
 

 

 

 
 

 

 

 

 

 

 

Nebraska Department of Health and Human Services  

Division of Behavioral Health  

Nebraska System of Care (NeSOC) Leadership Board  

July 12, 2018 1:00 pm – 4:00 pm  

1526 Building, 1526 K Street, Lincoln, NE 

MEETING MINUTES 

 I. Call to Order/Welcome/Roll Call  
Tamara Gavin 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. 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 it was determined a quorum did not exist therefore agenda items 

requiring a vote will be deferred to next meeting. Voting members in attendance: Beth Baxter, 

Julie Scott for Ellen Brokofsky, Greg Donovan, Kari Rumbaugh for Corey Steel, Mary Jo 

Pankoke and Mary Thunker.  Non-voting members in attendance Tamara Gavin, Bernie Hascall 

and Nathan Busch.  Guest: Dr. Mark DeKraai, UNL-Public Policy Center.  Members absent or 

sending substitutes: Courtney Phillips, Desiree Acosta, Donita Baxter, Karla Bennetts, Matthew 

Blomstedt. Ellen Brokofsky, Joseph Evans, Corey Steel, Amy Weaver and Kristin Williams.  

Tamara Gavin noted that several voting members have not been in attendance for over a year.  

According to the Operational Agreement, replacement recommendations should be given to 

Courtney Phillips for consideration.  Replacements are needed for two Youth Advocates and one 

Family Advocate. Recommendations will be accepted during today’s meeting or may be directed 

via email to Linda Henningsen.  Nathan Busch recommended Megan Jerabek, the community 

youth leader in North Platte.  Mary Jo Pankoke stated she will also forward additional names for 

consideration. 

Gavin further stated that it has been over a year since the Board has reviewed the Operational 

Agreement.  Given meeting attendance experiences over the course of the last year, Gavin stated 

that a review of the document as well as updates and recommendations will be added to the 

agenda for the next meeting.  

Mission Moments:  Bernie Hascall provided several items for the Mission Moment.  These 

items came as a result of the Children’s Mental Health Awareness day at the capitol and the 

letters the Eagle Riders brought with them.  Hascall read two letters to Board members.   

II. Motion to Approve Minutes  
Beth Baxter, co-chair, opened the discussion to approve the minutes from the May 24, 2018 

meeting. There being no quorum present, approval was deferred to the October 2018 meeting. 



 

III. Old Business  

 Standing Agenda Items    Co-Chairs, Bernie Hascall, Nathan Busch 
o Executive Summary:  Beth Baxter opened the review and discussion of the Executive 

Summary.  Bernie Hascall walked members through the Summary.  Hascall drew attention to 

the following information: 

 The dollars expended to date and partner match.  Hascall reminded those members 

contributing match to forward that information to the Division.  Regions and/or providers 

were reminded to enter their match information into the Electronic Billing System (EBS). 

Agencies contribution in-kind match should forward that information to Linda 

Henningsen.  Tamara Gavin noted that the carryover request of approximately $1.3 

million from Year 1 has been approved by SAMHSA.  Gavin stated that match is also 

required for the carryover amount.  Match collected in excess of expenditures in Year 1 

cannot roll over or be applied to Year 2 making match contributions even more critical 

for the carryover expenditures. 

 Expenditures for service development and delivery was just under $1.5 million.     

 Dollars expended vs. what was budgeted was noted.  Information specific to the 

percentage of the year elapsed compared to funds expended will be added to the report in 

the future.   

 There has been an increase in the utilization numbers within the last year.  Mobile Crisis 

Response and the Professional Partner Program saw the greatest increase in service 

utilization as well as Youth and Family Peer Support.  

 Disposition of Mobile Crisis Response revealed approximately 76% of youth are 

remaining in the home or community.  Approximately 21% have been referred or 

admitted to a psychiatric unit.  

 Providers have been reminded to track any connections to Probation, CFS and access to 

Medicaid.  This information will assist in sustainability over time by looking at which 

partners are being impacted.  

 Demographics have not changed radically over the last quarter.   

 

 

 

 

 

Hascall asked the group for recommendations of information to be contained in the Executive 

Summary in the future.  Hascall noted data for which youth are being served through crisis 

response is available.  It is also important to have like data for the other services coming up.  

This will be included in future Executive Summaries.   Members held a brief discussion of 

referral mechanisms to crisis response and how it is being handled through the Regions, CFS and 

Probation.        

o NeSOC Work Plan:   

No quorum present.  Agenda item deferred to October 2018 meeting 

 Review of YR 2/Q4 activities  

 Motion to approve as identified/applicable.  

o Region/Committee/Council Reports:  

No quorum present.  Agenda item deferred to October 2018 meeting.   

 Motion to approve requests as identified  



 

 

  

  

 

 

IV. New Business      Co-Chairs, Tamara Gavin, Bernie Hascall  

 Open Forum – Discussion and Action   
 Beth Baxter opened the floor for presentation and discussion of the new business items. 

o SAMHSA Site Visit: Review and Highlights 

Tamara Gavin reported on the June Federal site visit by SAMHSA.  A full report of findings 

is expected from SAMHSA in the near future and Board members will be provided a copy.  

Key highlights from the exit interview include: 

 Strengths:   

 Public/private partnership (one of two states with this kind of partnership).   

 How the current behavioral health infrastructure has been leveraged for quick 

development and implementation of services. 

 Governor support for development and implementation of the System of Care 

 Crisis Response availability in every county across the state. 

 Recommendations: 

 Continue work in understanding how family organizations and other advocacy 

organizations can continue to be enhanced, deepened and broadened within the 

system of care work.   

 Continue the work being done through culturally and linguistically appropriate 

services and broaden the approach not just to CLAS standards but also to include 

cultural competence.      

o SOC Assessment – Update    Mark DeKraai, UNL/PPC    

Mark DeKraai reported on the System of Care assessment, completed by the UNL Public 

Policy Center, during 2017 which was the baseline year.  There were two components; 1) a 

broad based survey with about 370 respondents broken out by Region, and 2) focus groups.  

The survey was nationally developed providing for standardized questions and each Region 

local system of care was provided a report of the survey results.  A similar process is planned 

for 2018 with regional focus groups conducted involving families, youth, service providers, 

Probation, CFS, educators and other system partners.  The information will be pulled 

together for regional and statewide reports.  The survey and focus groups will be conducted 

in August and September of 2018.   

Results will be combined with a performance review required by SAMHSA.  The 

performance review consists of talking to stakeholders (Regions) about lessons learned and 

barriers encountered and how those were addressed.  The same information will be gathered 

at the state level by interviewing the divisions within DHHS as well as Probation, Society of 

Care, youth and family advisory councils, Nebraska Children and Families Foundation and 

judges. This information will be combined with the regional interview information to 

completed the performance review report.  Timeline for the report includes development 

completion by October and submission to SAMHSA in November 2018.   

Dr. DeKraai noted that a link to the survey will be sent out to all the list serves of potential 

survey participants.  Board members can assist by alerting their staff to the survey and 



 

encouraging them to respond.  Alerting potential focus group participants that they will be 

contacted will also be helpful.  It was noted that the focus groups will be conducted 

individually by “systems”.  Bernie Hascall confirmed that the results of the initial focus 

groups are being used by local systems of care to identify future service needs.  Dr. DeKraai 

noted results of the survey and focus groups can be presented to an individual Region’s local 

systems of care if desired.  Looking at any change between the initial baseline assessment 

conducted in 2017 and the new data coming from the 2018 assessment will be helpful to 

Regions. 

 

 

 

 

 

 

 

Dr. DeKraai noted that family members participating in the 2017 survey and focus groups 

were identified through the family organizations as well as the Regions.   These groups have 

volunteered to assist in coordinating the 2018 survey and focus groups.  The coordinator of 

the Youth Council will be asked to assist in identifying youth participants.      

o Sustainability Plan  

No quorum present.  Agenda item deferred to October 2018 meeting 

 Motion to approve  

o Mechanism for System Access  

No quorum present.  Agenda item deferred to October 2018 meeting 

 Access Protocol  

 Centralized authorization/payment: Implementation Committee Recommendations  

 Motion to approve as applicable  

V. Public Comment      Co-Chairs  
Beth Baxter opened the floor for public comment. There were no members of the general public 

in attendance wishing to make comments. 

