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Nebraska Department of Health and Human Services 

Division of Behavioral Health 

Nebraska System of Care (NeSOC) Leadership Board 

Special Meeting 

May 31, 2017   11:00 am – 12:30 pm   Nebraska State Office Building, Lincoln, NE  

Meeting Minutes 

I. Call to Order/Welcome/Roll Call  

Beth Baxter, co-chair, called the meeting to order for DHHS CEO Courtney Phillips, presiding 

member, who joined the meeting at mid-point.  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: 

Beth Baxter, Julie Scott for Ellen Brokofsky, Greg Donovan, Joseph Evans, Mary Jo Pankoke, 

Corey Steel, Amy Weaver and Kristin Williams.  Non-voting members in attendance: Courtney 

Phillips, Tamara Gavin, Bernie Hascall and Nathan Busch. Members absent or sending 

substitutes:  Desiree Acosta, Donita Baxter, Karla Bennetts, Ellen Brokofsky, Cynthia Harris and 

Mary Thunker.  

 II. Motion to Approve Minutes  

Beth Baxter opened the discussion to approve the minutes from the April 13, 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, Kristin Williams moved the 

minutes be approved.  The motion was seconded by Joseph Evans. There being no discussion the 

motion carried by roll call vote.  

 

III. Old Business 

Beth Baxter opened the discussion of the following items noting that the NeSOC Implementation 

Committee met prior to today’s Board meeting and had an opportunity to discuss the 

performance metrics item being finalized today.    

a. Performance Metrics: 

Bernie Hascall led the discussion noting that the Board is charged with developing baseline 

measures for the first calendar year of the system of care.  Today’s focus is finalizing three 

performance measures (PM) and setting targets.  Hascall pointed out the participant packet 

documents corresponding to the measures specifically referencing the document entitled NeSOC 

Measures: Setting Targets.  Hascall noted that the Implementation Committee reviewed and 

discussed the measures and had questions/concerns about the data presented, specifically that the 

data for FY 2015 seemed to be an outlier.  It was also noted that there are dollars available 

through the Regions that impact the measures.  For context, the Medicaid change for paying for 
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outpatient expenditures is reflected in the data for FY 2014.  The discussion and resolution to 

each performance measure continued as follows:    

 

 

 

#1. Original PM Language:  Increase ratio of community-based service expenditures 

compared to inpatient/residential service expenditures within the BH System of Care. 

Discussion:  The decrease in Medicaid inpatient expenditures during the period FY 2013-2014 

was noted in the data presented. Possible explanations were offered.  Beth Baxter noted that 

during the earlier Implementation Committee meeting, a committee member offered an 

explanation for the variance specifically that Magellan (Medicaid) moved from being an 

Administrative Service Organization to being an at-risk contract which occurred during the 

same timeframe.  Tamara Gavin noted that DBH collected the data from the system partners 

relying on each partner to do their own analytics using the methodology DBH provided.  As 

such the document does not necessarily speak to the “swings” in the data provided.  The policy 

shift in Medicaid from “automatic” eligibility for youth in the system during the timeframe 

represented was also noted.  It was pointed out that the CFS data does not include NFC 

(Nebraska Family Collaborative) and that it is difficult to make projections when almost 50% 

of the population isn’t reflected in the data. Gavin noted that preliminary discussions are in 

process with the Nebraska Families Collaborative regarding obtaining this data on an ongoing 

basis. Bernie Hascall pointed out that other factors such as MultiSystemic Therapy and Crisis 

Response will likely impact the data at some point and that this should be kept in mind when 

setting a target number.  Hascall suggested that target numbers should be set “conservatively”.   

Corey Steel questioned why a specific target number is necessary rather than making a 

“global” statement with an emphasis on increasing numbers to outpatient care.  Steel stated the 

metric for this performance measure should simply be a “reduction” in inpatient/residential 

services.  Courtney Phillips stated that the metric should be an actual goal to be reached to 

reflect working towards something.  Phillips questioned what other states with a system of care 

have realized.  Bernie Hascall reviewed the outreach conducted and the information obtained.  

