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Introduction 

The State of Nebraska has a unique opportunity to make significant improvements in the 
delivery of behavioral health care services to children. Children's behavioral health planning 
legislation was adopted by the Nebraska Unicameral earlier this year. ' The state has received a 
multi-million-dollar, multi-year federal infrastructure grant for children's behavioral health (the 
Children's Mental Health and Substance Abuse State Infrastructure Grant). Comprehensive 
behavioral health legislation was adopted in 2004 to provide a direction and foundation for 
further change.2 

Over the past several years, various other legislative bills and resolutions related to 
children's behavioral health have been in t r~duced.~  Many Nebraska studies and related 
initiatives have been undertaken4 and there are numerous sections of Nebraska law relating to 
the subject of children's behavioral health.' 

Many Nebraska children have significant behavioral health needs. State and local 
government, the courts, and the private sector must all work together to ensure that all Nebraska 
children have timely access to quality and affordable behavioral health care services. 

It is hoped that this document will contribute something meaningful to the process of 
improving the children's behavioral health system. It does not intend to repeat past studies or 
replace current initiatives. Its purpose is to supplement and help direct those efforts into 
meaningful action steps and substantive change. 

Change is needed, and it is hoped that this report will provide a clear vision for change. 
This report not only attempts to describe what the children's behavioral health "system" 
currently is, but what it should be. 

The report also contains a limited number of planning recommendations. Research and 
data collection for their implementation should rely on previous and current initiatives, 
including, but not limited to, the Children's Mental Health and Substance Abuse State 
Infrastructure Grant (SIC grant). 

LB 542 (2007) mandates and provides legislative direction for establishment of the 
Children's Behavioral Health Task Force and the preparation of this report. 

In 2007, the Nebraska Legislature passed LB 542"o create the Children's Behavioral 
Health Task Force (task force). The bill was signed by Governor Heineman on May 24,2007. 
The bill required the task force, under the direction of, and in consultation with, the Health and 
Human Services Committee of the Legislature and the Department of Health and Human 
Services, to prepare a children's behavioral health plan by December 4, 2007. 

' LB 542 (2007); Neb. Rev. Stat. $43-4001 to $43-4003. 
LB 1083 (2004); Neb. Rev. Stat. $71-801 to $71-818. 
See Appendix A. 

4 See Appendix B. 
5 See Appendix C. 

See Appendix D. 



The scope of the plan must include all juveniles accessing public behavioral health 
resources. Specifically, the plan must include, but is not limited to: 

1. Plans for the development of a statewide integrated system of care to provide 
appropriate educational, behavioral health, substance abuse, and support services to children and 
their families. The integrated system of care should serve both adjudicated and nonadjudicated 
juveniles with behavioral health or substance abuse issues; 

2. Plans for the development of community-based inpatient and subacute substance abuse 
and behavioral health services and the allocation of fun$ing for such services to the community 
pursuant to subdivision (4) of section 43-406; 

3. Strategies for effectively serving juveniles assessed in need of substance abuse or 
behavioral health services upon release from the Youth Rehabilitation and Treatment Center- 
Kearney or Youth Rehabilitation and Treatment Center-Geneva; 

4. Plans for the development of needed capacity for the provision of community-based 
substance abuse and behavioral health services for children; 

5. Strategies and mechanisms for the integration of federal, state, local, and other funding 
sources for the provision of community-based substance abuse and behavioral health services for 
children; 

6. Measurable benchmarks and timelines for the development of a more comprehensive 
and integrated system of substance abuse and behavioral health services for children; 

7. Identification of necessary and appropriate statutory changes for consideration by the 
Legislature; and 

8. Development of a plan for a data and information system for all children receiving 
substance abuse and behavioral health services shared among all parties involved in the 
provision of services for children.' 

LB 542 also requires the Department of Health and Human Services to provide a written 
implementation and appropriations plan for the children's behavioral health plan to the Governor 
and the Health and Human Services Committee of the Legislature by January 4 ,2008.~  The 
chairperson of the Health and Human Services Committee is required to prepare appropriate 
legislation for introduction in the 2008 legislative s e s ~ i o n . ~  

The task force is required to oversee implementation of the children's behavioral health 
plan until June 30,20 10. l 0  

The Children's Behavioral Health Task Force 

The Children's Behavioral Health Task Force (task force) met seven times prior to final 
approval and submission of this report. Administrative support for the task force was provided 
by the Health and Human Services Committee of the Legislature and the Appropriations 
Committee of the Legislature. The task force received a significant amount of information and 
held lengthy discussions on a wide variety of topics. All meetings of the task force were recorded 
and transcribed. The task force met at the Hastings Regional Center (HRC) and toured HRC. All 
other meetings of the task force were held at the State Capitol in Lincoln. All task force meetings 
were open the public, and public comment was solicited at each meeting. 

' Neb. Rev. Stat. $43-4002(2) (Laws 2007, LB 542, 92). 
Neb. Rev. Stat. $43-4002(2) (Laws 2007, LB 542, $2). 

web.  Rev. Stat. $43-4002(3) (Laws 2007, LB 542, $2). 
"' Neb. Rev. Stat. 543-4003 (Laws 2007, LB 542, 53). 



The task force received a presentation from the Division of Behavioral Health (division) 
within the Department of Health and Human Services (department) and received additional data 
and information from the Children's Mental Health and Substance Abuse State Infrastructure 
Grant (SIG grant). The task force conducted a number of small working group sessions on a 
variety of topics as assigned by the chair. The task force was presented with an overall draft 
outline for this report and a more detailed outline of draft recommendation topics for their review 
and comment. On November, 14, 2007, the task force was given a rough draft of proposed 
recommendations for their consideration and approval. 

This report was drafted by legal counsel to the Health and Human Services Committee of 
the Legislature, under the direction of Senator Jensen as chair of the task force and Senator 
Johnson as chair of the committee, with assistance from members of the task force, the Nebraska 
Department of Education, SIG grant project managers and staff, and others. Their participation 
and input is gratefully acknowledged. This document represents a consensus of task force 
opinion, but does not necessarily represent the views of every member of the task force. 

Children's Mental Health and Substance Abuse State Infrastructure Grant (SIC) 

In October 2004, the Nebraska Department of Health and Human Services was awarded a 
Children's Mental Health and Substance Abuse State Infrastructure Grant (SIG grant) '' from the 
federal Substance Abuse and Mental Health Services Administration (SAMHSA) in the amount 
of $750,000 per year for five years. The grant was designed to help states improve their 
infrastructure for community-based systems of substance abuse and mental health services for 
children and their families. The third fiscal year of the grant was completed in September 2007, 
with two years still remaining. 

The SIG grant has already developed, or is the process of developing, much of the 
foundational work product needed for sound planning and decision-making for improvements to 
the children's behavioral health system. The SIG grant, for example, has considered and 
analyzed various models for coordination of the children's behavioral health system and various 
funding integration models. The SIG grant has received input from family and provider focus 
groups, recommended the implementation of various pilot projects, and analyzed a significant 
body of evidence-based best practices research. 

The SIG grant will provide valuable data, information, and analysis to assist in the 
implementation of planning recommendations contained in this report. The ongoing work of the 
SIG grant should be recognized and incorporated into hture children's behavioral health 
planning efforts as mandated by LB 542. The infrastructure and funding attached to the SIG 
grant process should be relied upon by the Division of Behavioral Health in their own behavioral 
health planning and development. 

In 2004, the Nebraska Legislatureqassed LB 1083 to adopt the Nebraska Behavioral 
Health Services Act (act). l 2  The bill addressed seven key focus areas of behavioral health 
reform: ( I )  state leadership; (2) regional administration; (3) community-based services and 

I 1  See Appendix E. 
" Neb. Rev. Stat. $71-801 to $71-818. 



regional centers; (4) funding; (5) statewide advocacy; (6) legislative oversight; and (7) planning. 
The bill also recodified provisions of the Nebraska Mental Health Commitment Act. 

LB 1083 provides the following purpose statement for the public behavioral health 
system: 

"The purposes of the public behavioral health system are to ensure: 
(1) The public safety and the health and safety of persons with 

behavioral health disorders; 
(2) Statewide access to behavioral health services, including, but not 

limited to, (a) adequate availability of behavioFa1 health professionals, 
programs, and facilities, (b) an appropriate array of community-based 
services and continuum of care, and (c) integration and coordination of 
behavioral health services with primary health care services; 

(3) High quality behavioral health services, including, but not limited 
to, (a) services that are research-based and consumer-focused, (b) services 
that emphasize beneficial treatment outcomes and recovery, with appropriate 
treatment planning, case management, community support, and consumer 
peer support, (c) appropriate regulation of behavioral health professionals, 
programs, and facilities, and (d) consumer involvement as a priority in all 
aspects of service planning and delivery; and 

(4) Cost-effective behavioral health services, including, but not 
limited to, (a) services that are efficiently managed and supported with 
appropriate planning and information, (b) services that emphasize 
prevention, early detection, and early intervention, (c) services that are 
provided in the least restrictive environment consistent with the consumer's 
clinical diagnosis and plan of treatment, and (d) funding that is fully 
integrated and allocated to support the consumer and his or her plan of 
treatment."I3 

"Public bel~avioral health system" is defined in the act as "the statewide array of 
behavioral health services for children and adults provided by the public sector or private sector 
and supported in whole or in part with funding received and administered by the [Department of 
Health and Human Services], including behavioral health services provided under the medical 
assistance program" (emphasis added).14 

Current state law governing the public behavioral health system applies to both children 
and adults. Children's behavioral health planning efforts niust consider and incorporate existing 
state law and suggest necessary and appropriate changes to existing infrastructure and policy as 
articulated in LB 1083. 

LB 1083 also mandated the development of community-based behavioral health services 
and a reduction in the utilization of regional center services. Neb. Rev. Stat. $7 1-8 10 provides, in 
part, "(1) The [Division of Behavioral Health] shall encourage and facilitate the statewide 
development and provision of an appropriate array of community-based behavioral health 
services and continuum of care for the purposes of (a) providing greater access to such services 
and improved outcomes for consumers of such services and (b) reducing the necessity and 
demand for regional center behavioral health services." This provision of law, among other 
factors, resulted in the transfer of adolescent services from the Lincoln Regional Center (LRC) to 

Neb. Rev. Stat. $71-803. 
14 Neb. Rev. Stat. $71-804. 



the Hastings Regional Center (HRC) in 2006. Currently HRC provides adolescent residential 
substance abuse treatment (40 beds) and adolescent residential mental health services (8 beds). 
The Lincoln Regional Center operates 24 beds for adolescent sex offenders (an 8-bed treatment 
group home and 16 residential treatment beds). LB 542, as originally introduced, proposed the 
transfer of HRC adolescent services and funding to the community. 

The "Chinn Report" 

The "Nebraska Juvenile Correctional Facilities Master Plan Update" (Chinn Report) was 
prepared in 2007 for the Nebraska Juvenile Project Steering Committee by Chinn Planning and 
Carlson West Povondra Architects. The report contained seven "system recommendations," 
seven "operational recommendations," a "capacity recommendation," and two "facility options." 
The report focused primarily on the Youth Rehabilitation and Treatment Centers in Kearney and 
Geneva, and adolescent treatment services at the Hastings Regional Center.'' 

Nebraska Health Care Funding Act 

LB 692 (2001) adopted the Nebraska Health Care Funding Act (act),I6 and established a 
perpetual endowment using tobacco ~et t lement '~  and Medicaid intergovernmental transfer 
(IGT)'' revenues for the purpose of appropriating several million dollars a year for health care in 
Nebraska. 

The act requires the transfer of a total of $55 million per year to the Nebraska Health 
Care Cash Fund from two separate trust funds (the Tobacco Settlement Trust Fund and the 
Medicaid Intergovernmental Trust Fund). The transferred funds are appropriated annually by the 
Legislature for several health-related purposes, including behavioral health ($19.1 million) and 
public health ($8.9 million). Behavioral health funding is allocated for provider reimbursement 
($10.1 million), increased service capacity ($6.5 million); emergency protective custody costs 
($1.5 million) and services to juvenile offenders under Neb. Rev. Stat. 543-407 ($1 m i l l i ~ n ) . ' ~  

Provisions of the Nebraska Health Care Funding Act and the existence and utilization of 
the Nebraska Health Care Cash Fund will be important factors in future children's behavioral 
health planning. 