VI. Next Meeting 

It was suggested that an additional Board meeting might be conducted in order to address 

deferred agenda items in a timely manner.  Several Board members also indicated they would not 

be available for the next regularly scheduled meeting.  A poll will be conducted to determine 

earliest available dates for two meetings, one in August or September and one for the October 

date.  

 Set Next Meeting Date: October -as determined by poll   

 Next Meeting Agenda Items 

 Review Organizational Agreement 

 NeSOC Work Plan as deferred 

 Region/Committee/Council Reports as deferred 

 Sustainability Plan as deferred  

 Centralized access as deferred 

VII. Adjourn  

There being no further business the meeting was adjourned.   
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RECAP:  Dollars Spent Through June 30, 2018:  All Services, Development & Delivery

GRANT 

Financials
October 1, 2016-

June 30, 2018

Dollars Spent To Date:  CR Only

YR 1 YR 2

Totals YR 1 & YR 2Oct. 1, 2016-

Sept. 30, 

2017

Oct. 1, 2017 –

June 30, 2018

Region 1 $7,127.84 $21,360.41 $28,488.25 

Region 2 $25,290.09 $13,829.15 $39,119.24 

Region 3 $66,199.10 $92,011.20 $158,210.30 

Region 4 $61,190.15 $55,758.29 $116,948.44 

Region V $9,475.00 $27,425.00 $36,900.00 

Region 6 $0.00 $0.00 $0.00 

Total $169,282.18 $210,384.05 $379,666.23

YR 1 YR 2 YR 1 & YR 2

Region 1 $7,127.84 $101,918.57 $109,046.41 

Region 2 $182,881.47 $159,101.98 $341,983.45 

Region 3 $92,443.58 $127,256.12 $219,699.70 

Region 4 $61,190.15 $55,758.29 $116,948.44 

Region V $97,607.82 $146,178.09 $243,785.91 

Region 6 $226,133.71 $308,882.10 $535,015.81 

Total $667,384.57 $899,095.15 $1,566,479.72 

Partner Match

Partner

Match 

Pledged

Y2

Reported

Through

6/30/18

Report Period

Probation $6,681.00 $3,462.71
October 2017 –

March 2018

Education $14,142.00 $4,195
October 2017 –

December 2018

NCFF $174,684.00 $110,356
October 2017 -

June 2018

CFS $3,850.00 $1,852.79
October 2017 –

June 2018

DBH $81,068.00* $49,516.65
October 2017 –

June 2018

PH $2,846.00 $264.18
October 2017 –

December 2018

*Excludes Benefits and Indirect
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FINANCIALS

GRANT EXPENDITURES:  BY SERVICE (October 1, 2016 – June 30, 2018)

Regions208

Consumer, Family 
Involvement

Crisis Response
Family/Youth Peer 

Support
PPP, Care Management

PACT In-Home 
Services

PACT Infrastructure LMHP Schools/IOP Mentoring Telehealth
Therapeutic/Prof
essional Consult

Region 1 - YR 1 $7,127.84

Region 1 - YR 2 $21,360.41 $14,942.32 $10,536.76

Region 2 - YR 1 $189.39 $25,290.09 $116,901.68 $36,655.03 $3,845.28

Region 2 - YR 2 $1,991.22 $13,829.15 $81,743.28 $42,129.85

Region 3 - YR 1 $960.00 $66,199.10 $22,209.48 $3,075.00

Region 3 - YR 2 $5283.46 $92,011.20 $31,372.11 $3,522.81

Region 4 - YR 1 $61,190.15

Region 4 - YR 2 $55,758.29

Region V - YR 1 $258.00 $9,475.00 $4,980.00 $78,796.29 $4,098.53

Region V - YR 2 $7,310.83 $27,425.00 $1,950.00 $109,019.52

Region 6 - YR 1 $4,190.79 $474.00 $221,468.95

Region 6 - YR 2 $13,954.23 $180,981.64 $113,946.23

$15,992.90 $379,666.23 $78,656.61 $401,403.09 $181,455.64 $335,415.18 $89,321.64 $3,845.28 $4,098.53 $6,597.81
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FINANCIALS YTD:  GRANT EXPENDITURES:   BY REGION and CONTRACTOR YR 2
October 1, 2017-June 30, 2018

Contractor

Contractual 

Budget 

Allocation 

Year 2

Total Expended
For Expenditures 

As Reported 

Through (Date)

% of Budgeted 

Service Dollars 

Expended

Contractual 

Match

Reported (%) vs. 

Pledged

Region 1 $315,000.00 $101,918.57 6/30/18 22.09% 11.75%

Region 2 $315,000.00 $159,101.98 6/30/18 51.74% 22.41%

Region 3 $222,970.00 $127,256.12 6/30/18 59.19% 36.01%

Region 4 $315,000.00 $58,858.72 6/30/18 22.76% 24.74%

Region 5 $365,000.00 $146,178.09 6/30/18 47.34% 10.55%

Region 6 $580,000.00 $308,882.10 6/30/18 40.70% 35.50%

Contractor
Contract 

Value

Contract 

Term

Total Paid to

date  YR 2

(as of 6/30/18)

Family Lead $65,000.00

December 18, 

2017 –

November 

30, 2018

$39,168.50

Training Lead $175,000.00

September 

30, 2017 -

September 

29, 2018

$88,403.67

CLAS Lead $20,280.00

September 1, 

2017 –

September 30, 

2018

$20,280.00

Evaluator $266,374.00

September 

30, 2017 –

September 

29, 2018

$92,009.10
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Services
Grant Expenditures for Services Vs. Numbers Served     

YR 1 & 2:  October 1, 2016-June 30, 2018

Crisis Response PACT PPP Family/Youth Peer Support LMHP Schools All Others**

TBD

$379,666

Numbers Served 639

$516,871

$335,415
Infrastructure

$181,456 
In-Home Svcs.

50

$401,403

83

$78,657

106

$89,322

39

$30,535

**             All Others: Consumer/Family Involvement, Mentoring, Telehealth, Therapeutic/Professional Consultation

Total Served
917*

*Value represents 

available data from 
the Centralized Data 
System and/or 
supplemental data as 
reported by Regions.

Total of SOC grant dollars 
invested in service 

development and delivery
$1,496,454
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Mobile Crisis Response Disposition
October 2016-June 2018

21%
of youth served were 
referred/admitted to 
a psychiatric unit. unit 

76% of youth served remained 
in home or with a trusted 
family friend 

N=608*

*Value represents available 

supplemental data as reported by 

Regions.   

Region 3
54%Region 5

21%

Region 4
10%

Region 1
11%

Region 2
4% MCR Referrals (Calls) By 

Region:  October 2016-
June 2018

N=618*

*Region 6 Mobile Crisis 
Response is not funded 
through the NeSOC
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Demographics
October 2016 – June 2018

Average Age of Youth Served:  
(n=833)*

14.26
years

Gender:  (n=857)*

432 425

*Value represents available data 

from the Centralized Data System 
and/or supplemental data as 
reported by Regions.

White Non Hispanic
82%

White 
Hispanic

6%

Native 
American

8%

Black African 
American

4%

Race/Ethnicity:  (n=611)*
* Number represents records where both

race and ethnicity were indicated. 

# M # F UNKN
Avg. 
Age

Mean 
Age

PPP - Region 1 9 6 0 10.73 9

PPP - Region 2 22 16 0 13.58 14

PPP - Region 5 17 17 0 14.02 15

Youth Peer Support 1 2 3 17.16 17

Youth/Family Peer Support 53 45 2 14.59 15

Mobile Crisis Response 293 326 20 13.99 14

PACT – Region 6 30 20 0 12.5 13
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@NEDHHS@NEDHHS NebraskaDHHS

Bernie Hascall

System of Care Administrator

Bernie.hascall@Nebraska.gov
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NeSOC Work Plan 
Phase II   July 2017-December 2018 

                                      WORK PLAN STATUS INDICATOR: On Track/Progressing Delay/Revise Halted/Deleted 

Work Plan Activities 
Identified for Phase II 

Completed 
By: 

   Status Rationale Comments

Cross-system single 
service plan explored 
and work plan 
developed if adopted.    