Board members made comments and observations about the outreach information provided 

with specific observations on the Wraparound Milwaukee program.  Hascall noted that the 

Milwaukee program realized a reduction in residential length of stay as opposed to a reduction 

in the numbers of youth placed in inpatient/residential services.  Beth Baxter offered that the 

measure could look at the average length of stay or the number of youth utilizing 

inpatient/residential care concluding there is a variety of means to track progress.  Corey Steel 

noted that once the metrics are consistently tracked, a reduction will be observed.  Steel offered 

that tracking the measure by “reduction” overall rather than setting a specific number or 

percent reduction during the first year or two will provide a basis for setting a desired reduction 

“amount” in succeeding years.  Courtney Phillips stated that for DHHS the measure will have a 

specific numeric metric. It would be acceptable for the Board to focus the measure on a 

“reduction” or decrease but a number needs to be identified.  Mary Jo Pankoke stated she 

agrees with both approaches outlined by Steel and Phillips and that they should both be 

reflected within the target for the measure.  Phillips outlined a possible compromise for 

finalizing the target number for the measure noting that adjustments in coming years will be 

expected.  Tamara Gavin suggested a different approach and offered a potential metric 

methodology.  Using FY 2015 and FY 2016 data presented in the Setting Targets document the 

metric could track the “gap” between the outpatient and inpatient expenditures.  Greg Donovan 
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questioned how the final result will be communicated to the work teams and how much 

emphasis will be placed on the broad goal of “reduction” as opposed to the finite targets.  Beth 

Baxter and Courtney Phillips agreed that the messaging is important especially for providers.  

Julie Scott suggested approaching the metric from a different perspective by switching the 

focus, i.e. grow or increase community-based services by an identified amount.  By 

approaching the measure in this way, there is no prediction on how the increase will affect the 

inpatient/residential numbers.  Courtney Phillips noted that adjustments or changes in 

performance measure language is acceptable.  Greg Donovan noted that one measure seems to 

be focusing on money (PM#1) while the other (PM#3) is focusing on numbers.  Additionally, 

one is expressed as a ratio and the other as an absolute with Donovan suggesting absolutes are 

preferable.    

 

 

 

Bernie Hascall initiated a discussion on rephrasing the language for the measure.  Following 

language suggestions and discussion, Beth Baxter called on Betty Medinger from Nebraska 

Children and Families Foundation who, as a member of the NeSOC Implementation 

Committee, was in public attendance.  Medinger offered a suggestion for revised performance 

measure language noting that Performance Measure #3 focuses on consumer “numbers” and 

utilization.  Medinger suggested language as follows: “Reduce reliance on inpatient and 

residential services by increasing community-based services by an equal to or greater amount 

than the reduction of that spent on inpatient.”  The revised language addresses the goal of 

moving money from inpatient to outpatient and the measure would be in hard dollars not ratios.  

Mary Jo Pankoke noted that the revised language gets to the intent of building up community-

based services to reduce the need for inpatient services and that as savings are realized in 

inpatient, reinvestment of the savings into development of community-based services would 

occur.  With Board members not objecting to the revised language, Mary Jo Pankoke moved to 

adopt the language proposed by Betty Medinger for Performance Measure #1 to read  “Reduce 

reliance on inpatient and residential services by increasing community-based services at a rate 

equal to or greater than the reduction in inpatient and residential services.”  Corey Steel 

seconded the motion and following a brief discussion to address data collection 

challenges/feasibility the motion carried by roll call vote.   

#2. Original PM Language:  Increase the ratio of other means of financing to state funds 

spent on youth behavioral health services. 

