric
Residential
Treatment
Facility (PRTF)
Psychological
Evaluation Licensed
Psychologist
Psychological
Evaluation Provisionally
Licensed
Psychologist

recommended
in May 2015)
$550 direct &
indirect per
week
$250 indirect
only per week
$42 per hour

NA

NA

Uses
Medicaid

$153.12 per hour

NA

NA

Uses
Medicaid

$45.41 per hour

$108 per day

NA

NA

Uses
Medicaid

$59.67 per day +
therapy sessions

$54 per day

NA

NA

$54 per
day

NA

$324 / $399 if
in detention
$397 per day

NA

NA

$230.44 to $250.77

NA

NA

Uses
Medicaid
Uses
Medicaid

$314 per day

NA

NA

Uses
Medicaid

$337.20 per day +
physician visits

$295 per day

NA

NA

Uses
Medicaid

$316.93 per day +
physician visits

$750 per
evaluation

NA

NA

Uses
Medicaid

$149.90 + $96.39 per
unit

$750 per
evaluation

NA

NA

Uses
Medicaid

$91.73 + $94.27 per
unit

Juvenile Services Rate Comparison Reference- SOC Leadership Board

$425.99 per day +
physician visits

Juvenile Services Rate Comparison
Substance Use
Evaluation
Substance Use
Outpatient
Counseling Individual
Substance Use
Outpatient
Counseling Family
Substance Use
Outpatient
Counseling Group
Therapeutic
Group Home
(ThGH) Treatment Only
Therapeutic
Group Home
(ThGH) - Room
and Board Only
JSH Therapeutic
Group Home Treatment Only
JSH Therapeutic
Group Home Room and Board
Only

$190 per
evaluation
$88 per session

NA

$122.94 (R6)
per hour
$122.94 (R6)
per hour

Uses
Medicaid
Uses
Medicaid

$188.72 to $236.86

$88 per session

NA

$122.94 (R6)
per hour

Uses
Medicaid

$87.01 to $132.64 per
session

$88 per session
(reduction
recommended
in May 2015)
$183 per day

NA

$122.94 (R6)
per hour

Uses
Medicaid

$26.07 to $39.04 per
session

NA

NA

Uses
Medicaid

$169.89 per day +
therapy sessions

$89 per day

NA

NA

$88.73
per day

NA

$231.37 per day
(increased
7/1/2016)
$146 per day

NA

NA

Uses
Medicaid

$169.89 per day +
therapy sessions

NA

NA

$146 per
day

NA

NONTREATMENT
SERVICES
Case Managed
Tutoring
Day Reporting

PROBATION

DBH

BH REGIONS

CFS

FFS MEDICAID

$45 per hour

NA

NA

NA

NA

$120 per day

NA

NA

NA

Evening
Reporting

$95 per day

NA

NA

Educational
Tutoring

$20 per hour

NA

NA

$16.25
per hour
per
youth
$16.25
per hour
per
youth
NA

NA

Juvenile Services Rate Comparison Reference- SOC Leadership Board

$53.59 to $161.52 per
session

NA

NA

Juvenile Services Rate Comparison
Employment
Placement
Program
Expedited Family
Group
Conferencing
Family Partner
Family Support

$38 per hour

NA

NA

NA

NA

$1,730 per
conference

NA

NA

UNK

NA

$52 per hour
$52 per hour

NA
NA

NA
NA

NA
NA

General
Education Class
Juvenile Victim &
Conflict
Mediation
Summer School
Tuition
Supervised
Visitation

$10 per hour

NA

NA

NA
$47 per
hour +
travel
NA

$150 per hour

NA

NA

NA

NA

$150 per
session
$52 per hour

NA

NA

NA

NA

NA

NA

NA

Tracker

$45 per contact
day
$1.55 per mile
(minimum
$17.00 per trip)
$859.62 per
month

NA

NA

NA

NA

$47 per
hour +
travel
$34 per
day
UNK

$859.62
per
month

$859.62 per
month (R6)

$859.62
per
month

NA

PROBATION

DBH

BH REGIONS

CFS

FFS MEDICAID

$78.76 per day

NA

NA

NA

Crisis Stabilization $210 per day
Group Home A
$135 per day

NA
NA

NA
NA

Group Home B

$100 per day

NA

NA

Independent
Living

$60 per day

NA

NA

Maternity Group
Home Parenting

$152 per day

NA

NA

$41.76
to
$78.76
per day
NA
$116 per
day
$89.50
per day
$69 per
day + life
skills
UNK

Transportation

Wraparound
Program

OUT OF HOME
PLACEMENT
Agency
Supported Foster
Care

Juvenile Services Rate Comparison Reference- SOC Leadership Board

NA

NA
NA

NA
NA
NA
NA

NA

Juvenile Services Rate Comparison
Relative/Kinship
Foster Care

78.76

NA

NA

Shelter Care

$150 per day

NA

NA

$41.76
to
$78.76
per day
$146 per
day

Juvenile Services Rate Comparison Reference- SOC Leadership Board

NA

NA

Nebraska Behavioral Health System of Care Services Payment Structure

Does the youth have insurance?

No

Yes

No
Does the insurance cover the service?

Is the service provided through
a 501 (c)(3)?

Is the youth receiving
services under an order
of the Juvenile Court?

No

Yes

Yes
Yes

No

Consumer
pays the cost.

The 501 (c)(3)
funds the cost.

Yes

Bill the Insurance.
Has the Court made a determination
of support to be paid by the parent?
(Neb. Rev. Stat. 43-290)

No

Is there a deductible?
Yes

Is the service a courtconnected family group
conference, expedited
family group conference,
child welfare mediation,
juvenile-victim dialogue or
other related service?

No
Does the parental support
order cover the cost in whole?
No

Yes

Yes

The
Administrative
Office of the
Courts funds the
cost.
The
Administrative
Office of
Probation pays
the cost.

Yes

No

No

Has the Court placed the care
and custody of the youth with
DHHS?

Yes

No

Is the youth supervised by the
Administrative Office of
Probation?

Yes

Is there “financial need” as
determined by the Administrative
Office of Probation?

Consumer pays the cost.

DHHS shall pay
the cost.

No

If approved by the Court, the
County in which the Petition
has been filed shall pay the
cost. (Neb. Rev. Stat. 43-290)