6/30/18 

 Exploration initiated 
– March 2018 

 

Cross-system standards 
for service access 
identified and 
developed.   

5/31/18 

 Multiple guidance 
documents 
developed.  Propose 
moving completion 
date to 9/30/18 in 
consideration of 
larger access 
approach currently 
being discussed.  

 

1. Framework for 
cross-system shared 
screening, 
assessment and 
evaluation identified 
and developed.  

2. Potential partnering 
with local school-
based and school-
linked services 
including behavioral 
health screening, 
assessments, 
evaluation, and 
referral protocols 
explored.  

6/30/18 

 

 
Initial meeting held 
12/12/2017.  On 
track to provide 
recommendations 
by completion date 
of 6/30/18 

 

6/30/18 

 Initial meeting held 
12/12/2017.  On 
track to provide 
recommendations 
by completion date 
of 6/30/18 

 

Characteristics of 
community-based, 
cross-system crisis 
continuum, including 
requirements, 
identified and 
developed.  

Ongoing 

 Initial draft 
complete.  Was 
shared with Cross 
System Support 
team January 2018.  

 

Parent, caregiver and 
childcare Provider 
training on SOC 
services and supports 
initiated and ongoing.  

02/28/18 

 

Complete  

Regional Leadership 
teams implement SOC 
statewide. (Completed 
and operational) 

Ongoing 

 

Complete  

Crisis continuum 
regulations, licenses 
and policies reviewed 
and revised as needed.  
(Process)  

 04/30/18 

 

Complete, ongoing 
as needed 

 



Identify and develop 
services array 
characteristics, 
inclusive of prevention, 
treatment and 
evidence-
based/promising 
practices.  (Process)   

6/30/18 

 Service array 
identified, and 
reviewed as 
needed.  Timelines 
needed from 
localized teams to 
implement the 
services identified in 
the NeSOC service 
array. 

 

 

Identify and adopt 
standards for 
recruitment, hiring and 
retention of workforce 
that is culturally and 
linguistically 
representative of 
communities and 
populations being 
served. (Process)   

6/30/18 

 

 
On track 

 

Training tools and 
curricula on Culturally 
and Linguistically 
Appropriate Services 
(CLAS), Cultural and 
Linguist Competence 
(CLC) and marginalized 
culture groups, 
including individuals 
with disabilities, 
identified and/or 
developed.  (Process)   

7/31/18 

 

On track.  Function 
of CLAS Lead.  Self-
Assessment 
completed. 
Curriculum 
Identified.    

 

Data-driven 
management system 
for high-frequency 
consumers developed 
and reviewed.  
(Process) 

11/30/18 

 IC committee 
discussion.  
Deferred to efforts 
by Nebraska Health 
Information 
Initiative (NEHII).  

 

Workforce training on 
SOC elements, CLAS, 
CLC and marginalized 
culture groups 
provided cross-system.  
(Quantified) 

12/31/18 

 
On track. Family, 
Training and CLAS 
Leads collaborating 
to achieve.  
Planning underway 

 

System workforce 
aptitude results 
collected and analyzed. 
(Process) 

12/31/18 

 On track 
 Family, Training 
and CLAS Leads 
collaborating to 
achieve.   Web 
based training 
curricula includes 
pre/posttests.  
Some modules 
operational.    

 

Regional service array 
training conducted and 
corresponding work 
plans initiated. 
(Quantified)  

12/31/18 

 On-Track 
Year 1 & 2 Regional 
training plans 
received. Training is 
or to be conducted 
by Training Lead, 
Family Lead and 
SOC Administrator. 

 



 
 

NeSOC Work Plan 
Phase III   July 2018-December 2019 

 
 
 
 

WORK PLAN STATUS INDICATOR:       

 
    

On Track/Progressing    Delay/Revise    Halted/Deleted 

Work Plan Activities 
Identified for Phase 

III
Dates Status Rationale Comments

Mechanisms 
established for local 
SOC teams to 
identify and 
monitor 
effectiveness of 
services provided to 
youth involved in 
multiple systems 

July 2018–  
December 

2018 

 

 

 

Provider 
accountability 
standards, 
identified in Phase I, 
implemented cross-
system. 

August 2018 
–  

December 
2018 

 

 

 

Implement 
standards identified 
in Phase I for equal 
partnership of 
children, youth and 
families 
participation in SOC 

August 2018 
– December 

2018 

   

Regulation changes, 
identified in Phase 
II, promulgated.  

August 2018 
– December 

2018 

   

Crisis Continuum 
characteristics, 
developed in Phase 
II implemented 

January 
2019 – July 

2019 

   

SOC Workforce 
CLAS/CLC 
proficiency 
evaluation delivered 

February 
2019 – 

December 
2019 

   

Disparities and 
inequalities in 
service outcomes 
addressed 

January 
2019 – 

December 
2019 

   

SOC continuation 
beyond 2020 
planning initiated 
and ongoing. 

January 
2019 – June 

2019 
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Regional Reports 
 January 1 – June 30, 2018

Region  

 

 

Focus of work Previous Quarter

Issues Needing 
Board 

Approval/Direction, 
If Any

Region 
1. 

Local  
SOC 

Team 

Description Of Any Changes: ESU #13 has had 22 referrals and 3 enrollments in IOP. All current enrollments 
are being served under Medicaid.  Year 3 budget submitted in June. 
Training Provided:  ACE Training with co-author Dr. Vincent Felitti - 300 people representing a broad range of 
stakeholders attended NJJA Conference - Dr. Katie Carrizales and Faith Mills presented a session on IOP.  The 
session was well attended and participants were highly engaged.  7 PPP staff and 1 administrator attended the 
conference. Customized Cluster Based Planning Overview for our LIT Team - 15 in attendance.  Nebraska 
Family Help Line Presentation - 9 PPP staff and 1 administrator in attendance. Numerous QPR trainings 
provided throughout the Panhandle. 
Key Program Accomplishments:   Chimney Rock lit up green for Mental Health Awareness. ACE Training with 
co-author Dr. Vincent Felitti - 300 people representing a broad range of stakeholders attended.   Four-film 
series on Mental Health in partnership with the Historic Midwest Theater in Scottsbluff (Infinitely Polar Bear 
and Resilience: The Biology of Stress and Science of Hope showed this quarter). Pony Express Ride letter 
collection and kick-off event 
NeSOC Service Utilization:   33 youth were served in Crisis Response this quarter. 
IOP has had 22 referrals. 4 did not qualify (2 of these were too young), 3 are currently enrolled and being 
served under Medicaid, 7 did not agree to enrollment/opted out of services or did not completed intake.  Of 
those 7, 4 are willing to revisit the idea of services once school is in session.  4 are in the intake process now. 
Barriers Encountered:  Work Team participation continues to be a barrier.  We are grateful to be able to 
attend via Zoom and are still working out ways to make that as successful as it can be.  IOP - Summer has 
proven a difficult time to get services to kids. Many parents find the hours of service too great and 
transportation is a barrier. 
Actions To Overcome Barriers:   We are hosting Zoom meetings at the Region so as to replicate an in-person 
feel for meetings.   We hope this will increase attendance and participation.  IOP - We anticipate the beginning 
of school will increase accessibility and we anticipate better retention in the program. 

Increased and 
meaningful 
collaboration 
between and 
within state 
agencies will 
greatly lessen the 
load at the local 
level.    
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Region 
2. 