Discussion:  Bernie Hascall reviewed the conversation within the earlier Implementation 

Committee meeting relating to defining whether this measure refers just to dollars for services 

or does it include other dollars going into infrastructure.  Hascall noted that funding comes 

from multiple sources, i.e. grant dollars, private dollars and private insurance.  Hascall queried 

the group to define “services” – does this refer to direct services to youth or are we looking at 

any associated support dollars coming into the system?  Tamara Gavin stated that for most 

“systems”, i.e. Medicaid it refers to service costs.  Gavin noted that the $3 million grant is an 

infusion into the behavioral health system and that we should want to capture that.  Likewise, 

most of CFS funding will be specific to services and the same would be true for Probation.  

Nebraska Children and Families funding would be for both services and infrastructure.  Gavin 

stated that to her the measure references whether the money is targeted to serve youth and 

families with a behavioral health condition.  Of importance is how the related data would be 

identified and collected.  Collecting the data on just the funds coming into the system for direct 
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services would not provide a true illustration of all funds being provided.  Following a brief 

discussion on how to include justification of both funding aspects in a narrative, Greg Donovan 

suggested that the measure should aim broadly to capture the complimentary nature of the 

different funding sources.  Hascall suggested omitting the word “services” at the end of the 

measure broadens the intent and allows for incorporation of all funds/sources regardless of how 

each funding source is applied/used.  Corey Steel moved to exclude the word “services” from 

the performance measure language to now read “Increase the ratio of other means of financing 

to state funds spent on youth behavioral health.”  The motion was seconded by Greg Donovan 

and, following a brief comment period, the motion carried by roll call vote.   

 

 

   

 

 

 

 

#3. Original PM Language:  “Reduce utilization of residential and inpatient behavioral health 

care for youth in any youth service system.”   

Discussion:  Bernie Hascall initiated the discussion on the performance measure noting that 

the measure addresses prevalence rates.  Tamara Gavin pointed out that each agency 

contributing to the data document only looked at their funded population and there is 

duplication across the data presented.  Gavin also noted that the 7.1% baseline number was 

established by DBH after it was able to “unduplicate” youth across systems.  It was suggested 

the measure should reflect the numbers of youth as well as length of stay for a more accurate 

reflection of the intent of the measure.  Following a brief discussion among members that 

touched on the issue of length of stay, Gavin noted that DBH has not done a cross-system 

analysis on length of stay data so a system baseline on this variable hasn’t been established.  

As such each agency/division would need to report their “length of stay” data until DBH is 

able to consolidate and analyze the cumulative data.  Joseph Evans moved to revise the 

language to read “Reduce utilization of residential and inpatient behavioral health care for 

youth in any youth service system as evidenced by length of stay and admission rates.”  Mary 

Jo Pankoke seconded the motion and there being no further discussion the motion carried by 

roll call vote.         

b. NeSOC Guiding Values and Principles:  

Nathan Busch described the process for developing the Guiding Values and Principles document.  

The Training work team looked at some of the guiding principles established by Beth Stroul and 

Robert Friedman.  Using their work, the team added some “personalization” to the principles to 

align them specific to Nebraska. The current draft document before the Board has been reviewed 

by the Youth and Family advisory groups, Nebraska Family Support Network, NeSOC 

Implementation Committee and the Social Marketing work team.  The Board was asked for a 

final vote on the draft document as presented.  Corey Steel moved and Kristin Williams 

seconded the motion to approve the Guiding Values and Principles document as presented.  

During discussion prior to final vote, Julie Scott questioned consistency of the use of the words 

“youth” and “child/children” throughout the document.  Nathan Busch stated that the word 

“youth” was maintained in principle number one because it helped to refer to older youth as 

opposed to “child” in the remainder of the document.  There being no further discussion the 

motion to approve the document as presented carried by roll call vote.    
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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:  July 13, 2017 NSOB LL-A, 1:00-4:00 PM 
b. Next meeting agenda items: 

 CQI Work Team:  Baseline Measures 

 Training Lead – Susan Feyen-Reay, BHECN 

 Sharon Dalrymple, Lead Family Contact 
o youth and family training curriculum   

VII. Adjourn 

Amy Weaver moved and Corey Steel seconded to adjourn the meeting.  The motion carried by 

voice vote and the meeting was adjourned.   