15 See Appendix F. 
'"eb. Rev. Stat. 47 1-7605 to $7 1-7614. 
17 The State of Nebraska has been awarded several million dollars annually under the nationwide tobacco settlement 
(1  998). The State of Nebraska filed a lawsuit against the tobacco industry on August 21, 1998, in the District Court 
of Lancaster County. On November 23, 1998, the State of Nebraska and forty-five other states settled their lawsuits 
against the tobacco industry, under terms of the Master Settlement Agreement (MSA). Nebraska's lawsuit against 
the tobacco industry was dismissed by the District Court of Lancaster County on December 20, 1998, and "State 
Specific Finality" under the MSA was achieved irrthe State of Nebraska on January 20, 1999. Annual payments to 
Nebraska under the MSA are approximately $40 million. 
18 Medicaid Intergovernmental transfers (IGTs) involve a transfer of funds among or between different levels of 
government. Under statutory authority, state-owned or operated facilities or "units" of local government (city, 
county, special purpose district or other governmental unit within a state) can make an IGT. In the case of Medicaid, 
one of these "units" of government transfers funds to the stale Medicaid agency, which then uses the money to draw 
down the federal match for payment to a publicly owned provider for Medicaid services. The federal government's 
match is based on the state's federal matching rate (National Conference of State Legislatures). 
" LB 321 (2007). 



Children's Behavioral Health 

The Report of the Surgeon General's Conference on Children's Mental ~ e a l t h "  noted 
that "Mental health is a critical component of children's learning and general health. Fostering 
social and en~otional health in children as a part of healthy child development must therefore be a 
national priority. Both the promotion of mental health in children and the treatment of mental 
disorders should be major public health goals." 

The consequences of mental and emotional disorders can be severe and may include 
family disruption, poor school performance and attendance, assaultive behavior, withdrawal, 
anxiety, addiction, commission of status offenses, self harm, risky behaviors, illegal activities, 
and in some situations, death. Behavioral health disorders in childhood are caused by a 
combination of biological and environmental factors and encompass a broad spectrum of 
symptoms and behaviors that occur in a variety of different contexts. Some of the major types of 
disorders include the following: 

1. Depression. Studies show that 2 of every 100 children may have major depression, and 
as many as 8 of every 100 adolescents may be affected (National Institutes of Health, 1999). 
Symptoms include the child feeling worthless or hopeless, losing interest in school or activities, 
and withdrawing from friends and family. Some children with depression may not value their 
lives and are at high risk of suicide. 

2. Conduct Disorder. Youth with conduct disorder usually have little concern for others 
and repeatedly violate the basic rights of others and the rules of society. Conduct disorder causes 
children and adolescents to act out their feelings or impulses in destructive ways. Often children 
with conduct disorders end up in the juvenile justice system for status offenses such as ongoing 
truancy, running away, or more serious offenses such as assault, theft, and arson. 

3. Bipolar Disorder. Children who demonstrate large mood swings that range from 
extreme highs (intense excitement or manic phases) to extreme lows (depression) may have 
bipolar disorder. During manic phases, children may talk nonstop, need very little sleep, and 
show unusually poor judgment. At the low end of the mood swing, children experience severe 
depression. 

4. Anxiety Disorders. Youth who experience excessive fear, worry, or uneasiness may 
have an anxiety disorder, which affects as many as 13 of every 100 adolescents. Anxiety 
disorders include phobias (unrealistic and overwhelming fear of objects or situations); panic 
attacks, which may include rapid heartbeat or dizziness; obsessive-compulsive disorders which 
cause children to be trapped in a pattern of repeated thoughts or behaviors; and post-traumatic 
stress disorder, caused by a psychologically distressing event such as abuse or witnessing 
violence. 

5. Attention-DeficitIHyperactivity Disorder. Youth with attention-deficitlhyperactivity 
disorder are unable to focus their attention and are often impulsive and easily distracted. Many of 
these children have difficulty in school and are at high risk of dropping out, leading to negative 
outcomes in adulthood. 

6. Eating Disorders. Children who are intensely afraid of gaining weight and do not 
believe that they are underweight may have eating disorders. Eating disorders can be life 
threatening. 

"Report of the Surgeon General's Conference on Children's Mental Health: A National Action Agenda" (2001). 

6 



7. Autism. Children with autism have problems interacting and communicating with 
others. Autism appears before the third birthday, causing children to act inappropriately, often 
repeating behaviors over long periods of time. Children with autism may have a very limited 
awareness of others and are at increased risk for other mental disorders. 

8. Schizophrenia. Youth with schizophrenia have psychotic periods that may involve 
hallucinations, withdrawal from others, and loss of contact with reality. Other symptoms include 
delusional or disordered thoughts and an inability to experience pleasure. 

9. Substance Abuse. Children may use and become dependent on alcohol and other drugs 
such as over-the-counter medications; inhalants, including glue or paint; or illegal drugs, 
including marijuana, cocaine, methamphetamine, or heroin. Substance abuse often leads to . 
physical, family, school, financial, and social problems. In some cases, a child may have both a 
substance abuse disorder and another mental health disorder. These multiple disorders are 
referred to as "co-occurring" disorders. 

Prevalence 

The Division of Behavioral Health reports that approximately 90,000 children in 
Nebraska have a mental health or substance abuse disorder, approximately 47,000 of those 
children experience significant impairment from such disorders, and approximately 2 1,000 
experience extreme impairment. 

Published national rates of youth with serious emotional disturbance (SED) were the 
same as Nebraska at 8%. The number of youth served who were under age 18 and at 300% of the 
federal poverty level was 18,607 or 79%, leaving an unmet need of 5,083 (WICHE, 2001)~' 

The National Comorbidity Study (NCS) is the most recent random survey of the adult 
population in the United States. This study looks at specific populations in households below 
300% and 200% of the federal poverty level and found that, from both sources in conjunction, 
there are between 92,626, and 112,777 youth and adults estimated to have SED or serious mental 
illness (SMI) in Nebraska (WICHE, 2 0 0 7 ) ~ ~ .  Youth prevalence estimates range from 22,146 
(excluding youths under 9 years of age) to 32,768 (7.3%), which includes household, institution, 
and group populations. 

The NCS methodology used to gather youth data was modified due to the range of 
demographic variables related to the diagnoses of mental health disorders in children. The study 
was therefore conducted only on the poverty status of the child. 

All youth age groups have similar rates of SED, but very young children ages 0-5 in 
poorer households, (<200% or <loo% of poverty) have an increasing prevalence. The three 
youth age cohorts, (0-5,6- 1 1 ,  and 12- 1 7) are approximately equal in percentage, as are the male 
and female cohorts. The eastern portion of the state has the highest rates of youth with SED. 
Regions 5 (Lincoln and surrounding counties) and 6 (Omaha and surrounding counties) have the 
highest number of estimated cases of SMI and SED, and Regions 1 (Scottsbluff and surrounding 
counties) and 2 (North Platte and surrounding counties) have the lowest estimated percentages 
(WICHE, 2007). II  

" "Nebraska MHSIP: Prevalence, Utilization and Penetration," WICHE Mental Health Prograin (October 30, 
2001). 
" "Nebraska: Prevalence Estimates for Serious Mental Illness (SMI) and Serious Emotional Disturbance (SED)," 
WICHE Mental Health Program (January 5, 2007). 



The federal Substance and Mental Health Services Administration (SAMHSA) estimated --I 

a total of 228,42 1 Nebraska youth with serious emotional disturbance in 2002, with 10.9% of -.- 
those youth living below the federal poverty level (SAMHSA, 2004). 
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The Current "System" 

The current Nebraska behavioral health care "system" for children is multifaceted, 
fragmented, and complex. "System" as used here means the statewide patchwork of persons and 
organizations that currently (1) provides services and supports to children with behavioral health 
disorders and their families or (2) is in some way involved in the assessment, identification, or 
referral of children for such services and supports. This section will briefly describe some of the 
main components of the "system."23 

The current behavioral health "system" for children is actually a complex web of many 
different "systems," including ( 1 )  the state health and human services "system"; (2) the education 
"system;" (3) the judicial "system;" (4) the child and family advocacy and support "system;" (5) 
the behavioral health care delivery "system;" (6) the primary health care delivery "system;" (7) 
the law enforcement and criminal justice "system;" (8) the public health "system;" (9) the private 
or quasi-governmental human services "system;" and (1 0) the foster care and adoption "system." 
The existence of multiple "systems" has led in many instances to significant fragmentation and 
ineffectiveness. A lack of coordination and integration of the various systems has caused 
hardships for children and families. 

The State Health and Human Services "System" 

The state health and human services "system" consists of various programs and services 
administered by the Department of Health and Human Services (department) and its six 
divisions: the Divisions of Behavioral Health, Children and Family Services, Developmental 
Disabilities, Medicaid and Long-Term Care, Public Health, and Veteran's ~ o m e s . ~ ~  

The Division of Behavioral Health administers three state hospitals for the mentally ill 
(regional centers) in Hastings, Lincoln, and Norfolk and publicly funded community-based 
behavioral health services and oversees six statutorily created regional behavioral health 
authorities. The Hastings Regional Center (HRC) currently operates 40 adolescent residential 
substance abuse treatment beds, 8 adolescent residential mental health beds, and a 14-bed unit 
for ad~llts with developmental disabilities. The Lincoln Regional Center operates 24 beds for 
adolescent sex offenders (an 8-bed treatment group home and 16 residential treatment beds). 

The Division of Children and Family Services administers child welfare programs, 
juvenile services programs and the Office of Juvenile Services, and various public assistance and 
family support programs and services. The Office of Juvenile Services oversees the operation of 
two Youth Rehabilitation and Treatment Centers (YRTCs) in Kearney and Geneva. 

The Division of Medicaid and Long-Term Care administers the state's Medicaid 
program, and other related programs and services. An administrative services organization 
(Magellan Behavioral Health) assists both the Medicaid and Behavioral Health divisions in 
utilization management, claims payment, and data collection for the public (Medicaid and non- 
Medicaid) behavioral health system. The Medicaid managed care program for children is also 
operated under an administrative services only contract with Magellan Behavioral Health. 

" A description of the current "system" was also presented to the task force by the Division of Behavioral Health. 
The division's presentation, along with additional information provided at the request of the Task Force is included as 
Appendix G. 

24 Neb. Rev. Stat. 981-3 110 to 981-3124. 



The Division of Public Health administers preventive and community health programs 
and services, the regulation and licensure of health-related professions and occupations, and the 
regulation and licensure of health care facilities and health care services. 

Regional Behavioral Health Authorities 

Nebraska is divided into six geographic behavioral health regions. Each region has a 
regional behavioral health authority overseen by a regional governing board consisting of one 
county board member from each county in the region. The administrator of the regional 
behavioral health authority is appointed by the regional governing board. 

The administrative offices of the six regional behavioral health authorities are located in 
Scottsbluff (Region I), North Platte (Region 2), Kearney (Region 3), Norfolk (Region 4), 
Lincoln (Region S), and Omaha (Region 6). State law relating to the powers and duties of 
regional behavioral health authorities is found in Neb. Rev. Stat. $7 1-807 to $7 1 -809. 

Each regional behavioral health authority employs a Regional Youth Specialist to provide 
youth system coordination by assisting in the development, implementation and evaluation of 
regional service needs, goals, programs, and service delivery systems. The Regional Youth 
Specialist also works closely with service providers, community representatives, consumer 
groups, and representatives of judicial, education, child welfare, health, and juvenile justice to 
facilitate a climate for interagency collaboratioi~ and systen~s integration of behavioral healthcare 
services as gaps and needs are identified within the region. 

Integrated Care Coordination Units (ICCUs) 

Integrated care coordination units (ICCUs) exist in all six behavioral health regions as a 
collaboration between regional behavioral health authorities and the Department of Health and 
Human Services. The lCCUs are designed to integrate care for children with multiple and 
complex needs in the child welfare and juvenile justice systems. The youth served through the 
units are high-need state wards (birth through age 18) who are in agency-based foster care 
(therapeutic foster care) and higher levels of care. ICCUs utilize an integrated care coordination 
collaborative that includes DHHS Protection and Safety workers (child welfare and juvenile 
justice) and Region Care Coordinators (mental health and substance abuse service system) who 
work in conjunction with family support organizations in each region to provide advocacy for 
youth and their families in the program. 

The Education "System" 

The education "system" consists of 465 public and private schools serving youth in early 
childhood education through high scho01.~' The "system" also has 17 educational service units 
(ESUs) that provide core services and other services as identified and requested by member 
school districts. There are 247 private schools in Nebraska, serving nearly 40,000 children in 
elementary, middle and high schools. 

Interim-program schools located in or operated by county detention homes, public or 
private institutions not owned or operated by a school district, or juvenile emergency shelters 

'j Nebraska Department of Education. 



also provide regular andlor special education services to temporary resident students who are 
unable for reasons of health or safety to attend the regular public school in their home school 
district. 

The Nebraska Department of Education also administers state and federal education 
funding and has collaborated with the Division of Behavioral Health in the Department of Health 
and Human Services on school-based mental health services, early childhood mental health 
programs and vocational services for transitioning youth. 

The Child and Family Advocacy and Support "System" 

The child and family advocacy and support "system" consists of various privately and 
publicly funded organizations that advocate on behalf of children with behavioral health 
disorders and their families. Such organizations include, but are not limited to; Nebraska 
Advocacy Services, the Nebraska Chapter of the National Alliance for the Mentally Ill, the 
Mental Health Association of Nebraska, the Nebraska Federation of Families for Children's 
Mental Health, and Nebraska child advocacy centers. 