Local  
SOC 

Team 
 
 
 
 
 
 
 

 

Description Of Any Changes:  Added Lexington Regional Health Center, will be providing mental health 
services in Cozad, Elwood and Overton schools. Added 2 more work teams, Cluster Based Planning and Region 
II Services Team 
Training Provided:  Youth MHFA training North Platte, Lexington and Ogallala- 39 total attendees 
QPR presentation for school staff in Stapleton- 27 attendees 
AMHFA training in McCook and North Platte- 17 total attendees 
Circle of Security Parenting Series in Gothenburg, Lexington, McCook and North Platte- 31 total attendees 
Key Program Accomplishments: 1) Youth Mobile Crisis Response is being used by System Partners 2) Ability to 
serve more youth with the Professional Partner Program expansion and served by Youth Care Coordination 
staff.  3) Regional team is actively involved in work teams 4) Collaboration with Family Organization, Families 
CARE assisting with activities for youth and families 5) Rural schools in Region II are able to meet the mental 
health needs of youth in the school setting.  This allows for better access to MH services in our Region. 6) 
Family Centered Treatment to Region II  
NeSOC Service Utilization:  See above 
Barriers Encountered: Crisis Respite would be a benefit and another tool that Youth Crisis Response could use 
when receiving calls for services.  The barrier is the immediate need 24/7 to families who currently are not 
enrolled in the Lifespan Respite Subsidy.  The other barrier is providers who are trained and will to serve youth 
with mental health and behaviors.  
Actions To Overcome Barriers:  Region II Regional Team developed a work group to discuss avenues for crisis 
respite as well as other services in our Region.  Main discussion is access to the services 24/7 and 
sustainability. 

Process to bill 
Medicaid for 
Mental Health 
provider's time 
spent in team 
meetings, IEP's as 
well as 
transportation to 
the child.  This will 
allow the student 
to stay in school 
which directly 
influences 
attendance and 
time in the 
classroom to 
learn. 

Region 
3 

Local 
SOC 

Team 

Description Of Any Changes:   
Training Provided:  9 trainings were provided during this quarter including Mental Health First Aid for UNK 
Social Work and Family Studies students in April and Voc Rehab in Grand Island in May; 
Youth Mental Health First Aid was provided to Kearney Public School staff in June;  Trauma 101 & Recovery 
training was provided to UNK Social Work students, behavioral health providers, and during the Minority 
Health Conference, Kearney;  A Trauma & Recovery Train-the-Trainers Booster was provided was provided in 
May in Kearney;  Compassion Fatigue was provided to Hope Harbor staff in May in Grand Island; and 
Collaborative Assessment & Managing of Suicidality (CAMS), online ongoing 
Key Program Accomplishments: Therapeutic consultation strategies have been developed and will go to the 
R3 SOC Leadership Council in August.  Researching Teacher Child Interaction Training (TCIT) which is modeled 
from PCIT as a viable model to use in the schools.  
NeSOC Service Utilization:  Youth Crisis Response:  329 youth have been served from April 1, 2017 through 
June 30, 2018.  71.8% have remained in the home, 2.4% were placed informally out of the home with relatives 
or friends, 1.5% were formally placed out of the home, and 26.1% were admitted to a psychiatric hospital.   
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Family Peer Support Crisis Response:  20 families have been served through June 30, 2018.    Youth Peer 
Support:  15 have been served through June 30, 2018.  36 youth have participated in monthly youth group 
meetings in Grand Island and Kearney.       
Barriers Encountered:  None this quarter 
Actions To Overcome Barriers:   NA 

 
 

Region 
4.  

 
   

 
 

   
Local  

 
SOC 

Team

Description Of Any Changes:  N/A
Training Provided:
Key Program Accomplishments:   Region 4 continues to strengthen system partnerships throughout the 
region.  
NeSOC Service Utilization:   Crisis Response Teams
Barriers Encountered:
Actions To Overcome Barriers:   

 

 

 
 
 
 
 

Region 
5.

Local  
SOC 

Team 
 
 
 
 
 
 
 
 
 
 
 
 
 

Description Of Any Changes:  None 
Training Provided:  Center Pointe: Provided various Trainings/Presentations on Crisis Response. Training 
Objective: education and awareness of Lincoln/Lancaster County Crisis Response Continuum.  TASC: Held Mini 
Beta (Behavioral Health Threat Assessment) Training June 27, 2018 (Johnson, Otoe, Richardson, Nemaha 
Counties) Training Objective: Training and education of law enforcement on real-world scenarios of persons 
living with behavioral health needs that come to the attention of the justice system/law enforcement.  April, 
May, June – Region V Sponsored: Basic & Intermediate Cluster-Based Planning, Youth Mental Health First Aid, 
Professional Ethics,  
Key Program Accomplishments:  Revised CR Model, worked with R6 to provide a combined Regional SOC 101 
training (March 2018), expansion of Telehealth for the purpose of Crisis Response in RVS geographic area, 
developed Training Academy to include Parent and Youth Leadership, further developed Marketing/Education 
CRT media and advertising, Local System of Care Work Team identified, reviewed, and prioritized service array 
needs and gaps ongoing community meetings inclusive of family voice.  The team determined to explore the 
concept of a 'walk-in" center. Cedars, Inc. will be the cornerstone agenc to provide walk-in/reception center, if 
funding is raised. Applied for funding through Woods Charitable, NCFF, and has inquired about SOC funds 
through RVS. Funding needs beyond potential Foundation support is $240,000. 
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Region 
5.

Local 
SOC 

Team

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

NeSOC Service Utilization: 
 Consumers Served by YMCR and Family Peer Crisis Stabilization Agencies

 

Number of Consumers Who Were Provided YMCR Services by TASC or Center Pointe and NOT Family Peer 
Crisis Stabilization Services by Families Inspiring Families per month
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Region 
5. 

Local  
SOC 

Team 
 
 
 
 
 
 
 
 
 

 
 

 

Amount of Time (in hours) Spent with Consumers in Crisis 

 

Type of Contact Consumers Had with Providers (4/1/17 – 5/31/18) 

 

 Disposition of Youth at Conclusion of Youth Mobile Crisis Response Service (4/1/17 – 5/31/18)

 

  Barriers Encountered:  None this quarter
Actions To Overcome Barriers:  None identified at this time 
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Region 
6. 

Local 
SOC 

Team 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Description Of Any Changes:  KVC has hired a replacement for the position vacant in the PACT program. The 
program is now at full staff. The Youth Peer Support program is building relationships with individuals who 
have completed the PACT program and requested to have continued support through that program.    
Training Provided:   

   
 
Key Program Accomplishments:  The Region 6 Leadership Council identified services and supports to utilize 
the unexpended dollars from the grant for this fiscal year. They have submitted their plan to the State for 
consideration. The Funding Committee of the Council has developed a matrix to identify funding sources 
within the federal, state and local level for children’s services. Mark DeKraai presented Region 6 data to the 
Leadership team and we will be utilizing that information at future meeting for decision-making. FY 2019 
budget has been drafted and submitted to the State with a listing of training for the next fiscal year. Together 
with KVC created talking points with concerns about the Peer Support service definition and certification.   

 NeSOC Service Utilization: 

    
Barriers Encountered:  The service definition for Peer Support requires that the Peer Support Specialist be 
certified. At this time there is no process in Nebraska for certification. 
Actions To Overcome Barriers:  Work with the State to find a resolution to getting Peer Support Specialist 
certified. 
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Implementation Committee/Team  Reports 

 

 

Committee

Focus of work Previous Month
Issues Needing 

Board 
Approval/Direction,  

 

Implementation Committee was convened July 3, 2018.  Discussions included suggestions for operationalizing the Agreements 
of Strategic Intent and Payment Protocol.  The mechanism for system access including centralized authorization and payment 
and access protocol draft was discussed.  The draft sustainability plan was reviewed.   