Establishing Targets for FY2017 

SOC Leadership Board 05/31/2017 

Performance Measure 1: Factors of influence FY2015 Baseline  Calendar Year 
2017 Target 

Next 
Steps/Discussion 

Increase ratio of 
community based service 
expenditures compared 
to  inpatient/residential 
service expenditures with 
in the BH System of Care 

 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 

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

  

Performance Measure 2:
   

Factors of influence  FY 2015 Baseline Calendar Year 
2017 Target 

Next 
Steps/Discussion 

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

 System of Care 
Grant Dollars 

 Private foundation 
dollars through 
Nebraska Children 
and Families 
Foundation 

2:1   

Performance Measure 3:
   

Factors of influence  FY 2015 Baseline Calendar Year 
2017 Target 

Next 
Steps/Discussion  

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

 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 

7.1%   
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1)  Increase the ratio of community-based (outpatient) service expenditures compared to inpatient and residential services expenditures  
             

 
State Fiscal Year (FY)  
FY2013 FY2014 FY2015 FY2016 

Agency 1b. 
outpatien
t 
expendit
ures 

1a. 
inpatient 
and 
residentia
l 
expendit
ures 

Ratio of 
outpatien
t to  
inpatient 
& 
residentia
l 
expendit
ures    

    

    

    

    

1b. 
outpatien
t 
expendit
ures 

1a. 
inpatient 
and 
residentia
l 
expendit
ures 

Ratio of 
outpatien
t to  
inpatient 
& 
residentia
l 
expendit
ures

1b. 
outpatien
t 
expendit
ures 

1a. 
inpatient 
and 
residentia
l 
expendit
ures 

Ratio of 
outpatien
t to  
inpatient 
& 
residentia
l 
expendit
ures

1b. 
outpatien
t 
expendit
ures 

1a. 
inpatient 
and 
residentia
l 
expendit
ures 

Ratio of 
outpatien
t to  
inpatient 
& 
residentia
l 
expendit
ures

Medicaid 
and Long-
Term Care* 

$57,568,6
29 

$21,037,4
26 

2.7:1 $59,146,4
69 

$3,070,73
1 

19.3:1 $59,144,9
58 

$1,157,41
5 

51.1:1 $58,202,9
72 

$4,124,62
5 

14.1:1

Children 
and Family 
Services† 

n/a n/a n/a $343,928 $2,344,71
0 

0.1:1 $1,143,80
2 

$7,658,57
7 

0.1:1 $1,011,18
6 

$6,876,43
2 

0.1:1

Probation n/a n/a n/a n/a n/a n/a $3,320,83
8 

$16,564,7
42 

0.2:1 $3,049,90
0 

$15,488,1
14 

0.2:1

Behavioral 
Health^ 

$7,554,13
1 

n/a n/a $7,396,86
8 

n/a n/a $8,418,01
0 

n/a n/a $9,059,33
3 

n/a n/a

*Included Services for the SFY 2013-2016 analyses: For the sample population identified with specified behavioral health diagnosis codes during the respective SFY, 
Medicaid claims, limited to drug claims with specified therapeutic classes and practitioner and inpatient claims with certain behavioral health-related procedure, 
revenue and diagnosis codes, were included for EACH SFY.  These claims were either paid directly by Medicaid as fee-for-service or through the managed care 
plans. The amounts spent do not represent what was paid by Medicaid for managed care clients.  Medicaid’s costs for managed care clients are the monthly 
capitation amounts paid to the MCOs and were not included. There are known gaps in the completeness and accuracy of encounter data and these cannot be 
quantified at this time, but are known to impact the accuracy of the payments reflected.  