The Nebraska Federation of Families for Children's Mental Health (federation) is a 
statewide family support and advocacy organization that includes six regional incorporated 
family organizations. Primary funding for the federation is a grant from the United States 
Department of Health and Human Services, Substance Abuse and Mental Health Services 
Administration (SAMHSA). Local family support organizations receive funding from a variety 
of funding sources including fimd raising and statellocal contracts and grants. 

The Judicial "System" 

The judicial "system" consists of appeals courts (the Nebraska Supreme Court and the 
Nebraska Court of Appeals), district courts (general jurisdiction), county courts (limited 
jurisdiction), other courts as created by the Legislature (including separate juvenile courts), and 
probation and parole functions.26 

District courts are trial courts of general jurisdiction and serve as appellate courts 
in deciding some appeals from county courts and various administrative agencies. 
There are 12 judicial districts in Nebraska and 55 district judges. 

County courts have original jurisdiction in probate, guardianship, conservatorship, and 
adoption matters. County courts also have original jurisdiction in juvenile matters in counties 
with no separate juvenile court. Separate juvenile courts have been established in Douglas, 
Lancaster and Sarpy counties. Nebraska has eleven separate juvenile court judges. Children may 
come before the court because of their need for protection and safety (child welfare cases) andlor 
delinquency (criminal) behavior. 

Child welfare cases require the court to oversee case progress and remain actively 
involved in the lives of children and families over a period of time. Case oversight is concerned 
with ensuring the state's fulfillment of itsxesponsibilities and parental cooperation with the state. 
Instead of making a one-time decision concerning the care, custody, and placement of a child, 
the court in child welfare cases makes a series of decisions over time. Because its decisions in 
child welfare cases are interlocking and sequential, the court performs a more managerial and 
directive function than in other litigation. 

'' Nebraska Blue Book (2006-2007). 



In delinquency cases, the role of the court, among other things, is to (1 )  increase public 
safety in communities by supporting and in~plen~enting both effective delinquency prevention 
strategies as well as a continuum of effective and least intrusive responses to reduce recidivism; 
(2) hold juvenile offenders accountable to their victims and community by enforcing completion 
of restitution and community service requirements; and (3) develop competent and productive 
citizens by advancing the responsible living skills of youth within the jurisdiction of the juvenile 
delinquency court. 

The Behavioral Health Care Delivery "System" . 
The behavioral health care delivery "system" consists of a broad spectrum of providers of 

behavioral health care services and supports to children and their families, including both 
behavioral health care practitioners and behavioral health care facilities and organizations. 
Behavioral health facilities licensed by the Division of Public Health within the Department of 
Health and Human Services include psychiatric hospitals, mental health centers, and substance 
abuse treatment centers. Behavioral health providers licensed by the division include alcohol and 
drug counselors, mental health practitioners, psychologists, and physicians (psychiatrists). A 
wide variety of services and supports are currently being provided to children with behavioral 
health disorders and their families. 

The Primary Health Care Delivery "System" 

The primary health care delivery "system" consists of a broad spectrum of health care 
providers and health care facilities and services other than those specifically dedicated to the 
delivery of behavioral health care services and supports. 

Health care facilities and services licensed by the Division of Public Health include 
health clinics (including ambulatory surgery centers, community health centers, and certified 
rural health clinics), home health agencies, general acute hospitals, and respite care services. 
Health care practitioners licensed by the division include audiologists, speech-language 
pathologists, dentists, physicians, nurses, occupational therapists, pharmacists, and physical 
therapists. 

The Law Enforcement and Criminal Justice "System" 

The law enforcement and criminal justice "system" consists of various federal, state, 
county, and municipal law enforcement agencies and institutions, including the state Attorney 
General, the Nebraska Crime Commission, the Nebraska State Patrol, county sheriffs, local 
police departments, and various state, county and municipal jails, prisons, and detention 
facilities. 

The Public Health "System" 

The public health "system" consists of 24 local public health departments statewide, 
encompassing all 93 Nebraska counties. Local public health departments receive state funding 
from the Nebraska Health Care Cash Fund pursuant to LB 692 (200 I )  and subsequent 
legislation. 



The Private and Quasi-Governmental Human Services "System" 

The private and quasi-governmental human services "system" consists of a number of 
publicly and privately funded organizations that serve Nebraska children and families in need, 
including, but not limited to, homeless shelters, local food banks, Community Action Agencies, 
and faith-based organizations. Community Action Agencies were created by the federal 
Economic Opportunity Act in 1964. Nebraska has 9 federally funded Community Action 
Agencies, serving all 93 Nebraska counties. 

The Foster Care and Adoption "System" 

The foster care and adoption "system" consists of the Department of Health and Human 
Services, various child placement agencies, foster care providers, and similar agencies that 
provide foster care and adoption services to state wards and children who are not state wards. In 
addition to the Department of Health and Human Services, Nebraska has 12 licensed private 
adoption agencies. The provision of foster care may include (1) respite care, (2) emergency 
foster care, (3) foster care leading to other permanent placement, or (4) foster care leading to 
adoption. 

Relevant Legislation 

The Nebraska Legislature has adopted a s~tbstantial body of law relating to the subject of 
children's behavioral health. A summary of relevant legislation relating to the children's 
b.ehavibra1 health "system" can be found in Appendix C of this report. 

Funding 

A more complete summary of state funding for children's behavioral health can be found 
in Appendix G of this report. For FY 06 (July 1,2005 to June 30,2006), the Department of 
Health and Human Services reported the following expenditure for children's behavioral health: 
(1) The Division of Behavioral Health: $5,3 1 1,728; (2) The Division of Medicaid and Long-Term Care: 
$1 10,418,434; and (3) The Division of Children and Family Services: $5,435,002. Total expenditures for 
FY 06 were $121,165,164. 

Data, Information Sharing, and Accountability 

There are a number of existing data bases relating to the delivery of children's behavioral 
health services. Some of the more prominent data bases and information systems are briefly 
described below. 

State-Wide Data Bases 
The Nebraska Family On-line Client User System (N-FOCUS) is one of the principal 

data systems of the Department of Health and Human Services. N-FOCUS contains many 
applications that may have indirect relevance to children's behavioral health (e.g., food stamps), 
but also contains information regarding Medicaid eligibility. N-FOCUS also contains Nebraska's 
State Automated Child Welfare Information System (SACWIS), containing information 
regarding child abuselneglect investigations and state wards 



The Medicaid Management Information System (MMIS) is maintained by the 
Department of Health and Human Services. MMlS contains information regarding Medicaid 
eligibility, claims submitted and claims paid. 

MedstatIAdvantage Suite is maintained by Magellan Behavioral Health Care, Inc. 
Magellan is the administrative care organization responsible for managing the State's mental 
health and substance abuse services. Magellan's data base provides the state management and 
administrative reporting, and surveillance and utilization reviews through an interface with 
MMIS. Magellan also maintains basic demographic an$ treatment information regarding clients 
served through Nebraska's regional behavioral health authorities. 

Regional Data Bases 
Each regional behavioral health authority maintains separate systems for outcome data 

(e.g., child functioning) on children receiving behavioral health services. Each integrated care 
coordination unit (ICCU) maintains separate systems for outcome data on state wards placed in 
the ICCUs who are receiving behavioral health services. 

Other Data Bases 
The Nebraska Probation Management Illformation System (NPMIS) is maintained by 

Nebraska's Office of Probation Administration and contains information regarding probationers. 
Data bases are maintained separately by each probation district, but data are transferred to the 
central administrative office on a routine basis. 

The Nebraska Student and Staff Record System (NSSRS), the Special Education Student 
Information System (SESIS), and the Consolidated Date Collection (CDC) are maintained by the 
Nebraska Department of Education. The SESIS is scheduled to become part of the NSSRS in 
2008-2009. 

Summary 

The current children's behavioral health "system" in Nebraska provides excellent 
services and supports to many Nebraska children and families, but significant improvement and 
transformation is needed. Some of the more prominent deficiencies of the current "system" as 
identified by the task force include, but are not limited to: 

1 .  A lack of coordination and integration across agencies and systems 
2. No single point of accountability for the system 
3. No uniform and portable needs assessment tool 
4. Funding that is inconsistent, fragmented, and inefficiently allocated 
5. A lack of adequate community-based services capacity 
6. A shortage of behavioral health providers 
7. A lack of adequate data and information systems and accountability measures for the system 
8. A lack of transformational vision, planning, and implementation. 

Leadership of the Children's Mental Health and Substance Abuse State Infrastructure 
Grant (SIG grant) have provided a similar assessment of the current "system:" 

"For children and families, mental health and substance abuse services are funded and 
regulated by a host of different agencies at both the state and regional levels. A significant 
challenge is that the policies across these different agencies are not coordinated and create 



confusion for fanlilies seeking access to care. Nebraska's rurallfrontier status and demographics, 
leaves many areas where services are non-existent or not easily accessed for many communities. 
These changing demographics have created special challenges for services in all areas, but 
especially for the behavioral health system. Although the majority of Nebraskans are White, the 
State is becoming increasingly diverse and mental health and substance abuse service providers 
are challenged in providing linguistically and culturally appropriate care. Finally, while some 
excellent services are available, Nebraska has been challenged by a lack of evidence-based and 
family-centered services, particularly for some of our most challenging populations including 
youth with co-occurring substance abuse and emotional disorders, transition-aged youth and 
young children from birth through age five. 

Contributing to the challenges facing behavioral healthcare in Nebraska is a lack of state 
level infrastructure. As we have looked for solutions to the problem, there have been numerous 
planning processes and initiatives including the Child and Adolescent Mental Health Search 
Conference, the Nebraska Family Portrait, the Nebraska Substance Abuse Treatment Task Force, 
the Governor's Early Childhood Mental Health Report, Mental Health Block Grant Report, 
Substance Abuse Block Grant Report, and the Child Abuse Task Force. Each of these enterprises 
has led to the awareness of system deficiencies including: 

1. Lack of coordination across agencies 
2. Absence of family-centered approaches across systems 
3. Multiple case managers and multiple, uncoordinated service plans 
4. No single point of accountability 
5. Lack of outcome information 
6. ~ u l t i ~ l e  assessments across providers and systems 
7. Lack of funding for bestlevidence based practices 
8. Multiple and conflicting policies regulating similar services 
9. Lack of prevention and early intervention focus 
10. A need for community based services 
11. A need for standardized process to address transition age youth 
12. Underserved populations - rural, minority youth, young children." 





Planning Considerations and Objectives 

A careful review and analysis of the current system of behavioral health care for children 
in Nebraska provides a helpful background for the consideration of appropriate system planning 
objectives and recommendations. This section will propose a general context for children's 
behavioral health planning. Specific planning recommendations will follow in the next section. 

Defining the broader context of children's behavioral health planning and policy 
development includes, at a minimum, an assessment of  ( I )  what children and families need; (2) 
who is responsible to meet the need; (3) what resources are available to meet the need; (4) who 
pays for meeting the need; and (5) what can be done to prevent the need from occurring in the 
first place. System of care values and expectations must be clearly stated and plans must be 
implemented and not merely formulated. 

Need 

Children with behavioral health disorders and their families have a variety of needs. 
Various studies and reports have attempted to describe the types, acuity, and prevalence of 
behavioral health disorders in children. Input has been solicited and received from various focus 
groups and other means. Trends and causes have been proposed and analyzed. Treatment 
modalities and best practices have been identified and improved. 

Behavioral health disorders in children present themselves in a variety of ways. The 
behavioral health system of care for children must be able to accurately assess a child's 
behavioral health and treatment-related needs. 

Once behavioral health and treatment-related needs have been identified, the goal of the 
behavioral health system must be recovery and wellness in the most effective and efficient 
manner (i.e. utilizing best practices) and in the least restrictive environment possible consistent 
with the best interests of the child and the community. All behavioral health planning must be 
centered on the child and his or her needs and those of his or her family. The specific means by 
which those needs are addressed is the critical focus of all behavioral health planning. 

Responsibility 

Addressing the behavioral health needs of children requires a concerted and cooperative 
effort on the part of many different individuals and entities, all focused on the recovery and 
wellness of the child. The necessity of an integrated and interconnected system of care cannot be 
overstated. 

Behavioral health planning must clearly identify responsibilities and expectations of 
various parts of the system, including families, caregivers, and communities. We must avoid the 
unrealistic expectation that the state or other governmental entity can or should be able to 
address all the behavioral health needs th3t exist. System planning must also recognize the 
fundamentally important role and responsibility of family, friends, church, providers, third-party 
payors, and others. 

The Department of Health and Human Services plays a particularly dominant role in the 
provision of behavioral health services to children. Behavioral health planning, therefore, must 
seek to clearly define the perimeters of the state's role in the system of care, based upon a 
thoughtful and realistic assessment of a number of relevant factors. Removing ambiguities, 



providing clear lines of responsibility and communication, and ensuring adequate accountability 
and support for each part of the system are all critical to behavioral health planning. 