 

Work Team  
 

 

Focus of work Previous Month
Issues Needing 

Board 
Approval/Direction, 

CQI The team did not meet in June due to the SAMHSA site visit 
Training SOC Training Site:   Added:  Continuous Learning: Creating a System of Care Training Program,  Trauma Informed 

Systems of Care, The Path to Trauma Therapy: A Guide for Getting Traumatized Children the Help They Need.   
Parent Training Academy:   Training continues across Nebraska-   Nebraska asked to present at the National 
Federation of Families Conference 

 

Services 

Respite:   Discussion regarding the need for additional respite services and increased access and availability, 
Discussion lead by Janet Miller (UNMC) presentation regarding what is currently available.  Provided feedback for 
the Respite Task force to include in their report.  Telehealth:   Developing a provider guide which will identity 
services provided, access, reimbursement and platform for telehealth.  Centralized Access:  Moving forward with 
discussion with Ne Family Help Line. 

 

Finance 

Authorization and Payments:  Proposal completed-  to send forward to IC/LB for further direction.  Development 
of a cross-system resource utilization management team for the most complex youth. (Regional or State level):  
Working with the Behavioral Health Regions to develop a cross walk of what is currently in place for cross systems 
case staffings.  The goal is to standardize referral/outcome reporting to identify local as well as state wide barriers. 
Cluster-based Planning:   2nd level info and training scheduled for 7/30-8/1.  Invites have been sent out.  Intent is 
to ensure system partners gain enough information to decide if pursuit of statewide Cluster Based Planning is of 
interest.   

 

Marketing 
The team did not meet in June due to scheduling conflicts.  FYI- The Children's Mental Health Awareness activities 
report was submitted to SAMHSA.   
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Youth/Family Councils - Reports 

 

 

 

Council 

Focus of work Previous Month

Issues Needing 
Board 

Approval/Direction, 
If Any

Youth 
Advisory Council meeting was held July 10, 2018 via video conferencing.  Discussion topics included the Mental 
Health App and Leadership Training- what should be included and what skills would be useful.   

 

Family 
Continued reviewing and updating parent manual,  Family Advisory chose to use the site visit on July 5, 2018 as 
their family/youth monthly meeting.   

 

SUMMARY:  Identified Report Items for Board Meeting Action/Discussion 

1.  

2.  
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TEMPLATE TOPICS & GUIDANCE 
Please try to keep responses as succinct as possible. Bulleted responses are encouraged. 
Questions you are unable to answer should be noted as technical assistance needs in Section 
VIII. 

NeSOC SAMHSA Cooperative Agreement (SOC Expansion & Sustainability FOA 
No. SM-16-009) 
 

 
Section I: Planning Process for Development of Finance & Sustainability Plan 

Section I: Planning Process for Development of Finance & Sustainability Plan 

  

Provide a list of participants with roles and 
agency/organization affiliations, as relevant. 

Please see attachments (1-3) (1) NeSOC 
Leadership Board rooster, (2) NeSOC 
Implementation Committee rooster, and (3) 
NeSOC designated/identified staff  

Provide a summary of data used to inform 
planning process. 

NeSOC Financial Blue Print, NeSOC  Cross 
Systems data collected through MOUs from 
AOP, CFS, DBH and Medicaid for FY 15, 16, 17 
and the data review of the Top 10% Highest 
Utilizing youth based on FY 15. 

Section II: Cooperative Agreement Population of Focus 

• Briefly describe your population(s) of focus, 
including cultural characteristics, geographic, 
and demographic information. 

The purpose of the Nebraska System of Care 
(NeSOC) is to improve behavioral health 
outcomes for children and youth (birth-21) 
with serious emotional disturbances (SED) 
who are at risk of out-of-home placement, 
involved in multiple systems, and/or 
transition-age (16 to 21) youth. NeSOC 
supports the wide scale operation, 
expansion, and integration of the SOC 
approach by creating sustainable 
infrastructure and home and community 
based services and supports that are 
required as part of the Comprehensive 
Community Mental Health Services for 
Children and their Families Program. We 
have built upon the strong system, family, 
and youth partnerships created during and 
after our strategic planning process. NeSOC 
has been implemented statewide in the 
identified catchment areas and will be 
extended geographically as learnings and 
return on investment permit. 
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What are you trying to achieve on behalf of 
your population(s) of focus? 

The following are the overarching cross 
systems goals for the NeSOC:  
Nebraska children and youth are healthy, 
safe and thriving.  
 

 

Nebraska parents and caregivers have the 
resources they need for their families.  

Nebraska is the gold standard in delivery of 
mental health services through the Children’s 
System of Care. 

Section III: SOC Description 

Provide Cooperative Agreement goals and 
objectives. 

1. Develop, implement and sustain system of 
care (SOC) infrastructure, inclusive of 
legislation, policy, regulatory and financing, 
at regional, tribal and community levels. 
2. Build a sustainable statewide 
infrastructure to empower children, youth 
and family voice, outreach, education, 
advocacy and leadership opportunities. 
3. Provide a culturally responsive, evidence-
based and promising practices service array, 
featuring wraparound principles/philosophy 
and peer-to-peer support, to children, youth 
and families. 
4. Integrate children, youth and family 
services across systems. 
5. Build or enhance a culturally responsive, 
trauma-informed and community-based 
crisis continuum across systems. 
6. Develop an integrated statewide 
prevention and early intervention system for 
children, youth and their families that 
emphasizes mental health promotion, suicide 
prevention, resilience, and trauma-informed 
practices. 
7. Utilize collaborative financing strategies 
across systems that are consistent with SOC 
values and principles. 
8. All children, youth and families will have 
access to services that respect and are 
appropriate for their culture. 
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9. Implement a participatory continuous 
quality improvement (CQI) process in which 
all SOC-intended outcomes are systematically 
monitored and evaluated. 

How are services for your population(s) of 
focus structured? 

Services provided typically follow a medical 
necessity model for access and 
reimbursement.  Services include both 
outpatient as well as some residential and 
inpatient services.   

Is your government structure state-run, 
state-administered, county-run, county 
administered? 
Please include whether child-serving 
agencies (mental health, substance use, child 
welfare, juvenile justice, etc.) are centralized 
at the state level, run at the county level or 
varied depending upon child-serving system. 
 

 

 
 

 

 

 

Describe your Medicaid structure (fee-for-
service, managed care behavioral 
health carve out, managed care integrated 
physical and behavioral health plans) 

Who is legally mandated to provide the 
oversight and management of services 
and supports for your population(s) of focus 
(e.g. Medicaid? Mental health Substance 
use? Other child-serving systems?) 

Nebraska’s Behavioral Health System 
Overview 

Behavioral Health in Nebraska covers services 
needs for both Mental Health and Substance 
Use Disorders. The publicly funded system is 
only one part of the overall behavioral 
healthcare system in Nebraska. Private 
funding sources such as insurance 
companies, private businesses, and 
individuals themselves also influence the way 
behavioral health services are provided in the 
state. Publically funded services are 
administered by many different agencies 
including three of six different Divisions 
within the Nebraska Department of Health 
and Human Services: Division of Behavioral 
Health (DBH); Division of Medicaid and Long-
Term Care (DMLTC); and Division of Children 
and Family Services (DCFS). 

The DBH provides the four federally 
recognized tribes with state funds for 
consultation and technical assistance for 
both their Mental Health and Substance Use 
Disorder programs. DBH engages tribal 
representatives in planning, trainings, and 
initiatives, as well as supports the culturally 
appropriate provision of services to tribal 
members. DBH has customized its 
Centralized Data System to track the 
participation of unique services offered to 
tribal members such as sweat lodge, 
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ceremonies, community responsibilities, and 
spiritual events. 
 

 

 

 

Additionally, other state and federal agencies 
(for example, State Probation through the 
Nebraska Supreme Court, the Nebraska 
Department of Correctional Services, the 
Nebraska Department of Education 
Vocational Rehabilitation, and the Veterans’ 
Administration) fund or support behavioral 
health services for specific populations. 
Partnerships and collaboration among these 
public and private systems as well as with 
individuals, families, agencies, and   
communities are important components in 
systems of care surrounding each person. 

The Nebraska Office of Consumer Affairs 
(OCA) administers planning, organizing, and 
development of consumer involvement 
initiatives to increase consumer involvement 
at all levels of service planning and delivery. 
OCA provides education and technical 
assistance support for consumers and 
families of substance abuse, and mental 
health services throughout the state and 
across Department Divisions for the 
development of programs and services that 
are recovery focused and consumer and 
family driven. 