†CFS: Represents only claims data for youth involved with CFS directly and does not include expenditures for youth who were served through NFC. Due to 
implementation of a new claims system in April 2014, only 4 months of data is available for FY2014; data is not available for FY2013. 

^BH: There are funds designated for youth services (i.e., youth ages 18y and under and transition-age youth ages 19y to 26y). Only outpatient services were 
available during the timeframe. The DBH data system does not distinguish expenditures at the person-level.   

FY 13-16 Summary 
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2)  Reduce utilization of inpatient and residential services for youth in any youth service system 
             

 
State Fiscal Year (FY)  
FY2013 FY2014 FY2015 FY2016 

Agency Received 
inpatient 
or 
residentia
l services 

Total 
Youth 
Served 

% utilized 
inpatient 
or 
residentia
l services    

   

    

    

    

Received 
inpatient 
or 
residentia
l services 

Total  
Served 

% utilized 
inpatient 
or 
residentia
l services

Received 
inpatient 
or 
residentia
l services 

Total  
Served 

% utilized 
inpatient 
or 
residentia
l services

Received 
inpatient 
or 
residentia
l services 

Total  
Served 

% utilized 
inpatient 
or 
residentia
l services

Medicaid 
and Long-
Term Care 

1,444 28,482 5.1% 1,464 28,228 5.2% 1,420 28,530 5.0% 1,465 28,569 5.1%

Children 
and Family 
Services† 

n/a n/a n/a 90 4,405 2.0% 119 4,937 2.4% 91 4,328 2.1%

Probation* n/a n/a n/a n/a n/a n/a 551 6,475 8.5% 528 6,292 8.4%

Behavioral 
Health 

691 3,168 21.8% 713 3,309 21.5% 627 3,212 19.5% 577 3,134 18.4%

†CFS: Represents only claims data for youth involved with CFS directly and does not include youth who were served through NFC. Due to implementation of a new 
CFS claims system in April 2014, only 4 months of data is available for FY2014; data is not available for FY2013. 

*Probation: Data prior to FY2015 is not considered reflective of the juvenile population or expenditures due to the changes in youth supervision between DHHS 
and Juvenile Probation before and during the Juvenile Reform (LB464, and LB561), therefore , FY2013 and FY2014 values are not presented in the tables above. 
After extensive data analysis and reconciliation, FY2015 count of youth served was revised. There are a portion of youth that receive Probation funding for services 
prior to their formal probation term. For example, most assessments and evaluations, and in some cases short-term treatment, are court ordered in an effort to 
divert the youth from the Probation system. In our previous data analysis we did not include those youth because they were not “on” probation during that fiscal 
year. However, the services that are rendered outside of the probation term (prior to the probation term beginning, or payments made to providers after the court 
has officially closed the probation case) do add up to a considerable amount of funding (approximately $5 million in FY 14-15 alone). Due to this gap in previous 
analysis, this data set has been modified to include those amounts paid during the fiscal year. This is more in line with what our Financial Division notes as paid 
services within the fiscal year. There is +/- 3.5% margin of error in our financial reports between the Finance Division and this voucher analysis. There are payments 
and refunds that the Finance authorizes directly to the service provider and those services may not be captured in the electronic voucher system. Not all youth 
included in this total received financial assistance from Probation; some families had means to obtain services without financial assistance and some youth were 
served through internal probation programming. 

FY 13-16 Summary 
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Measure #3: 

Increase the ratio of other means of financing to state funds spent on youth behavioral health services. 