Resources 

Meeting the behavioral health needs of children requires a public-private partnership and 
an appropriate supply of services and supports. A shortage of services and supports currently 
exists in most Nebraska counties. Behavioral health planning must clearly define the necessary 
continuum of care for children's behavioral health. Additional capacity needs within that 
continuum must be ascertained, planned for, and developed. 

Incentives and other means to encourage the statewide training and deployment of 
necessary personnel must be developed and implemented. The importance of family support 
organizations, peer-supported services, and faith-based organizations must be fully recognized 
and embraced. 

Behavioral health planning should promote localized decision-making in the 
identification of behavioral health needs and in the development of appropriate resources to meet 
those needs. While there may never be a full compliment of resources to meet the existing need, 
the goal of behavioral health planning must nevertheless be to make the greatest possible 
progress toward that goal. 

Funding 

Funding is a particularly important and necessary resource for the provision of behavioral 
health services to children. While LB 542 (2007) specifically addresses the publicly funded 
behavioral health system, behavioral health planning must also consider the extent to which the 
presence or absence of other funding sources impacts the public system of care. The absence or 
inadequacy of private insurance coverage for behavioral health disorders, for example, has a 
direct impact on the number of persons accessing publicly-funded services. 

An adequate and stable funding source is necessary to ensure access to services and 
supports by those who need them. Behavioral health planning should seek to access a diversity of 
funding sources, and should not become excessively dependent on state or other public funding. 
The public behavioral health system for children and adolescents must allocate funding in a 
coordinated, flexible, cost-effective, and accountable manner. Behavioral health planning should 
first look for ways to more effectively allocate existing state appropriations before seeking 
additional state funding. 

The Nebraska Behavioral Health Services Act (LB 1083,2004), address the topic of 
behavioral health funding directly. Neb. Rev. Stat. $71-8 1 1 requires the division to "coordinate 
the integration and management of all funds appropriated by the Legislature or otherwise 
received by the [Department of Health and Hunlan Services] from any other public or private 
source for the provision of behavioral health services to ensure the statewide availability of an 
appropriate array of community-based behavioral health services and continuum of care and the 
allocation of such funds to support the consumer and his or her plan of treatment. 
Neb. Rev. Stat. $7 1-8 12 creates the Behavioral Health Service Fund. The fund must be used "to 
encourage and facilitate the statewide development and provision of community-based 
behavioral health services, including, but not limited to, (a) the provision of grants, loans, and 



other assistance for such purpose and (b) reimbursement to providers of such services."" Money 
from the fund is also allocated for "housing related assistance for very low income adults with 
serious mental i~lness."~' 

Prevention 

Arguably the greatest success in any publicly funded system of care is helping people 
avoid the need to access the system in the first place. Behavioral health planning must prioritize 
the identification and utilization of effective prevention and early intervention strategies and 
services for children and adolescents. 

System of Care Values and principles2" 

The "systems of care" approach is designed to improve the provision of services for 
children with behavioral health disorders and their families by applying core values (child- 
centered and family-focused, community-based, and culturally competent) and guiding 
principles (comprehensive array of services, individualized care, services in the least restrictive 
most normative environment that meets the needs of the child, case management is provided to 
navigate the system and link the child and family to appropriate services and supports, early 
identification and intervention, smooth transition to the adult service system, and the rights of 
children and families are protected) to the design and delivery of services and supports. This 
involves reform at three levels and all levels much be impacted for system of care reform to be 
lasting, These levels include ( 1 )  system, (2) program, and (3) practice. 

The task force believes that core values and guiding principles must be present for any 
system of care work to be effective. Lasting transformation cannot be achieved without a 
commitment from those at the system, program and practice levels to these values and principles 
and a willingness to implement them throughout the design, development, implementation and 
evaluation of the system and system components. 

More than one hundred communities nationwide have implemented local systems of care. 
These efforts have been supported through the Comprehensive Community Mental Health 
Services for Children and Their Families Program; and by the Child, Adolescent and Family 
Branch of the Center for Mental Health Services within the federal Substance Abuse and Mental 
Health Services Administration (SAMHSA). These local systems of care initiatives have 
produced positive outcomes in the lives of the children and families being served. 

An effective service delivery system has an appropriate balance between the various 
levels of care, particularly between the more restrictive levels and the less restrictive levels. All 
levels of care are essential in meeting the needs of children and their families. However, if the 
service delivery system is underdeveloped the child and family may not receive the appropriate 
services and are either "over served" or "under served". 

Within a system of care the service delivery system is designed to meet the individual 
and unique needs of children and their families with services being driven by the needs and 
preferences of the child and family. Services are community-based and their management is 
built on multi-agency collaborations. The services offered, the agencies participating, and the 

" Neb. Rev. Stat. $71-8 12(2). 
" Neb. Rev. Stat. $71-812(3). 
'9 See Appendix H. 



programs generated to meet the needs of cliildren are both responsive and sensitive to the 
cultural context and other characteristics of the children and families being served.30 

Demonstrated outcomes for systems of care include improved family functioning, reduced 
school absenteeism and drop-out, reduced utilization of restrictive services, and improvement in 
the overall problem behaviors severe enough to put the children at risk of out-of-home 
placement.31 

30 "Evaluation of the Comprehensive Community Mental Health Services for Children and Their Families Program: 
Annual Report to Congress" (1998). 
'' Data Trends: March 2000, #8, "Research and Training Center for Family Support and Children's Mental Health" 
(Portland State University). 
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Leadership of the Children's Mental Health and Substance Abuse State Infrastructure 
Grant (SIG grant) noted the following lessons learned from the state and national system of care 
sites: 

" 1. Family involvement from the very beginning is important 
2. There are a variety of roles for families within the system of care (e.g., peer mentoring, 

evaluation, information dissemination, policy advising, building youth organizations, 
etc.) 

3. Cultural competence is more than just training 
4. A planful approach to helping family organizations thrive is a good thing 
5. Interagency collaboration is not an end in itself, but should be guided by a shared vision 

of what the system ought to be. 
6. Vision is not enough; there must be consensus about the action steps to get there. 
7. Evaluation is critical to sustaining and expanding the system of care 
8. True interagency integration is hard work, but worth it 
9. Trust is a big issue and true sharing of power is essential." 

Scope 

LB 542 (2007) defines the scope of the behavioral health planning by the task force to 
include "all juveniles accessing public behavioral health r e s o ~ r c e s . " ~ ~  Specifically, the plan must 
include, but is not limited to: 

' 1. Plans for the development of a statewide integrated system of care to provide 
appropriate educational, behavioral health, substance abuse, and support services to children and 
their families. The integrated system of care should serve both adjudicated and nonadjudicated 
juveniles with behavioral health or substance abuse issues; 

2. Plans for the development of community-based inpatient and subacute substance abuse 
and behavioral health services and the allocation of funding for such services to the community 
pursuant to subdivision (4) of section 43-406; 

3. Strategies for effectively serving juveniles assessed in need of substance abuse or 
behavioral health services upon release from the Youth Rehabilitation and Treatment Center- 
Kearney or Youth Rehabilitation and Treatment Center-Geneva; 

4. Plans for the development of needed capacity for the provision of comn~unity-based 
substance abuse and behavioral health services for children; 

5. Strategies and mechanisms for the integration of federal, state, local, and other funding 
sources for the provision of community-based substance abuse and behavioral health services for 
children; 

6. Measurable benchmarks and timelines for the development of a more comprehensive 
and integrated system of substance abuse and behavioral health services for children; 

7. Identification of necessary and appropriate statutory changes for consideration by the 
Legislature; and . 

8. Development of a plan for a data and information system for all children receiving 
substance abuse and behavioral health services shared among all parties involved in the 
provision of services for children. 

32 
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This report does not provide a comprehensive and detailed children's behavioral health 
plan in each of the foregoing areas. The report attempts to provide a limited number of planning 
recommendations as an outline and guideline for change. The report also emphasizes the 
importance of establishing realistic goals and expectations for the system and not seeking to 
establish the unattainable. As progress is made, additional goals can be established, and attained, 
thus creating a foundation for further change. 

Numerous studies and reports have discussed and provided recommendations with respect to the 
children's behavioral health system. Behavioral health planning must learn from these earlier ' 
efforts, but must also go beyond them in providing for an effective means of implementation and 
system transformation. 



Planning Recommendations 

The task force believes it is important to translate past and present children's behavioral 
health study and reconiniendations into specific, meaningful action steps. The recommendations 
contained in this report are not exhaustive but prioritized in order to sharpen the focus of 
children's behavioral health planning and to help ensure its successful conclusion and 
implementation. 

The task force is mandated in LB 542 (2007) to consider the following in its behavioral 
health planning recommendations: (1) a statewide integrated system of care for children and 
families, including an integrated and comprehensive data and information system;" (2) service 
capacity, including YRTC youth and services provided under Neb. Rev. Stat. $43-406(4);" (3) 
f~nding;~"4) benchmarks and time line^;^' and (5) l eg i~ la t ion .~~  These will form the basis for 
planning recommendations that follow. 

Integrated System of Care 

An integrated system of care requires coordination and effective governance, and an 
active partnership with children and families in all aspects of service planning and delivery. The 
achievement of a comprehensive and integrated system of care requires the consensus 
development and adoption of a necessary service array and system integration plan. 

Recommendation # 1 
The task force recommends that the Division of Behavioral Health within the Department 

of Health and Human Services assume primary responsibility for statewide coordination of the 
children's behavioral health system. The task force recognizes and applauds the fact that the 
Director of the Division of Behavioral Health has appointed a children's behavioral health 
administrator within the division to facilitate such coordination. 

Recommendation #2 
The task force recommends that the Division of Behavioral Health prepare a 

comprehensive statewide coordination plan for children's behavioral health for the task force's 
review. Coordination relates to the governance level of the behavioral health system and refers to 
the cooperative interaction of agencies and organizations charged with various administrative 
roles and functions within the system. Consistency and responsibility in policy and decision- 
making is a focal point of planning in this area. 

In preparing the plan, the division should consider strategies and mechanisms that will 
ensure the most effective and efficient long-term coordination and integration of the children's 
behavioral health system, while minimizing the number of quasi-governmental advisory and 
other bodies for which the division is accountable. The division should form a temporary 
interagency working group for the development of an initial consensus on system coordination 
issues, concerns, and solutions. 

" See Neb. Rev. Stat. $43-4002(2)(a), (h). 
34 See Neb. Rev. Stat. $43-4002(2)(b)-(d). 
35 See Neb. Rev. Stat. $43-4002(2)(e). 
3h See Neb. Rev. Stat. 543-4002(2)(f). 
37 See Neb. Rev. Stat. $43-4002(2)(g). 



Recommendation #3 
The task force recommends that the Division of Behavioral Health, in consultation with 

the task force, develop a proposed system integration plan for the children's behavioral health 
system that, in its opinion, will most effectively meet the needs of children and adolescents with 
behavioral health disorders and their families. Integration relates to the broader functioning of 
the children's behavioral health system and refers to the simplified and efficient interrelationship 
of all the persons, processes, and organizations involved in the delivery and funding of 
behavioral health services to children and their families. 

* 

Recommendation #4 
The task force recommends that the Division of Behavioral Health, in consultation with 

the task force, develop a data and information proposal for the children's behavioral health 
system that, in its opinion, will most effectively enhance integration, access, and quality of 
behavioral health services provided to children and families and provide meaningful 
accountability evaluation mechanisms for the children's behavioral health system. 

Capacity 

An accurate assessment of need provides the basis for the identification and development 
of appropriate service capacity. Service capacity includes a full continuum of behavioral health 
services supported by adequate and sustainable fi~nding. The development of appropriate service 
capacity requires coordinated planning and implementation and the effective recruitment and 
retention of behavioral health providers. 

Recommendation #5 
The task force recommends that the Division of Behavioral Health conduct a more 

comprehensive statewide analysis of child and adolescent bel~avioral health needs and current 
service capacity, in partnership with local public health departments, regional behavioral health 
authorities, family organizations, county government, providers, and others. The task force 
realizes that various surveys and assessments have been conducted, and intends that this analysis 
build upon and enhance those previous efforts. The task force recommends that the cost of the 
analysis be paid from a variety of sources, including but not limited to, Nebraska Health Care 
Cash Funds 

Recommendation #6 
The task force recommends that the Division of Behavioral Health, in consultation with 

the task force, prepare a proposed capacity development plan for the children's behavioral health 
system. The task force believes that the formation of a capacity development plan for children's 
behavioral health services should be based upon the statewide analysis of behavioral health 
needs and service capacity referenced above. 