Role of Division of Behavioral Health: SMHA 
and SSA 

The Nebraska Behavioral Health Services Act 
designates the DBH as the chief behavioral 
health authority for the State [§71-806 (1)]. 
The DBH is both the State Mental Health 
Authority (SMHA) and the Single State 
Substance Abuse Authority (SSA). It is 
important to note that the authority does not 
extend to DMLTC or DCFS policy decisions. 
The DBH administers, oversees, and 
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coordinates the state’s public behavioral 
health system to address the prevention and 
treatment of mental health and substance 
use disorders. The primary goal is to develop 
a behavioral health system that is co-
occurring capable, trauma-informed, 
recovery-oriented, and person-centered. The 
DBH is responsible for managing both the 
Community Mental Health Services Block 
Grant (CMHSBG) and the Substance Abuse 
Prevention and Treatment Block 
Grant (SAPTBG). DBH funds priority 
treatment and support services for 
individuals without Medicaid and individuals 
without insurance or underinsured, 
according to financial eligibility based on a 
sliding scale on income and family size. The 
OCA focuses on recovery initiatives, planning, 
research, and advocacy for behavioral health 
consumers. 

How are you trying to change or influence 
your delivery system(s) for your 
population(s) of focus? (e.g., Medicaid 
changes? Child welfare changes etc.) 

The NeSOC intent is to move to least 
restrictive most appropriate services to meet 
the needs of youth through effective 
prevention and intervention strategies.   

Section IV: System of Care Components Supported by Finance & Sustainability Plan 

Services and Supports 

What are the available services and 
supports? 

See Attachments (4&5)  (4) Nebraska 
Behavioral Health & Substance Abuse Full 
Service  Array, (5)  NeSOC Service Array   

What are the gaps in services? Are there 
other services and supports needed for 
your population of focus? 

Services identified as needed include: 
Intensive in-home supports, crisis 
stabilization, services for youth with co-
morbid SED & DD/ID, specialized child care, 
increased competencies and services for 
youth who sexually harm, expanded case 
management such as behavioral health 
homes and expansion of some current EBPS 
currently available in parts of the state.   

Does your SOC include/need the 
SAMHSA/CMMS recommended Coverage of 
Behavioral Health Services for Children, 
Youth, and Young Adults with Significant 
Mental Health Conditions? 

Intensive Care Coordination/Wraparound is 
available in Nebraska through the DBH 
contract with the RBHAs.   
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 Intensive Care 
Coordination/Wraparound? 

 Mobile Response and Stabilization 
Services? 

 Youth and Family Peer Support? 

 Intensive In-Home Services? 

 Respite Services? 

 Flex Funds (Customized Goods and 
Services)? 

 

 

 

 

Youth and Adult Mobile Crisis Response is 
available throughout Nebraska.  

Youth Peer support is a Medicaid service.  
Youth and Family Peer support are also 
available throughout Nebraska through 
contracts with Family Run organizations 
funded through DBH, CFS and the NeSOC 
grant.   

Respite is available through the Nebraska 
Lifespan Respite program 

The NeSOC has established a Flex Funds 
policy specific to the NeSOC grant.  
Additionally flex funds are available through 
the Professional Partner Programs 
administered through the RBHAs 
(Intensive Care Coordination/Wrap around) 

What services and supports are now grant-
funded and need to be sustained 

Youth Mobile Crisis Response, Parents and 
Children Together, School based Mental 
Health, Expanded Intensive Care 
Coordination/Wrap around capacity 

Infrastructure 

What is your Governance Entity for the SOC? 
What are your strategies for sustaining it 
over time? 

Please see  attachment (6) the NeSOC 
Organization Chart  

How are financial decisions made? Financial Decision are made by a 
vote/approval of the NeSOC Leadership 
Board.  

How do you finance family- and youth-run 
organizations? If funded by your cooperative 
agreement, what are your strategies to 
sustain family- and youth run organizations? 

The Family run organizations are funded 
through contracts with the DHHS Divisions of 
both Children and Family Services and 
Behavioral Health as well as through 
contracts in some areas with the Regional 
Behavioral Health Authorities.   Peer support 
is a Nebraska Medicaid reimbursable service 
therefore the Family run organizations are 
moving to bill Medicaid for services provided 
that fit the service definition for long term 
sustainability.   



 

7 
05.16.2018 
 

Who is responsible for developing the 
provider network? For managing the provider 
network? 

The NeSOC builds upon the existing 
infrastructure of the Regional Behavioral 
Health Authorities to develop and manage 
provider networks.   

Who is responsible for training, technical 
assistance and workforce development? 

Through the NeSOC grant, the Training Work 
Team, led by the University of Nebraska 
Medical Center’s Behavioral Health 
Education Center of Nebraska (BHECN), 
(Training Lead) is responsible to coordinate 
training, technical assistance and workforce 
development. 

Who is responsible for social marketing 
activities? 

The NeSOC has developed a Social Marketing 
and Communication Work Team responsible 
for creating and implementing the Social 
Marketing and Communication Plan.   

Who is responsible for quality monitoring 
and continuous quality improvement? 

The NeSOC has developed a CQI Work Team 
responsible for quality monitoring and 
continuous quality improvement. 

Who is responsible for outreach and 
engagement? How do children, youth and 
families access your SOC? 

The NeSOC contracts for a Youth Lead and a 
Family Lead responsible for outreach and 
engagement.  NeSOC specific services are 
accessed a variety of ways either through 
self-referral or referral through the Nebraska 
Family Helpline, other providers and system 
partners.   At this time all SOC services are 
accessed through the RBHA or their 
contractors.   

How are you facilitating the health insurance 
application and enrollment process 
for eligible uninsured clients? 

The RBHA’s are facilitating the localized 
systems of care and access to NeSOC 
services.  Medicaid Eligibility and well as 
commercial insurance status is addressed 
through the RBHA’s and their contractor’s 
intake processes.  During intake potential 
payment options are explored and 
appropriate referrals are made as needed.   

Section V: Use of SOC Grant Dollars  

How is your Cooperative Agreement being 
used as venture capital or seed money to 
address your identified SOC gaps and needs? 

Expansion of some existing services as well as 
development of new services 

How are your Cooperative Agreement match 
dollars being used to leverage further SOC 
expansion and sustainability goals? 

Most match has been in kind however where 
there are match dollars they are primarily 
coming from the community collaboratives.  
Those dollars are being used to meet the 
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behavioral health needs of youth not 
otherwise possible with current funding 
streams or NeSOC grant dollars.  

How are you ensuring that SOC grant funds 
are only used for services to individuals who 
are not covered by public or commercial 
health insurance programs, individuals for 
whom coverage has been formally 
determined to be unaffordable, or for 
services that are not sufficiently covered by 
an individual’s health insurance plan? 

All NeSOC services are currently provided by 
the Regional Behavioral Health Authorities 
directly or through contract.  The RBHAs have 
processes in place to ensure all individuals 
served meet financial eligibility for the 
service(s) they receive (NeSOC funded or non 
NeSOC funded).  DBH also performs audits 
which include financial eligibility to ensure 
compliance.   

Have you implemented any policies and 
procedures to ensure other sources of 
funding (and services for which the individual 
is eligible) are accessed first when available 
for that individual? Please explain. 

The NeSOC developed an overarching 
document which highlights the priority of 
system partners in reimbursement for 
services.  Please see attachment (7):  

Section VI: Financing & Sustainability Strategies 

VI. List your financing strategies.  
 

 

 

 

Questions to consider when developing your 
strategies: 

1) Have you conducted a financing 
analysis to identify which systems 
spend dollars on your population(s) of 
focus, what services and supports 
they are funding, and how many 
children, youth and young adults they 
reach? If yes, has your financing 
analysis led to identification of 
specific strategies? 

2) Have you identified administrative 
challenges or barriers that need to be 
addressed? 