 SOC Grant Funds: $3 Million 

 NCFF Funds:  Exact figure to be provided 05/31/17 

Outreach for Assistance Setting Targets 

 TA Calls (multiple) with University of Maryland (TA Network) 

 Discussion with Viola Samson – Westat 

 Participation in ROI Webinar 

 Conference call with Bruce Kamradt – Wraparound Milwaukee 



July 8, 2016

Youth Services Financial Crosswalk 05/24/2017

CPT

 TREATMENT SERVICES PROBATION CFS FFS MEDICAID Region 1 Region 2 Region 3 Region 4 Region 5 Region 6 DBH ESTIMATED 

BUNDLED FFS 

RATE

X9990

Acute Inpatient Hospitalization NA Uses Medicaid Rates

Days 1 & 2 = $739.11

Days 3 & 4 = $683.24

Days 5 & 6 = $652.17  

Days 7+ = $621.13

Days 1 & 2 = $747.87  

Days 3 & 4 = $691.65  

Days 5 & 6 = $659.90  

Days 7+     = $628.80

$7,454.74

$754.74 $754.74 $754.74 NA $754.74 $754.74 

H0036

Community Treatment Aide NA Uses Medicaid Rates

H0036 $11.98 per unit = 

$47.92 per hour

$47.92 per hour NA NA NA NA NA NA NA

H0018

Co-Occurring Evaluation NA Uses Medicaid

90791/H0031 HO + H0001

NA NA $128 per hour NA NA NA NA NA

H2018

Day Treatment $42 per hour Uses Medicaid Rates

H2027 $11.74 per unit = 

$46.96 per hour

$46.96 per hour + 

therapy sessions

NA NA NA NA NA NA NA

90847

Functional Family Therapy $430 per week Uses Medicaid Rates

90832 U9 $54.78-$82.17

90834 U9 $82.18-$123.26

90837 U9 $109.56-$164.34

90846 U9 $87.88-$131.81

90847 U9 $90.94-$136.41

$102.52 or $106.10 per 

hour

NA NA NA NA NA NA NA

90847 Intensive Family Preservation $430 per week $833 per week NA NA NA NA NA NA NA NA

H2014

Intensive Outpatient Program (IOP) $27 per hour Uses Medicaid Rates

 Individualized and based on 

provider cost.

$30.36 per hour + 

therapy sessions

NA NA NA $36.18 94.35/per 

hour

NA $29.75 $40.37 per 

hour

H2000

Juveniles Who Sexually Harm 

Evaluation

$1,200 per evaluation Uses Medicaid H2000 SK 

Rates

$592.36 (MD/PHD/LIMHP)

$584.76 (LMHP)

NA NA NA NA NA NA NA NA

99211-99215

Medication Management - Physician   

(99212-99215)

$69 per session Uses Medicaid Rates

99211 $32.18

99212 $48.31

99213 $64.45

99214 $88.80

99215 $89.16

$49.69 to $103.32 per 

session

NA $70.57 $70.57/qtr hour $70.57 NA $70.57/qtr 

hour

$70.57 

99211-99215

Medication Management - APRN/PA 

(99211-99215)

$69 per session Uses Medicaid Rates

99211 $28.70

99212 $41.15

99213 $54.54

99214 $75.24

99215 $75.59

$42.31 to $87.25 per 

session

NA $7,057 $70.57/qtr hour $70.57 NA $71 $70.57 

90832 - 90837

Mental Health Outpatient Counseling 

(Individual)

$88 per session Uses Medicaid Rates

90832 $54.80-$78.29

90834 $73.46-$109.43

90837 $107.13-$161.52

$53.59 to $161.52 per 

session

$160/50minutes                 

$120/45 minutes

$128 $122/60 

minutes

$115 94.35/per 

hour

$125.71 NA

90847

Mental Health Outpatient Counseling 

(Family)

$88 per session Uses Medicaid 90847 Rates

$87.22-$130.82

$87.01 to $132.64 per 

session

$160/50minutes                 

$120/45 minutes

$128 $122/60 

minutes

$115 94.35/per 

hour

$125.71 Varies by 

Region

90853

Mental Health Outpatient Counseling 

(Group)

$88 per session 

(reduction recommended 

in May 2015)