Recommendation #7 
The task force recommends the establishment and implementation of a multidisciplinary 

and collaborative effort for behavioral health education to focus ongoing resources on the 
statewide recruitment, training, deployment, and retention of a broad spectrum of providers of 
children's behavioral health services and supports, including peer-provided and family support 



services. The task force recommends the enactment of necessary and appropriate legislation in 
2008 to establish such an initiative. 

Recomn~endation #8 
The task force recommends that residential adolescent mental health services at the 

Hastings Regional Center be discontinued, and transferred to appropriate community-based 
providers. On October 23,2007, the Division of Behavioral Health Services provided notice of 
its intent to reduce capacity for adolescent residential psychiatric services at HRC from 16 beds 
to 8 beds. On that date, there were two youth receiving such services at HRC. Any reduction or 
discontinuation of regioi~al center services must comply with relevant provisions of Neb. Rev. 
Stat. 571-810. 

Recommendation #9 
The task force recommends that the Office of Juvenile Services within the Department of 

Health and Human Services adopt necessary and appropriate changes to ensure that all YRTC 
youth with behavioral health needs are appropriately assessed. The task force recommends that 
the office diligently pursue alternatives to the referral of YRTC-Kearney youth to the Hastings 
Regional Center for residential substance abuse treatment whenever possible and appropriate. 

Funding 

The allocation and expenditure of funding for children's behavioral health services must 
be integrated, diversified, flexible, effective, and efficient. The task force believes that relevant 
provisions of the Nebraska Behavioral Health Services Act relating to funding should be more 
aggressively pursued and expanded. 

Recommendation #I 0 
The task force recommends that the Chief Executive Officer of the Department of Health 

and Human Services (department) be responsible for the development of a behavioral health 
funding integration proposal that comports with provisions of Neb. Rev. Stat. 57 1-8 1 1 and 
includes "all funds appropriated by the Legislature or otherwise received by the department from 
any other public or private source for the provision of behavioral health services."38 

The proposal should clearly identify all current behavioral health funding sources 
received by the department, the current policies and procedures governing the allocation and 
expenditure of such funds, an evaluation of the efficiency and effectiveness of such policies and 
procedures, and the development of alternative strategies and mechanisms to achieve a more 
simplified, integrated, and effective expenditure of behavioral health funding for children and 
adolescents. The task force recommends that the funding integration proposal be completed no 
later then June 30, 2008. 

The task force recommends that the Director of the Division of Behavioral Health 
immediately ascertain and provide for theareallocation and expenditure of Hastings Regional 
Center funding associated with HRC services that have been reduced or discontinued pursuant to 

.'' See Neb. Rev. Stat. $71-81 1. 



Neb. Rev. Stat. $7 1-8 10 "for purposes related to the statewide development and provision of 
community-based services." 3" 

Recommendation #11 
The task force recommends the adoption of behavioral health insurance parity legislation. 

The task force recognizes that federal congressional action is currently pending on the issue and 
believes that such efforts should be closely monitored. The task force encourages the 
introduction and passage of state behavioral health insurance parity legislation if necessary and 
appropriate. 

* 

Recommendation #12 
The task force recommends that the Division of Medicaid and Long-Tern1 Care and the 

Division of Behavioral Health within the Department of Health and Human Services conduct an 
assessment and re-procurement of the current administrative services contacts with Magellan 
Behavioral Health. The task force recommends that such assessment and re-procurement be 
conducted as expeditiously as possible and completed no later than June 30,2008. 

Recommendation # 13 
The task force recommends that the Division of Behavioral Health and the Nebraska 

Legislature develop and implement administrative and legislative strategies and mechanisms to 
reduce the number of instances in which parents seeks to have their children placed in the 
custody of the Department of Health and Human Services in order to access needed services. 

Legislation 

Recommendation # 14 
The task force recommends that Senator Johnson, as chair of the Health and Human 

Services Committee of the Legislature, oversee the preparation and introduction of necessary and 
appropriate legislation consistent with the foregoing recommendations, including but not limited 
to: (1)  amendments to statutes relating to the Children's Behavioral Health Task Force; (2) 
amendments to the Nebraska Behavioral Health Services Act relating to the provision of 
children's behavioral health services; and (3) legislation to establish and fund a collaborative and 
multidisciplinary initiative focusing on the statewide recruitment and retention of behavioral 
health providers. 

Recommendation #15 
The task force recommends that the Health and Human Services Committee of the 

Legislature, in consultation with members of the Judiciary Committee of the Legislature, and 
other interested parties, review relevant provisions of the Nebraska Juvenile Code and the Health 
and Human Services, Office of Juvenile Services Act to identify and prepare necessary and 
appropriate statutory changes for consideration by the Legislature in 2009. 

'' ~ e b .  Rev. Stat. $70-810 provides, in part, ". . . . (4) As regional center services are reduced or discontinued under 
this section, the division shall make appropriate corresponding reductions in regional center personnel and other 
expenditures related to the provision of such services. All funding related to the provision of regional center 
services that are reduced or discontinued under this section shall be reallocated and expended by the division for 
purposes related to the statewide development and provision of community-based services. . . ." 



Benchmarks and Timelines 

Recommendation # 16 
The task force recommends and urges that the planning activities and recommendations 

contained in this report be pursued as expeditiously as possible and that the department include 
specific timelines for such activities in its plan submitted on or before January 4,2007.~' The 
task force requests that the Division of Behavioral Health provide quarterly progress reports to 
the task force beginning in January 2008. 

Recommendation #I 7 
LB 542 (2007) requires the Department of Health and Human Services to provide a 

written implementation and appropriations plan by January 4,2008, based on the task force's 
report.41 

The task force recommends that the department include specific timelines for completion 
of activities identified in the plan. The task force recommends that the chair of the task force be 
empowered to establish subcommittees of the task force as necessary and appropriate, in 
consultation with the task force and the department, to facilitate the further development and 
implementation of the plan submitted by the division. 

40 Neb. Rev. Stat. $43-4002(2) (Laws 2007, LB 542, $2). 
" Neb. Rev. Stat. $43-4002(2) (Laws 2007, LB 542, $2). 
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Summary of Legislative Bills and Resolutions 

Key: 
C = Held in Committee 
GF = Advanced to General File 
E =Enacted 
IPP = Indefinitely Postponed 
LB = Enacted as part of another Legislative Bill 

Bill I Disposition 1 

1 13 I (Dw. Pedersen) Change provisions for sograms and ~ e r v i c e s o f f e r e ~  1 IPP 1 
I by mental health regional governing boards and requiring competitive I I 

rdman, Foley, Dw. Pedersen, Quandahl, Robak, Smith) Create .the 
and Behavioral Health and Substance Abuse Services Task 

Robak, Smith, Redfield, Stuhr, Thompson) Change provisions relating 
to local public health departments, the Nebraska Lifespan Respite 

u u b l i c l y - f u n d e d  programs I 



eform Act and change release provisions for committed 

Provide for student loans for mental health students to practice in rural ( I 
areas 
(Jensen, Redfield, Byars, Stuthman, Johnson, Maxwell, Synowiecki, 
Erdrnan) Change and eliminate provisions relating to behavioral health 
services, mental health commitments, affordable housing, and alcohol 
and drug abuse counselors 
(Connealy, Cunningham, Johnson) Adopt the Behavioral Health Rate 

secondary prevention services and change child welfare 

I Provide for tracking, reporting, and funding relating to 
behavioral health services 
(Howard, Byars, Cunningham, Jensen, Price, Redfield) 



I Human Services ~ v s t e m  
- - 

(Price) provide fortthe use of family-cekeredpractices in providing 

d administration of certain drugs to 
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Summary of Previous Activity Related to Children's Behavioral Health 

1970s 
Krivosha Commission Report Sarata Report - Proposed improved coordination across agencies 
and expand services to youth in state custody including mental health and substance abuse services. 

1985 
Nebraska's first Child and Adolescent Services System Program(CASSP) Grant - five year 
planning and implementation grant from SAMHSA designed to promote systems of care at state 
level including innovative service delivery, family involvement, cultural competence, and 
collaboration across agencies. 

1986 
lnteragency agreement to develop Interagency Collaboration and Coordination Team involving 
State Court Adnlinistrator and Departments of Corrections, Education, Health, Public Institutions, 
and Social Services to improve the system of care for multi-need children and their families. 

1987 
Enactment of Nebraska's Family Policy Act - promoted prevention and early identification of 
problems, encouraged community involvement in meeting the needs of children and families, 
coordination of services and resources and the need for permanency planning. 

1989 
Development of Child and Adolescent Mental Health Services Plan - Identified the need for 
fixed point of accountability, flexible funding, single point of access, development of middle- 
intensity services, and family participation in decision making. 

1993 
Nebraska's second CASSP Grant - designed to promote interagency collaboration for children 
with mental health challenges at the state and local levels. 

1994 
Governor's Child and Family Mental Health Search Conference - involved 70 stakeholders and 
identified needs such as Professional Partners, local integrated interagency collaboration, 
coordination of funding streams, single points of entry, and comprehensive array of services. 

1997 
Region 3 receives SAMHSA System of Care Grant to develop local system of care focusing on 
family-centered care, evidence-based practices, interagency collaboration, family involvement, and 
data-based decision making. a 

1998 
Lancaster County in Region 5 receives the second of Nebraska's System of Care Grants from 
SAMHSA focusing on addressing the mental health needs of youth in the juvenile justice systems. 



1999 
The formation of the Justice Behavioral Health Committee, formerly Justice Substance Abuse 
Team (JSAT) of the Community Corrections Council which helped develop a standardized model 
for substance abuse screening and assessment. 

Chinn Report - Identified need for mental health and substance abuse screening, evaluation and 
services for juvenile offenders. 

2000 
Nebraska Family Portrait - strategic action plan for $rotection and Safety to improving the safety, 
permanence and well-being of children in Nebraska. Included a focus on addressing the behavioral 
health needs of children who are wards of the state. 

2001 
Governor's Early Childhood Mental Health Symposium - design of a comprehensive, integrated 
and coordinated system of care to meet the mental health needs of young children. Promoted 
interagency collaboration, coordination of funding, and led to pilot project for early childhood 
mental health system of care. 

Governor's Juvenile Justice Reform Plan - supported the "expansion and development of 
substance abuse and mental health programming" for juvenile offenders. 

2002 
Herz & Poland Study of Mental Health Needs of Juvenile Offenders - identified need for a 
coordinated response for juvenile offenders, continuum of services, standard process for assessing 
needs, funding that follows the child, system evaluation, training, and the development of effective 
services like Multisystemic Therapy. 

Nebraska receives NEBHANDS grant to help build the capacity of small faith and community- 
based organizations to participate in systems of care for mental health and substance abuse. 

2004 
Passage of LB 1083, the Nebraska Behavioral Health Services Act. 

Nebraska receives SAMHSA State Infrastructure Grant (SIG) to develop state infrastructure to 
support local systems of care with focus on family-centered care, evidence-based practices, blended 
funding, and enhancing accountrrbility though evaluation, and coordination across agencies. 

2007 
LB 542 Task Force - charged with developing plans for a statewide integrated system of care for 
children's mental health. 
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Summary of Relevant Statutes 

Statute 
Juvenile Code 
Juvenile Courts 
HHS, Office of Juvenile Services Act 
Juvenile Detention Facilities 
Children committed to DHHS 
Juvenile Services Act 
Early Childhood lnteragency Coordinating Council 
County Juvenile Services Plan Act 
Court Appointed Special Advocate Act 
Medical Assistance Act 
Behavioral Health Services Act 
Special Education Act 
Early Childhood Education 
State Instih~tions, Management 
Youth Rehabilitation and Treatment Centers 
Regional Centers 
Cost of Patient Care in State Institutions 
Secure Youth Confinement Facility 

Neb. Rev. Stat. 
$43-245 to $43-2,129 
$43-2,111 to $43-2,129 
543-401 to $43-423 
$43-4,124 to 43-4,134 
$43-903 to $43-908 
543-240 1 to $43-24 13 
$43-340 1 to $43-3403 
$43-3501 to $43-3507 
943-3701 to $43-371 6 
568-901 to $68-949 
$71-801 to 571-818 
$79-1 110 to $79-1 178 
$79-1 101 to $79-1 104 
$83-101.06 to $83-1 16 
$83-107.0 1 
$83-305 to 983-357 
$83-363 to $83-380.01 
$83-905 
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LEGISLATIVE BILL 542 

Approved by the Governor Hay 24, 2007 

Introduced by Synowiecki, 7 

FOR AN ACT relating to juvenile services; to amend section 43-407, Reissue 
Revised Statutes of Nebraska; to create the Children's Behavioral 
Health Task Force; to provide powers and duties; to change 
provisions relating to treatment programs and services; to repeal 
the original section; and to declare an emergency. 