3) How do current financing structures 
support or impede your expansion 
goals? 

4) How have you looked at funding 
across categories (for examples, see 
those listed below)? 

Please see attachment (8) Financial Blue Print 
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 State and Local General Revenue and 
Tribal Authority Revenue 

 Medicaid Match (i.e., state and/or 
local revenue used as Medicaid 
match) 

 Federal Medicaid Revenue 

 Other Federal Entitlement Funding 
(e.g., Title IV-E) 

 Federal Block Grants 

 Federal Formula Grants 

 Other Federal Funding (e.g., federal 
discretionary grants) 

 Non-governmental (e.g., foundation 
funding, grants, fees, donations) 

How are you partnering with 
agencies/entities that control the dollars for 
your population(s) of focus? 

The SOC infrastructure and work team 
approach is comprised of cross system 
partners which includes funding sources.   

How are you redirecting dollars from deep-
end spending? (e.g., from out-of-home 
placements to home and community-based 
services) 
 

 

 

The NeSOC is seeking clarification as to if a 
policy is in place that allows for redirection of 
any realized cost savings into more 
community based services.   

Is managed care affecting the population(s)? 
What do the Managed Care Organizations 
(MCOs) control? What are your strategies for 
working with the MCOs to ensure provision 
of needed services? 

Medicaid has moved to an MCO model called 
Heritage Health which is an integrated 
approach to physical and behavioral health 
as well as pharmacy services.  The MCOs 
participate in the financial investment team 
as well as the SOC Implementation Team.  An 
example of this partnership is the 
collaboration in bringing up Family Centered 
Treatment and working with the MCOs prior 
to implementation to identify aspects of the 
service that would be reimbursable by 
Medicaid.   

How do the strategies leverage broader 
system initiatives such as Medicaid redesign; 
managed care; and connections to the 
planning and implementation of 
Certified Community Behavioral Health 
Clinics? 

Strategies under consideration are 
development of Behavioral Health Homes 
and blending the reimbursement for services 
that have traditionally contained TX elements 
but were solely funded through CFS and AOP 
to ensure the TX services when appropriate 
are reimbursed through Medicaid, levering 
dollars to invest in system and service 
development and infrastructure.   
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Have you explored raising new dollars 
through legislative initiatives, taxpayer 
referendum, MCO reinvestment dollars, etc.? 
 

 

 

 

 

 

NeSOC has not considered raising new dollars 
through legislative initiatives, taxpayer or 
referendum.  Through a private partnership 
we have identified an additional $4 million 
dollars which could be added to the youth 
and family service system over 4 years.  One 
of the MCO has offered $10k towards 
implementing Family Centered Treatment 
identifying potential cost savings through 
diverting youth from higher level inpatient or 
residential services.   

Have you incorporated better coordination of 
existing non-grant dollars through blending 
or braiding? (e.g., do you plan to sustain peer 
support by getting it covered by Medicaid, by 
getting MCOs to pay for it, by mobilizing a 
coalition to increase the Medicaid rate, or by 
getting all child-serving systems to contribute 
to a match pool or co-fund a family/youth 
run organization etc., or all of these?) 

All SOC services proposed/in place have 
identified sustainability plans which include 
blending and braiding funds or coverage by 
Medicaid and commercial insurance. 

How are you planning to address (or already 
engaged in addressing) non-fiscal needs 
required to expand and sustain your SOC 
innovations, including policies that affect 
financing?  Policy, administrative or 
regulatory changes? 

Lawsuits or consent decrees? 

Developing or expanding availability and 
accessibility of services? 

 Provider network? 

 Use of technology? 

 Training/technical assistance? 

 Workforce development capacity? 

 Quality improvement, fidelity 
monitoring? 

 Role of youth, young adults and 
families with lived experience? 

Outcomes monitoring and continuous quality 
improvement (CQI)? 

Some work had already been done to this 
end by added MST and FFT as Medicaid 
services.  Additionally peer support was also 
added to the state Medicaid Plan.  Future 
plans included consideration of Behavioral 
Health Home Models for care management 
through the MCOS. 

There are currently no law suits or consent 
decrees influencing our SOC efforts.  

The intent is to use any realized cost savings 
to reinvest into services and the provider 
network. A plan has not be put into place 
regarding use of SOC funds for long term 
technology needs.  Initial work has been 
done to identify QI and fidelity monitoring 
through existing system partner efforts after 
the life of the grant.  Training, TA and 
workforce development capacity will 
continue after the grant through the web 
based materials created through the grant 
and hosted on the UNMC BHECN website.  
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How are you using evaluation, to include 
return on investment analysis, to support 
your sustainability and expansion goals? 

Year one service data is being reviewed and 
correlation made regarding potential cost 
savings/ROI for the Youth Mobile Crisis 
Response/   

How are you generating support through 
your Social Marketing & Communication 
Plan? 

The Social Marketing and Communication 
plan could be strengthens to support 
sustainability efforts.  

Section VII: Financing Plan Implementation & Monitoring 

For the financing and sustainability strategies 
identified in Section VI (including non-fiscal 
sustainability strategies), provide action 
steps, timelines and responsible parties. 

See Attachment (9)  NeSOC Sustainability 
Strategies 

How will you monitor financing plan 
strategies? 

 Do you have plans to access financing 
data across systems? (e.g., access 
Medicaid claims and encounter data 
on child behavioral health service 
utilization)  

 Plans for return on investment 
analysis? 

Currently through MOUs the NeSOC is 
reviewing expenditures at the youth/family 
level across systems on at least an annual 
basis.  Options under exploration include 
cross systems data and claims review 
regarding Super Utilizers of Services.   
The plan for return on investment is to 
continue with service development to 
address gaps identified with in the SOC 
efforts.  

What is the process for updating and revising 
the Finance & Sustainability Plan? 

The Finance & Sustainability Plan (once 
approved by the NeSOC Leadership Board) 
will be reviewed and revised as need via 
Leadership Board meetings which typically 
occur quarterly.  Recommendations to revise 
the plan can come from a variety of sources 
and system partners however most likely will 
be developed and recommended by the 
NeSOC Financial Invest Work Team.     

Section VIII: Anticipated Technical Assistance Needs 

List identified technical assistance needs.  

  

  

  

  

  

  

 
 
  



05/31/2018 

NeSOC Central Access 

Issue: 

The Nebraska system of care was charged with ensuring that children and families known how to access 

behavioral health services and supports. 

Recommendations to the LB:  

The recommendation agreed upon by the Implementation Committee was to continue to build on 

existing related efforts: 

Nebraska Family Helpline to provide referrals  

 Increased Marketing/focus 

 Companion Website/Chat Feature 

 Mobile APP 

Targeted non-clinical behavioral health & substance abuse screens tools 

•Child care providers, early childhood educators, schools and primary health (MCOs) with 

appropriate referral information for positive screens.   

SOC Training Website (Link to SOC Website) 

Public Presentation/Training opportunities 

•Court Improvement Project 

•Parent Training and Information Nebraska 

•Autism Center of Nebraska 

•Statewide Coalition for DV/SA 

Statewide use of Web-based platform for info/referral 

•http://nebraskamentalhealth.com/.  
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Title: NeSOC –Financial Blue Print Next Steps  

Date: 06/21/2018 

Background: The purpose of this brief is to outline potential next steps based on the recommendations 

outlined in the Nebraska Financial Investment Blueprint for Children’s Behavioral Health Services which 

was presented to the NeSOC Leadership Board in early 2017. 