Uses Medicaid 90853 Rates

$26.07-$39.44

$26.07 to $39.04 per 

session

$48 $40 $29 $25 33.86/per 

hour

$27.19 Varies by 

Region

Page 1
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H2033

Multisystemic Therapy (MST) $38.28 per unit = $153.12 

per hour

Uses  Rates

H2033 $38.28 per unit = 

$153.12 per hour

$153.12 per hour NA NA $8917.22- Full 

Case Rate 

$7,177.95- 

Partial Case 

Rate/Partial 

Success 

$6,349.73 

Partial Case 

Rate/Failed 

Outcomes,   

$132.93/hour- 

Face to Face 

27 hrs or less/ 

NA NA NA NA

H2012 Partial Hospitalization Program (PHP) NA Uses Medicaid Rates $45.41 per hour NA NA NA NA NA NA NA

Page 2
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90847

Professional Resource Family Care 

(PRFC) - Therapy + Room and Board

$108 per day Uses Medicaid Rates

T1027 $59.67 per diem

$59.67 per day + 

therapy sessions

NA NA NA NA NA NA NA

90847

Professional Resource Family Care 

(PRFC) - Room and Board Only

$54 per day $54 per day NA NA NA NA NA NA NA NA

Psychiatric Evaluation $324 / $399 if in 

detention

Uses Medicaid 90792 Rates

$200.34 (PA/APRN)

$250.77 (MD/DO)

$230.44 to $250.77 NA NA NA NA NA NA NA

H2013

Hospital Based Psychiatric Residential 

Treatment Facility (PRTF)

$397 per day Uses Medicaid Rates

H2013 $425.99 per diem

$425.99 per day + 

physician visits

NA NA NA NA NA NA NA $433.94 per 

day

Specialty Psychiatric Residential 

Treatment Facility (PRTF)

$314 per day Uses Medicaid Rates

T2033 $337.20 per diem

$337.20 per day + 

physician visits

NA NA NA NA NA NA NA $345.15 per 

day

T2048

Community Based Psychiatric 

Residential Treatment Facility (PRTF)

$295 per day Uses Medicaid

T2048 $316.93 per diem

$316.93 per day + 

physician visits

NA NA NA NA NA NA NA $320.05 per 

day

Psychological Evaluation - Licensed 

Psychologist

$750 per evaluation Uses Medicaid Rates

Individualized - approx. $530-

$860 per evaluation

$149.90 + $96.39 per 

unit

NA NA NA NA $88.04/hou

r

NA NA

Psychological Evaluation - Provisionally 

Licensed Psychologist

$750 per evaluation Uses Medicaid Rates

Individualized - approx. $530-

$860 per evaluation

$91.73 + $94.27 per 

unit

NA NA NA NA NA NA NA

H0001

Substance Use Evaluation $190 per evaluation Uses Medicaid H0001 Rates

$188.72-$236.86

$188.72 to $236.86 $350 $190 NA $200 $88.04/hou

r

$125.71 Varies by 

Region

90832, 90834, 90837

Substance Use Outpatient Counseling - 

Individual

$88 per session Uses Medicaid Rates

90832 HF $54.80-$78.29

90834 HF $73.46-$109.43

90837 HF $107.13-$161.52

$53.59 to $161.52 per 

session

$160 50 minutes                     

$120 45 minutes

$128 $122/60 

minutes (Dually 

Licensed)

$112/60 

minutes (SA 

Licensed)

$115 94.35/per 

hour

$125.71 Varies by 

Region

90847

Substance Use Outpatient Counseling - 

Family

$88 per session Uses Medicaid 90847 HF 

Rates

$87.22-$130.82

$87.01 to $132.64 per 

session

$160/50 minutes                     

$120/45 minutes

$128 $122/60 

minutes (Dually 

Licensed)

$112/60 

minutes (SA 

Licensed)

$115 94.35/per 

hour

$125.71 Varies by 

Region

Substance Use Outpatient Counseling - 

Group

$88 per session 

(reduction recommended 

in May 2015)