Be it enacted by the people of the State of Nebraska, 

Section 1. (1) The Children's Behavioral Health Task Force is 
created. The task force shall consist of the followinq members: 

_(a) The chairperson of the Health and Human Services C a t t e e  of 
the Legislature or his or her designee; 

(b) The chairperson of the Appropriations Codttee of the 
Leqislature or his or her desiqnee; 

(c) The chairperson of the Behavioral Health Oversiqht Commission of 
the Leqislature: 

(d) Two providers of conununitv-based behavioral health services to 
children, appointed by the chairperson of the Health and Human Services 
C d t t e e  of the Leqislature; 

(e) One reqional administrator appointed under section 71-808, 
appointed bv the chairperson of the Health and Human Services Cornnittee of the 
Leqislature; 

(f) Two representatives of orqanizations advocatinq on behalf of 
consumers of children's behavioral health services and their families, 
appointed by the chairperson of the Health and Human Services C d t t e e  
of the Leqislature; 

Cg) One juvenile court judue, appointed by the Chief Justice of the 
Supreme Court; 

.(h) Two representatives of the Department of Health and Human 
Services, appointed by the Governor; and 

Ji) The Administrator of the Office of Juvenile Services. 
12) All members shall be anointed within thirty davs after the 

effective date of this act. 
(3) Members of the task force shall serve without compensation but 

shall be reimbursed from the Nebraska Health Care Cash Fund for their actual 
and necessary expenses as provided in sections 81-1174 to 81-1177. 

(4) The chairperson of the Behavioral Health Oversight Commission of 
the Ieqislature shall serve as chairperson of the task force. Administrative 
and staff support for the task force shall be provided by the Health and Human 
Services Committee of the Leqislature and the Amropriations Committee of the 
Leqislature. 

Sec. 2. (1) The Children's Behavioral Health Task Force, under the 
direction of and in consultation with the Health and Human Services Committee 
of the Legislature and the Department of Health and Human Services, shall 
prepare a children's behavioral health plan and shall submit such plan to the 
Governor and the c d t t e e  on or before December 4 ,  2007. The scow of the 
plan shall include juveniles accessinq public behavioral health resources. 

(2) The plan shall include, but not be limited to: 
(a) Plans for the development of a statewide inteqrated system of 

care to provide appropriate educational, behavioral health, substance abuse, 
and support services to children and their families. The intearated system 
of care should senre both adjudicated and nonadjudicated juveniles with 
behavioral health or substance abuse issues; 

(b) Plans for the development of cmunity-based inpatient and 
subacute substance abuse and behavioral health services and the allocation 
of fundina for such services to the conmuunity pursuant to subdivision (4) of 
section 43-406; d 

(c) Stratwies for effectively servinq juveniles assessed in need 
of substance abuse or behavioral health services upon release from the 
Youth Rehabilitation and Treatment Center-Kearney or Youth Rehabilitation and 
Treatmsnt Center-6eneva; 

(d) Plans for the dewelorm~ant of needed capacity for the provision 
of community-based substance abuse and behavioral health services for 
children; 

(e) Strateqies and mechanisms for the inteqration of federal, 
state. local, and other fundinq sources for the provision of conuuunity-based 



(f) Measurable benchmarks and timelines for the development of a 
more comprehensive and integrated system of substance abuse and behavioral 
health services for children; 

(a) Identification of necessaxy and appropriate statutory changes 
for consideration by the Leqislature; and 

Jh) Development of a plan for a data and information system for all 
children receiving substance abuse and behavioral health services shared amonq 
all parties involved in the provision of services for children. 

(3) The department shall provide a written implementation and 
appropriations plan for the children's behavioral health plan to the Governor 
and the committee by Januarv 4, 2008. The chairperson of the Health and Human 
Services Comaittee of the Leqislature shall prepare legislation or amendments 
to lesislation to implement this subsectioe for introduction in the 2008 
legislative session. 

Sec. 3. The Children's Behavioral Health Task Force will oversee 
implementation of the children's behavioral health plan until June 30, 2010, 
at which time the task force shall submit to the Governor and the kqislature 
a recommendation reqarding the necessity of continuing the task force. 

Sec. 4. Section 43-407, Reissue Revised Statutes of Nebraska, is 
amended to read: 

43-407 The Office of Juvenile Services shall design and make 
available programs and treatment services through the . . . a d  

h+! Youth Rehabilitation and Treatment 
Center-Kearney and Youth Rehabilitation and Treatment Center-Geneva. The 
programs and treatment services shall be based upon the individual or 
family evaluation process and treatment plan. The treatment plan shall be 
developed within fourteen days after admission. If a iuvenile placed at 
the Youth Rehabilitation and Treatment Center-Kearney or Youth Rehabilitation 
and Treatment Center-Geneva is assessed as needinq inpatient or subacute 
substance abuse or behavioral health residential treatment, the juvenile may 
be transferred to a proqram or facility if the treatment and security neds 
of the juvenile can be met. The assessment process shall include involvement 
of both private and public sector behavioral health providers. The selection 
of the treatment venue for each juvenile shall include individualized case 
plannina and incorporate the aoals of the juvenile justice svstem pursuant to 
section 43-402. Juveniles committed to the Youth Rehabilitation and Treatment 
Center-Kearnev or Youth Rehabilitation and Treatment Center-Geneva who are 
transferred to alternative settings for treatment remain conmitted to the 
Department of Health and Human Services and the Office of Juvenile Services 
until discharqed from such custody. Programs and treatment services shall , 

address : 
(1) Behavioral impairments, severe emotional disturbances, sex 

offender behaviors, and other mental health or psychiatric disorders; 
(2) Drug and alcohol addiction; 
(3) Health and medical needs; 
(4) Education, special education, and related services; 
(5) Individual, group, and family counseling services as appropriate 

with any treatment plan related to subdivisions (1) through (4) of this 
section. Services shall also be made available for juveniles who have been 
physically or sexually abused; 

(6) A case management and coordination process, designed to assure 
appropriate reintegration of the juvenile to his or her family, school, 
and colmrmnity. This process shall follow individualized planning which shall 
begin at intake and evaluation. Structured progranuuing shall be scheduled 
for all juveniles. This progranming shall include a strong academic program 
as well as classes in health education, living skills, vocational training, 
behavior management and modification, money management, family and parent 
responsibilities, substance abuse awareness, physical education, job skills 
training, and job placement assistance. Participation shall be required of 
all juveniles- 
appropriate. The goal of such structured programming shall be to provide the 
academic and life skills necessary for a juvenile to successfully return to 
his or her hame and conrrmnity upon release; and 

(7) The design and delivery of treatment programs &-%kh through 
the youth rehabilitation and treatment centers as well as any licensing or 
certification requirements, and the office shall follow the requirements as 
stated within Title XIX and Title IV-E of the federal Social Security Act, 
as such act existed on the effective Qte of this act, the Special 
Education Act, or other funding guidelines as appropriate. It is the intent 
of the Legislature that these funding sources shall be utilized to support 
service needs of eligible juvenilest ift & k pu# . .  . 
t=d-eeRh%ia;- 



Sec. 5 .  Original section 43-407, Reissue Revised Statutes of 
Nebraska, is repealed. 

Sec. 6. Since an emergency exists, this act takes effect when passed 
and approved according to law. 
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Summary of Nebraska's SIC Initiative 

In October 2004, the Nebraska Department of Health and Human Services received a 
State Infrastructure Grant from the Substance Abuse and Mental Health Services Administration. 
This five year grant is designed to help states improve their infrastructure (e.g., information 
systems, funding structures, organizational frameworks, evaluation capacity) to support 
commui~ity-based systems of substance abuse and mental health services for children and their 
families. 

Committee Structure: This project operates through a committee structure with a Steering 
Committee and several subcommittees developing recommended strategies. Attachment 1 
provides an overview of some of the key activities conducted as part of the grant. Attachment 2 
provides an overview of the committee structure. The Steering Committee Charter can be found 
in Attachment 3. A summary highlighting progress on key strategies can be found in Attachment 
4. 

Logic Model: Subcommittees followed a logic model to develop recommendations pertaining to 
key infrastructure needs in Nebraska. 

Future Priority Areas: Based on the goals of SIC, there are five priority areas for developing 
infrastructure: Partnering with Families and Youth, Integrated Funding, Accountability 
 valuation System, Evidence-Based Practice, and Integrated Organizational Structure (see 
Attachment 5). 

Evidence-Based Practice: The SIG Academic Committee adopted a framework to classify 
evidence-based practices (EBP) and outlined policy options for EBP implementation. The next 
step in this process will be to begin piloting effective service delivery models. 

Technical Assistance for Family Organizations: Through the SIG project, eight family 
organizations through the State conducted organizational assessments and received technical 
assistance to help build the infrastructure of their organizations. This assistance included board 
development, strategic planning, developing effective accounting systems, and enhancing youth 
partnerships. 

Family Focus Groups: To help gain an understanding of the critical infrastructure issues facing 
families, focus groups were conducted in each region of the state. The full report was presented 
to the SIG Steering Committee. 

Provider Focus Groups: To help undersfand issues confronting behavioral health service 
providers, focus groups were conducted across the state. 

Medical Professional Focus Groups: To gain information about the ability of medical 
providers to screen, assess, and treat mental health issues in young children and perinatal 
depression, surveys and focus groups were conducted with medical personnel. A training 
curriculum was developed to help train providers. 



Accountability Evaluation System: To begin developn~ent of an evaluation accountability 
evaluation system, a first step was to track data collected by the various information system used 
in the State. The next steps in this process are to define a minimum data set that can be collected 
across systems to indicate who is being served, how they are being served and what outcomes 
are produced by those services. 

Transition Aged Youth: One of the key SIG strategies is to enhance services to transition aged 
youth. Initial efforts have been made to identify the neeas of this population and enhance 
services. 

Positive Behavioral Support: To evaluate the implementation of early childhood Positive 
Behavioral Support (PBS) and build competency in mental health and early childhood workforce 
a system of progress monitoring to inform the program on quality of implementation of the 
model and its impact on children, families, and staff outcomes. 

Financing and Organizational Models: Two work teams focused on strategies to develop 
organizational structures and blended funding models to effectively integrate service delivery for 
children and families. 

Background Research: Through the SIG project, information has been collected to assist the 
subcommittees develop effective strategies. Some of the key information includes prevalence 
estimates, organizational and funding structures in other state and local systems of care, and 
other initiatives in Nebraska related to children's behavioral health reform. 



Attachment I : 
Sponsor: HHSS Policy Cabinet 
Leadership Role: Medicaid 

October 2004 
Grant 
Received 
750,000 > 5 
Years I 1 4/05 1 

I Famlly Centered 
Conference - Lincoln 

8/5105 
Statewide Steering 

Committee Initiated - Kick 
Off Conference 

8/5/05 
Early Childhood 
Youth 
Evaluation/ 

Academic 
Committees Formed 

1011 0105 - 12/30/05 
Children's Services 
Initiative Focus Group 
Data Collection 

I - Guiding Principles 1 
Set in Motion 
Bob Friedman 
Presentation 

- Project Management Team 
* Key Staff Assigned 
* Project Coordinator 
* Project Director 

02/06 Recommendations of 
Youth, Early Childhood and 
Academic approved by SC 

05/06 Organizational 
Structure and Finance Work 
Teams chartered 

-511 8/06 Youth 8 Family 
Focus Group 
Recommendations adopted 
by Steering Committee 
- Organizational 
Assessments of Fam. Org. - 
TA begins 

September 12, 2006 
Family Centered Practice 
Conference in Lincoln. NE 

Oct 25, 2006 Formal vote 
accepting all ten 
recommended strategies 
from the organizational 
structure and finance work 
teams 
Decision to expand academic 
committee to include more 
family members 8 providers. 
to work with other states on 
EBPs 

12/07/06 Poster Presentation 
on Fam. Org. TA at National 
Fed of Families Conference 

2/26/07- 511 6/07 
Provider Focus Group 
Data Collection 

03/06/07 Poster Pres - 
EBP at Children's 
Mental Health Research 
- Tampa Florida 

03/07 Project 
Management Team 
Retreat 

4/26/07JMATE Conf. 
Paper Presentations - 
Family Organization TA 
8 EBP lmplementat~on 

4/19/07 -NMA Provider 
Survey and Focus 
Group Results; Pres: 
IWCT by Youth Villages 
in Tennessee 
Pres. of Pilots -- CFA, 
EBP, Program 
Evaluation 

06/07 Work Plan 
approved for TA for 
Youth Involvement and 
enhanced Family 
Support 
Work Plans approved for 
training MH providers on 
PBS and Evaluation of 
PBS lnitiative 

June 20,2007 
HHS Restructuring 
SIG Adopts CFA to 
move it beyond P8S and 
explore CFA by 
Medicaid and BH and 
move the pilot out of the 
western part of the state. 
Vote to explore the 
development of a MCR 
pilot through SIG and 
the divisions of HHS in a 
budget neutral 
environment 



Attachment 2: 
Nebraska's Children's Mental Health and 

Substance Abuse State Infrastructure Grant 

Purpose 
Develop infrastructure for  a system of 

Goals 

Committee 
Charters 

Steering Committee: set priorities, identify focus 

areas, establish subcommittees, coordinate and 
oversee the work o f  the subcommittees, and prepare 
final recommendations t o  further S IG aoals 

Youth Subcommittee: Develop 
state infrastructure needed to  
support community ef for ts t o  meet 
mental health and substance abuse 
needs of youth and their families. 
Recommendations approved 

Early Childhood Subcommittee: 
Develop state infrastructure 

Finance Work Team: Develop state and 
regional financing structures t o  support 
local systems of care fo r  children with 
mental health and substance abuse issues 
and their families. 