“Currently, the State Entities each contract and reimburse providers for the same or similar services, 

depending on their funding source. Medicaid has a separate infrastructure. The financing infrastructure 

for managing braided funding payments is complex and requires attention from the beginning of the 

planning process. Braided funding opportunities are optimal but complicated and require the technical 

knowledge and capabilities needed to authorize and make payments that are consistent with the rules 

and reporting requirements of various funding sources. For this reason, some states have used 

behavioral health organizations (BHOs), third party administrators (TPAs), or the Medicaid Management 

Information System (MMIS) to pay providers for braided services. The entity that processes payments 

must understand the rules (e.g., Medicaid, Title IV-E, block grants, etc.) that specify who is eligible for 

the funding stream, what services are covered by the funding agent, and which providers are authorized 

(licensed, certified or otherwise credentialed) to provide the services. Once the rules are clear, the 

information, reporting, and payments systems should be able to support the authorization and 

payment process. This usually requires planning at least a year in advance of implementation. While 

the delivery system must be close to the child and family to be effective, the supporting administrative 

structure must be standardized statewide and have the capacity to address authorization, funding, 

and reporting in order to optimize funding streams. 

The NeSOC will need to articulate a protocol or flowchart that is agreed to by all payers, memorialized in 

a Memorandum of Understanding or similar document that is thoroughly vetted, and matches the 

operating systems and instructions for processing payments. There will likely be differences of opinion 

about “who pays for what.” While not every potential payment rule can be determined in advance, it is 

useful to have a protocol that outlines a hierarchy of payments that utilizes private insurance and 

Medicare prior to Medicaid, followed by other entitlement funding and block grants, with the use of 

state and local funding as a last resort. This protocol should also detail how decisions will be made when 

a difference of opinion about payment responsibility occurs.”   

Introduction: The Nebraska Financial Investment Blueprint for Children’s Behavioral Health Services 

contained the recommendation that 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.  

Over the past several months, the NeSOC financial investment team approached this issue on two 

fronts. First, a payment hierarchy was created and approved by the NeSOC Leadership Board in May 

2018- The Payment Hierarchy addresses the issue of payer of last resort:  

In order of priority: 

1) Families access services* using their own means to do so, supported by Private Health Insurance or 

when eligible as covered through Medicaid. 



2 
 

05.31.2018 
 

2) Private Insurance and Medicaid use their processes for determining eligibility. 

3) If the child/youth does not have private insurance or is not eligible for Medicaid, the Division of 

Behavioral Health is the next appropriate potential funder of behavioral health services identified within 

the continuum of services. The Regional Behavioral Health Authorities use their process for determining 

both clinical and financial eligibility and funding of services. 

4) If the child/youth is involved with: 

A. Child Welfare [DHHS Division of Children and Family Services (CFS)], 

B. Juvenile Services [Administrative Office of Probation (AOP)], or 

C. Both systems at the same time, termed as “crossover youth”, 

In all cases the CFS caseworker or the probation officer shall assist the family in accessing services 

identified in plans or as ordered by the court. 

*Please note, school districts must ensure that all children with verified disabilities, from birth through 

the school year in which the child reaches age 21, have the opportunity for a free appropriate public 

education (FAPE) which includes special education and related services to meet their unique needs. This 

includes, but is not limited to, children with a verified “emotional disturbance” as specified in 92 NAC 

51-006.04E1. 

As part of the payment hierarchy work system partners also provided current service 

authorization/payment processes flow charts which provide additional information on current practice. 

Secondly, in an effort to begin the discussion regarding rates for services, the NeSOC Financial 

Investment work group further explored the need and potential impact of the Divisions of Medicaid and 

Long Term Care, Behavioral Health, and Children and Family Services, Administrative Office of Probation 

and the school systems paying the same rates for the same service across the NeSOC service array 

whenever possible.   Over several months, reviews were completed comparing “like” services across 

payer sources and systems.  The services reviewed were both treatment and non-treatment services as 

well as community based and residential.  

At the NeSOC Leadership Board meeting in May 2018, comparisons of 3 specific services were shared 

that demonstrated very little variance (there is some variance among the rates paid in rural vs. urban 

settings) in rates paid for Co-Occurring Evaluations, Substance Abuse evaluations and Outpatient 

therapy sessions across system partners.  It was determined that the rates paid do not vary significantly 

without clear justification so this section of the project was considered complete at this time with no 

further action recommended.   

The final step in resolving the above recommendations set forth in the Financial Blueprint involves 

determining if there is interest or commitment from system partners to identify specific  management 

and information technology structure(s) to perform the following functions: (1) management of 

authorizations, (2) processing of payments, and (3) reporting cross systems.  These three items are so 

interdependent it makes the most sense to view them together.  

From the Financial Blue Print, “The NeSOC must consider whether funding will be transferred from each 

State Entity to one organization that will administer the funding, or if each organization will hold their 
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own funds, reimburse providers directly, or reimburse a funding agent to pay the provider when 

payment of the service is one of the partner’s responsibility. 

This is one of the most technically challenging areas in operationalizing a SOC because of the 

complexities of funding source requirements and reporting needs”.   

What we do know based on the FY 15, 16 and 17 cross systems data analysis is that 74% of youth served 

were served by Medicaid, therefore for ¾ of the kids served in Nebraska there is already an information 

system(s) needed to manage authorizations, payments, and reporting.  Based on that information, the 

question then becomes how to manage authorizations, payments, and reporting for youth served 

outside of Medicaid (10,176 youth between for FY17).  Those 10,176 were youth served exclusively by 

CFS, AOP or DBH or in any combination of the three without Medicaid.   

Options: 

Below are three potential options to be consider by the NeSOC Leadership Board 

1. Integrate management of non-Medicaid Behavioral Health dollars, including service dollars from 

the Division of Behavioral Health, Children and Family Services and Administrative Office of Probation, 

into our Medicaid management system (through a Medicaid ASO or MCOs).   

•New Jersey, which has one statewide contracted ASO for the child/youth behavioral health 

population, regardless of what system they come from, which manages Medicaid, child BH block 

grant and general revenue, including BH dollars that formerly were in child welfare’s budget but 

were brought into the statewide system of care for children. In effect, NJ has a non risk-based 

child behavioral health carve-out for all children (Medicaid and non-Medicaid) who need BH 

services, regardless of which system they are involved with.  The Department of Children and 

Families and the State Medicaid agency partner, with DCF (Division of Child BH, now called 

Division of SOC) actually contracting for the ASO and overseeing the system in concert with 

Medicaid. This is a variant on the option of having the contract run through the State Medicaid 

agency. It could run through DBH, for example, and include the Medicaid child BH dollars, as well 

as GR and block grant for kids. 

 

a. A benefit of this approach is a high level care management component would or 

should stay consistent even though youth cycle on and off Medicaid coverage 

and in and out of CFS and Probation involvement (for. i.e. service authorization, 

utilization management, IT, and cross-system reporting). 

b. A limitation of this approach is that an MCO or ASO can do a basic level of care 

management (telephonic, large caseloads), but not the more intensive care 

coordination often needed by children with serious BH challenges or at very 

high risk.  (NJ’s ASO does not provide that intensive level of care management.  

Care management for children with serious BH or at high risk is performed by 

non-profit organizations at the local level, called Care Management 

Organizations, and the NJ ASO (which is a managed care company) helps to 

ensure children access the appropriate intensity of care management.  
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2. Contract separately (through the DBH) for management of non-Medicaid Behavioral Health 

dollars  

 

 

 

 

 

 

 

•Georgia’s ASO manages BH block grant and BH state dollars, but only those controlled by the 

Dept. of BH.   

a.    A limitation of this approach is Child welfare and Juvenile Justice also spend 

dollars on behavioral health services that are not managed through the Dept. of 

Behavioral Health’s ASO which leads to a fragmented system.     

3.  Set up an internal management system in one of the existing agencies (e.g. Medicaid, DBH), instead 

of contracting out as in option 2. 

4. Each system continues to manage authorization, payment and reporting of their distinct population 

and funding.    

a.  This option makes it more difficult to track utilization and expenditures, monitor 

quality and track outcomes across systems. Nebraska might want to consider  a 

cross-agency “governance” structure that is able to pull data from across 

systems. Georgia, for example, has an Interdepartmental Partners Team that 

meets regularly, and their DBH also contracts with Georgia State University to 

analyze data, Medicaid data especially since most children are Medicaid-

eligible.)   

The Financial Investment Team looks forward to any direction or next steps offered by the NeSOC 

Leadership Board on this issue.   
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