Uses Medicaid 90853 HF

$26.07-$39.44

$26.07 to $39.04 per 

session

$48

$40 $29 $25 33.86/per 

hour

$27.19 Varies by 

Region

H2020

Therapeutic Group Home (ThGH) - 

Treatment Only

$183 per day $191.30 per day $169.89 per day + 

therapy sessions

NA NA NA NA NA NA NA $238.31 per 

day

H2020

Therapeutic Group Home (ThGH)  - 

Room and Board Only

$89 per day $88.73 per day NA NA NA NA NA NA NA NA

JSH Therapeutic Group Home - 

Treatment Only

$231.37 per day                    

(increased 7/1/2016)

$191.30 per day $169.89 per day + 

therapy sessions

NA NA NA NA NA NA NA $238.31 per 

day

JSH Therapeutic Group Home - Room 

and Board Only

$146 per day $146 per day NA NA NA NA NA NA NA NA

Page 3



July 8, 2016

NON-TREATMENT SERVICES PROBATION CFS FFS MEDICAID Region 1 Region 2 Region 3 Region 4 Region 5 Region 6 DBH ESTIMATED 

BUNDLED FFS 

RATE

Case Managed Tutoring $45 per hour NA NA NA NA NA NA NA NA NA NA

Day Reporting $120 per day $16.25 per hour per youth NA NA NA NA NA NA NA NA NA

Evening Reporting $95 per day $16.25 per hour per youth NA NA NA NA NA NA NA NA NA

Educational Tutoring $20 per hour NA NA NA NA NA NA NA NA NA NA

Employment Placement Program $38 per hour NA NA NA NA NA NA NA NA NA NA

Expedited Family Group Conferencing $1,730 per conference UNK NA NA NA NA NA NA NA NA NA

Family Partner $52 per hour NA NA NA NA NA NA NA NA NA NA

Family Support $52 per hour $47 per hour + travel NA NA NA NA NA NA NA NA NA

General Education Class $10 per hour NA NA NA NA NA NA NA NA NA NA

Juvenile Victim & Conflict Mediation $150 per hour NA NA NA NA NA NA NA NA NA NA

Summer School Tuition $150 per session NA NA NA NA NA NA NA NA NA NA

Supervised Visitation $52 per hour $47 per hour + travel NA NA NA NA NA NA NA NA NA

Tracker $45 per contact day $34 per day NA NA NA NA NA NA NA NA NA

Transportation $1.55 per mile (minimum 

$17.00 per trip)

UNK NA NA NA NA NA NA NA NA NA

Wraparound Program $859.62 per month $859.62 per month NA $878.96 $878.96 $878.96 $878.96 $878.96 $878.96 $878.96 
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July 8, 2016

OUT OF HOME PLACEMENT PROBATION CFS FFS MEDICAID Region 1 Region 2 Region 3 Region 4 Region 5 Region 6 DBH ESTIMATED 

BUNDLED FFS 

RATE

Agency Supported Foster Care $78.76 per day $41.76 to $78.76 per day NA NA NA NA NA NA NA NA NA

Crisis Stabilization $210 per day NA NA NA NA NA NA NA NA NA NA

Group Home A $135 per day $116 per day NA NA NA NA NA NA NA NA NA

Group Home B $100 per day $89.50 per day NA NA NA NA NA NA NA NA NA

Independent Living $60 per day $69 per day + life skills NA NA NA NA NA NA NA NA NA

Maternity Group Home Parenting $152 per day UNK NA NA NA NA NA NA NA NA NA

Relative/Kinship Foster Care 78.76 $41.76 to $78.76 per day NA NA NA NA NA NA NA NA NA

Shelter Care $150 per day $146 per day NA NA NA NA NA NA NA NA NA
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Nebraska Behavioral Health 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 behavioral 

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 behavioral 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 behavioral 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, socio-

economic status, geography, language, immigration 

status, or other characteristics, and ensure that 

services are sensitive and responsive to these 

differences.

 
Adapted from: 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. 
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