Organizational Structure Work Team: 
Develop state and regional organizational 
structures to  support local systems of  

needed t o  address the mental 
care f o r  children with mental health and 

health needs o f  young children 
substance abuse issues and their families 

(ages 0-5) and their families 

Priorities 
Academic Subcommittee : 
Promote the use of evidence-based 
practices and provide a forum for 
researchers, policy makers, 
consumers and service providers t o  
plan and conduct relevant, 

Develop financing mechanisms and 
organizational structures t o  ... 
1. support family and youth partnerships 
2. ensure appropriate services and supports 
3. ensure accountability 
4. support realignment/integration 



Attachment 3: 
NEBRASKA CHILDREN'S MENTAL HEALTH AND 

SUBSTANCE ABUSE STEERING COMMITTEE 

PURPOSE: The Steering Committee will set priorities, identify focus areas, establish 
subcommittees, coordinate and ovcrscc the work of the subcommittccs, and prcparc final 
recommendations on ways to strengthen the statewide systcm for delivering mental health and 
substance abuse services for children and adolcscents. 

BACKGROUND: Nebraska's response to children's mental health could be enhanced through 
increased coordination and development of infrastructure at the state, regional, and local levels. The 
Steering Committee will identifi strategies to improve service delivery systems for children and 
families by building on best practices, promising practices and initiatives across the state. 

CHARGE: 

1 .  Provide guidance and ovcrsight to project work teams 

2. Monitor progress of the project 

3. Review work team products 

4. Assess capacity at the state, regional and local levels 

5. Charter new work teams as needed 

6. Review and recommend changes in policy, organizational structure, and 
financing of the child and adolescent mental health and substance 
abuse services system. 

7. Prepare final recommendations 

TIMELINE: August - Septernbcr 2006 

SPONSORING AUTHORITY: Nebraska Health and Human Services System Policy Cabinet 

ROLES: Comrnittce chairs will sct agendas; facilitators are available to help run meetings; staffing 
is available to provide background support and to record meeting notes. 



Attachment 4: 
Nebraska's Child and Adolescent Mental Health 
And Substance Abuse State Infrastructure Grant 

Major Recommendations and Status 

r outcome 1: Develoo Infrastructure to Suouort Familv and Youth Partnershim I 
A. Explore ways to reduce custody 

relinquishment - Steering Committee 

activities with family orgailizations 
5. Technical assistance iniated with family 

1. In process of conducting state ward study 
2. Reviewed structures from other states and 

recommendation 10106 
B. Support Family Organizations - 

Steering Committee recommendation 
10106 

C. Develop infrastructure that supports 
family-centered practice - Steering 
Committee recommendation 1 0106 

presented to steering committee 
1.  Completed organizational needs assessment 

of eight family organizations across state 
2. Family focus groups conducted 
3. Based on needs assessment, unique technical 

assistance provided for each organization 
4. Work team developed to coordinate HHS 

organizations regarding youth involvement 
1. Provided statewide training on family- 

centered practice 
2. Regional meetings, train-the-trainer sessions 

and web site put on hold 
3. Review of family-centered practice language 

in DHHS ~olicies and wocedures com~leted 

Committee recommendation 6/07 1 2. Evaluator currently designing evaluation 
Outcome 2: Devdop Infrastructure for Effective Services and Supports 

D. Develop pilots for comprehensive 
family assessment - Steering 

1. Protection and Safety implementing pilot in 
western Nebraska 

2. Conducted provider focus groups 
3. Project Management Team is developing 

specific proposal for piloting an evidence- 
based ~ract ice 

A. Promote evidence-based and 
promising practices - Steering 
Committee recommendation 10106 

1. Academic Committee developed EBP 
definition, policy options based on review of 
other states, reviewed data bases. 

B. Develop transition between youth and 
adult services - Steering Committee 

health - Steering Committee 
recommendation 10106 

1. Work team has identified issues relating to 
transition-aged youth 

recommendation 1 0106 
C. Promote early childhood mental - .  

providers to assess needs 
2. Curriculum under review by stakeholders 
3. Conducting behavioral health provider 

training and evaluating Positive Behavioral 
Supports 

1. Conducted surveys and focus groups with 

1 4. ~ a r 6  child medication review protocol 



Outcome 3: Develop Infrastructure to Ensure Accountability 
A. Develop performance indicators to 

measure success of providers and 
system to ensure accountability - 
Steering Committee recommendation 
10106; recommendation to pilot 
comprehensive performance 
evaluation approved at 6/07 meeting 

1. Reviewed current instruments used 
nationally and in state 

2. Developed DHHS Data Dictionary 
3. Project Management Team is developing a 

specific proposal for piloting a performance 
evaluation pilot project to measure child and 
family cparacteristics, service indicators, 
costs, and outcomes 

4. Project Management Team is developing 
specific proposal to evaluate pilot projects 
related specifically to mobile crisis response 
and comprehensive family assessment 

Outcome 4: Develop Integrated/Coordinated Organizational Structure 
A. Establish an interagency council at 

the state regional and local levels - 
Steering Committee recommendation 
10106; recommendation to develop 
local interagency groups to review 
progress of pilot projects approved at 
6/07 meeting 

B. Develop schoollmental health 
linkages - Steering Committee 
recommendation 10106 

1. Recommendation to keep the Steering 
Committee operational beyond the grant 

2. Project Management Team is developing a 
specific proposal for piloting local 
interagency group to review in~plementation 
of pilots 

1. Formed work team around positive 
behavioral supports 

2. In fall 2007, will review local best practices 
for behavioral health/school collaboration 

Outcome 5: Develop lntegrated/Coordinated Funding 
A. Develop multiple blended-funded 

pilots - Steering Committee 
recommendation 10/06; Develop pilot 
Mobile Crisis Response with funding 
from Medicaid, Protection & Safety, 
and Behavioral Health - Steering 
Committee recommendation 6/07 

1. Reviewed national financing models 
2. Project Management Team is developing a 

specific proposal for piloting Mobile Crisis 
Response using multiple funding streams 



Attachment 5: 
Recommended SlG Priorities For Each Outcome 

Outcome 1: Develop lnfrastructure to Support Family and Youth Partnerships 

Continue providing technical assistance over the next grant year to the eight family 
organizations to support the fanlily support infrastructure. The family Technical Assistance 
Work Group will continue monitoring the technical assistance being provided by John Ferrone. 

Develop a pilot project for implementing Comprehensive Family Assessments 
standardized across service providers and child-serving systems. 

Action Steps: 
a. Begin implementation of CFA in Western Nebraska 
b. Identify training needs and plan for providing training 
c. Develop evaluation design for reviewing implementation of 

CFA 
d. Provide training 
e. Develop reports summarizing evaluation findings and 

present to HHS leadership and SIG Steering Committee 

Outcome 2: Develop Infrastructure for Effective Services and Supports 

Develop a pilot service delivery model that incorporates evidence-based practices. 
Evidence-based practices are services demonstrated to benefit children with mental health 
and substance abuse disorders. The impact of moving toward evidence-based practices 
should be fewer out-of-home placements, reduced juvenile justice involvement and 
increased school attendancelperformance. 

Action Steps: 
a. Identify key outcomes for children desired by State (e.g., 

reduce out-of-home placements, reduce juvenile offenses) 
b. Review research literature to identify practices likely to 

produce desired outcome 
c. Review current HHS clinical guidelineslservice 

requirements to assess conformity to selected evidence- 
based practice 

d. Develop proposed service model guidelines and 
reimbursement rates across Behavioral Health, Protection 
and Safety, and Medicaid. 

e. Develop budget neutral method for implementing 
f. Pilot develcpment of evidence-based practice including 

staff training, clinical supervision, fidelity monitoring, and 
outcome analysis 

g. Begin implementation of CFA in Western Nebraska 
h. Identify training needs and plan for providing training 
I. Develop evaluation design for reviewing implementation of 

CFA 



k. Develop reports summarizing evaluation findings and 
present to HHS leadership and SIC Steering Committee 

Outcome 3: Develop Infrastructure to Ensure Accountability 

Develop an accountability evaluation system to collect and analyze data across 
systems regarding youth served, the quality of services provided and the outcomes 
produced by those services. This project will begin with a pilot in one area. 

Action Steps: 
a. Review current DHHS Data encyclopedia and 

processes across systems 
b. Establish evaluation work team that includes 

representatives from Medicaid, Protection & Safety, 
Behavioral Health, and Probation 

c. Develop set of standardized outcome/process 
indicators based on consensus 

d. Identify pilot site for implementation 
e. Obtain agreement on implementation plan for piloting 

collection of data 
f. Develop reports based on data collected to be used by local 

and state stakeholders 
g. Develop report of barriers and lessons learned in 

implementing data collectioii process and results reporting 

Outcome 4: Develop IntegratedICoordinated Organizational Structure 

Develop local organizational structures around pilot project to build collaborative 
decision-making structures that includes government and private funders, service 
providers, and families. The Project Management team will produce a detailed work plan 
by August 3 1 ''. 

Action Steps: 
a. Identify pilot sites 
b. Convene local stakeholders 
c. Develop by-laws for membership and functions 
d. Develop protocols for sharing information about pilot 

progress 
e. Document lessons learned from implementing the process 

Outcome 5: Develop IntegratedICoordinated Funding 

Develop a pilot project - mobile crisis response - that combines funding from 
Behavioral Health, Medicaid, and Protection and Safety. This pilot will help us 
understand how to blend funding across systems and lead to fewer out-of-home 
placements for children. 

Action Steps: 



a. Review current mobile crisis response models in Nebraska 
b. Review current mobile crisis response models nationally 
c. Review potential sources of funding across Medicaid, 

Protection & Safety, and Behavioral Health 
d. Identify potential costs savings resulting from 

implementation 
e. Develop detailed specifications for the service as basis for 

RFP or contract 
f. Identify program evaluation and training requirements 

g. Identify area(s) to pilot 
h. Detailed implementation plan presented for approval 



Appendix F 
Summary of "Chinn Report" Recommendations 



Summary of "Chinn Report" Recommendations 

System Recommendations 

1. Crcate a distinct Departmcnt of Juvenile Offcndcr Serviccs within [he Department of Health 
and Human Services 

2. Expand Officc of Juvenilc Services administrative, managerncnt, and ovcrsight capability 

3. Devclop single point of cntry into state custody 

4. Expand community-basedlnon-rcsidcntial supervision programs (c.g. functional family 
therapy and multi-systemic therapy) 

5. Reduce reliance on residential evaluations and placement in secure detention 

6. Expand residential services for "spccial needs" offcnders 

7. Enhance efforts to keep youth in their home communities 

Operational Recommendations 

1. Enhance risk asscssmcnt and evaluation proccss 

2. Expand programming for "spccial necds" offcnders at thc Youth Rchabilitation and Treatment 
Ccntcrs (YRTCs) 

3. Rcducc lcngth of stay at the YRTCs 

4. Devclop new trcatment program at YRTC Kearney 

5. Expand direct care and trcatment staffing levels at the YRTC's in Kearney and Geneva 

6. Enhance aftercare programming 

7. Expand vocational programming for older youth 

Capacity Recommendation 

Thc report recornmcnds that the Officc of Juvenilc Scrviccs and Ncbraska State Building 
Division plan for a total capacity of 346 youth YRTC placements in 2010, including the Hastings 
Rcgional Ccntcr, and 457 total youth in 2025. 

Facility Options 

1. Close the Hastings Regional Center and expand capacity at the YRTCs in Kcarncy and 
Geneva 

2. Expand capacity at the Hastings ~ l g i o n a l  Center and maintain existing capacity at the YRTCs 
in Kearney and Geneva. 
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Children's Behavioral Health Services 
LB 542 Children's Behavioral Health Task Force 

Powerpoint Presentation July 19,2007 



Children's Behavioral Health Services
LB 542 Children's Behavioral Health Task Force

July 19,2007

Nebraska Department of Health
and Human Services

Overview

• Overview of HHS Structure:
• Review of reorganized agency

• Service Entry:
- Existing Pathways to Enter HHS Services

• Types of Services and Numbers Served:
- Array of services provided through HHS

• Financing of Services:
- Existing financing sources and expenditures

from HHS

• Strategic Infrastructure Grant (SIG):
- Role related to children's behavior /~"

services within HHS 0

Nebraska Department of Health
and Human Services
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Nebraska Children
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-21,000 w/Extreme
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Protection & Safet

Child Abuse,

Neglect, <
Dependency
(Intake Rpt,
Safety Assessment)

Safe • -Safe at home

Comprehensive Protective 'Permanency
Family Assessment, achieved

Unsafe - Safety _ Parent MH/SA _ Capacity. Case Plan, ~ (Adoption, Guardian,
Plan/Services Medicaid /BH/LW Family - Rehab Svcs Reunification,

Strengths Independent Living

Community Resources • Low risk - } Parents
3B Status Evaluate:< Are Effective Child Safe, can
Offender - Youth & Youth Level of Community manage
(Child Appears Parents/ Community Resources Service/Community YLSI / Safe child's
Uncontrollable) Services Not Effective _ Assessment & _ 6 months behavior

3B _HHS Case Plan Reassessment

Community Based
Direct Commit YLSI in Youth
'In Home - Case Plan - 6 months - Rehabilitated
'Out-of-Home Reassessment Community ,

Safe

Not a Ward /
Probation or

Home

Nebraska Department of Health
n H n is

·YRTC - Parole

~
Thursday Call:
Intake & Evaluation
•Magellan/Medicaid
'Providers
'HHSS

Community-based Provider -...­

Hastings Regional Center - MH .-­
or

Hastings Regional Center - SA6/2712007

'Crime Committed (felony or misdemeanor)
'Juvenile Court Petition
'Probation Revocation

~ Before commitment: (Judge Issues
Adjudication - OJS evaluation must -+ Order)

(Finding occur before commitment Court
of Fact) to OJS Disposition

Medicaid & OJS evaluation 1
YLSI
Comp Child Assessment /

(CCAA) Ward
'Placement "'-
'Services & Supports ~

·~

Regional Behavioral Health Network System

-

-
-.-
-

• Community Based Behavioral Health Services
Six Behavioral Health Regions

• Region 1 11 counties (Scottsbluff)

• Region 2 17 counties (North Platte)

• Region 3 22 counties (Kearney)

• Region 4 22 counties (Norfolk)

• Region 5 16 counties (Lincoln)

• Region 6 5 counties (Omaha)

~
Nebraska Department of Health

and Human Services



Division of Behavioral Health Children's
Services Funded/Person's Served*

-

Mental Health

• Outpatient!Ax - 1932

• Professional Partner - 607

• Medication management-3D

• Respite care - 18

• Day Treatment - 7

• Home-based services - 1

• Therapeutic Consultation - 0

*Source: Magellan 7/17/07

Substance Abuse

• Outpatient Assessment-51?

• Intensive Outpatient - 149
(:>

• Therapeutic Community- 80

• Youth Assessment - 41

• Partial care - 7

• Community Support - 0

Nebraska Department of HC(ilth
and Human Servicos

-

Regional Youth Services
Coordination

• Region wide leadership for children/youth mental health
and substance abuse services

• Coordinate across child-serving systems (mental health,
substance abuse, child welfare, Medicaid, juvenile
justice/crirninal justice system, probation, education, and
other state systems of services).

• Implement strategies and provide system planning for
the integration of service delivery and resources

• Develop linkages between the prevention and treatment
service systems

Nebraska Department of Health
and Human Services



Hastings Regional Center 
Number of Children Served FY06* 

Adolescent Chemical Dependency Unit for 
Youth Rehabilitation and Treatment Center- 
Kearney youth = approximately 126 
Adolescent Acute = approximately 14 
Adolescent Residential Psvch = approximately 
40 

'Hastings Regional Center no longer provides Acute Care 
HRC provides care to youth who are State Wards 

Nebraska Department of Health 
and Hirrnnn Serv~ces 

Children's Medicaid Mental Health and Substance Abuse Services 

I 
I 

ana ni~nian servgces 



Protection and Safety Services 

Economic Assistance Services 
Family Support 
Transportation I Escort 
Emergency Assistance 
Child Care - 

Aid to Aged, Blind and Disabled 
Child Support Enforcement 
TAN F ( ~ e m ~ o r a r ~  Assistance for Needy Families) 

Food stamps 

Nebraska Department of Health 
and Human Servrccs 



State Wards in Care as of 12-31 -06 

Total Wards in State Care: 7,212 

Wards in In-Home Care: 2,458 
OJS: 582 
HHS: 1,876 

Wards in Other Out-of-Home Care: 4,764 
OJS: 797 

*Average Daily Census YRTC-K: 194 
(162 at YRTC and 32 at HRCCD Program) 
-Average Daily Census YRTC-G: 88 

HHS: 2,689 

Wards Placed with Relatives: 1,248 
OJS: 52 
HHS: 1,196 

DHHS Funding Sources for Children's 
Behavioral Health Services 

Behavioral Health Division: 
$5,311,728 
Medicaid Division: $1 10,418,434 
Children and Family Services Division 
: $5,435,002 

(I 

Nebraska Department of Health 
and Human 5ervrces 



-
Behavioral Health Expenditures

Mmtalt-eafth

ServlCe~

$1.003239
20 O(~;,

RegllJnal Youth System

Cc.ordll"\aIK:>n

$303.838

57%

FY2006 Nebraska Behavioral Health Revenue by Category
Total $5,311,728

TherapeuhcSchoolVVrapAroundand

CbyTreatrrent

$285,903

54"",

Substance Abuse

Services

$95),573
179°;',

Source' Region ktuats

The Re-..enue dlspla~d Includes funds that are allocated to the regIons by the BehalJloral Health Di\4S10n of the State of Nebraska. Funds Include only local,

state and feder.::ll mental health and substance abuse funds, and do notindude ~dlcaid funds Updated 10124106

Nebraska D{)partment of Health
and Human Services

Behavioral Health Division Children's
Expenditures (cont.)

Nebraska Behavioral Health Revenue Total by Region
for Fiscal Years 2004, 2005, 2006

$inMillions

$1675

....
RegIOn 4

2006
-------------~

2004
$1.444

Region 3Region 2Region 1

$400,000

$600,000

$800,000

$200,000

$1,000.000 +--.----------.--------

$1,200,000 t----.--.-----------.-

$1,600.000

$1.400,000 +------------------

Nebraska Department of Health
and Human Services

-



FY 2006 Nebraska Medicaid Expenditures for MH/SA Services
Children 20 and Younger

Total: $110,418,434

Prescription Drugs
$25,252,855

23%

Inpatient - Psych
$13,947,676

13%

Transportation
$2,200,517

2%

Outpatient
$2,476,975--~

2%

FY 2006 Nebraska Medicaid Expenditures for MH/SAServices
Chilren 20 and Younger by State Ward Status

State Wards
Total: $59,022,913

- ,----~-----------------------,

Non-State Wards
Total: $51,395,521

Average Mlnthly Eligible Clients =6,909
Average Mlnthly Cost per Eligible Client = $711.89

1

Res idential !

$9,892,2881

19% i

I

Inpatient­
Psych

$5,253,441

10%

/

$~~~~~~~~~
2% Community

Treatment

$672,405
1%

Prescription

Drugs
$19,076,287

38%

ransportation
$790,355 _~

2% -

I

I

Average MlnthlyEligible Clients =131,234

~ Average MlnthlyCost per Eligible Client =$32.64
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Residential
$29,130,335

50%

Inpatient ­
Psych

$8,694,235

15%

Prescription

Drugs
$6,176,568

10%Outpatient

$1,265,623,

2% \

Transportation
$1,410,163

2%

Community
Treatment

$472,418
1%

Practitioner I

Clinic

$11,873,571
20%

and Human Services



FY 2003 - FY 2006 Nebraska Medicaid Expenditures for MHISA Services
Children 20 and Younger

Numbers Above Bars Represent Expenditures in Millions of Dollars and Year·to-Year Percent Change
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$40,000,000 i-"i._ r" ~n.n~ !---- .
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Nebraska Department of Health
and Human Services

Inpatient· Psych Residen lal Practitioner I
Clinic

Community
Treatment

Outpatient Transportation PrescriptIon

-

FY2006 Nebraska Child Welfare and ICCU Expenditures for MH/SA Services
Total Expenditure $5,435.002

OutpatlenlTherapy

$2.152.989
39.6%

npatlenl!-bspitaualtCln

$37.275

0,7'"

Outofl-UrreTreatrnmt

$2.169.520
39.9%

Source NFOCUS Paid Claims and as Reporled by ICCU Regions
Tolal undupllcaled number 01 Slale Wards ser.ed by HHS dUfing FY06 11,741

Updated 10/23/06

Nebraska Department 01 Health
and Human Services



Nebraska Medicaid Behavioral Health Expenditures by Service Date 
Payments through May 2007 

Out Of State Psychiatric Residential Care (SubAcute) Recipients by Location of Provider 
Children Ages .O to 19 

Time Period 

Net Payment" Days 

$ 131,182 555 
$ 205,636 804 
$ 184,709 720 
$ 228,065 874 
$ 242,354 963 
$ 260,750 951 
$ 274,336 1,088 
$ 277,780 1,120 
$ 327,798 1,341 
$ 322,111 1,360 
$ 332,846 1,387 
$ 392,048 1,624 
$ 384,922 1,635 
$ 386,334 1,565 
$ 334,754 1,393 
$ 367,568 1,526 
$ 335,740 1,392 
$ 315,722 1,310 

Payments  to Borde r  Providers* 

Unduplicated 
Net Paymentt* Days Recipients 

$ 57,568 283 10 
$ 128,276 596 23 
$ 115,904 535 21 
$ 89,394 438 21 
$ 102,400 508 23 
$ 75,648 357 14 
$ 81,843 386 14 
$ 68,349 312 13 
$ 93,529 416 16 
$ 104,877 495 18 
$ 110,113 534 20 
$ 121,992 606 21 
$ 94,146 426 17 
$ 105,348 506 24 
$ 115,981 577 24 
$ 144,635 691 26 
$ 131,205 562 22 
$ 97,706 476 21 
$ 122,825 583 22 
$ 107,430 514 2 1 
$ 107,605 511 20 
$ 112,815 551 2 1 

*Border providers include the following facilities located near Nebraska's border: 

Sioux City , IA Jackson Recovery Centers 

Sioux City , IA Boys 8 Girls Home 

Torrington, WY St. Josephs Childrens Home 

**Payments included through April 2007 - Monthy Data will change due to Claim Lag 

The section below was not updated because April data was incomplete. Data will be updated next month. 

Net Payment** Days 

$ 188,750 838 
$ 333,912 1,400 
$ 300,612 1,255 
$ 317,459 1,312 
$ 344,754 1,471 
$ 336,399 1,308 
$ 356,179 1,474 
$ 346,129 1,432 
$ 421,326 1,757 

$ 442,959 1,921 
$ 514,040 2,230 

$ 491,682 2,071 
$ 450,735 1,970 

$ 466,946 1,954 
$ 413,428 1,786 

$ 341,335 1,482 
$ 346,199 1,506 

SOURCE: 

Advantage - Incurred View with Claims Paid as of April 2007 

SUBSET: 

Age in Years Claim 0-19, Provider Specialty = PsychiatrylMHlSA 

Type of Service = 1- Inpatient Mental 

Note: The monthly average of unduplicated recipients for FY06 compared to the monthly average of FY07 YTD indicates: 

Recipients of Out of State Border Providers have decreased 19% 

Recipients of Out of State Non Border Providers has decreased 32% 

Total Recipients of Out of State Providers has decreased 29% 
Prepared by Karen Brandt, Health and Human Services, Financial and Program Analysis on 1/4/2008 



Nebraska Child and Adolescent Behavioral 
Health State Infrastructure Grant - SIG 

Five Year grant 
October 2004 - September 2009 
From SAMHSA 
$750,0001per year C- 

Both mental health and substance abuse for children 
Infrastructure, not services (e.g., needs assessment, 
strategic planning, financial structures, 
organizational structures, training, policy changes) 
Nebraska is one of seven jurisdictions to receive SIG 

Nebraska Beparlrnent of Health 
atlci Ht~man Strvrces 

Children's Behavioral Health 
Challenges 

System inconsistencies 
No single point of accountability for children's behavioral 
health 
Reimbursement issues 
Relationship of courts to children's behavioral health 

Data lnfrastructure 
Capacity for Community Based Services 
Role of State lnfrastructure Grant related to LB542 

Nebraska Department of Health 
and Human Servrc~s 
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Regional Center and YRTC 
Appropriations for Adolescent Services 

FY 2007-2008 
Source DHHS. Leg~slat~ve Fiscal Office 

Addltlonal lnformatlon added at the request of the Task Force 

I 
i General 

Funds 

Cash Funds 

Federal Funds 

Total 

LRC 
Adol and Fam 
Serv SO Prog 

(16 beds) 

$1.407.316 

LRC 
Adol and Fam 
Whitehall Tx 
Group Home 

(8 beds) 

$795,142 

YRTC 
Kearney 

58,710,278 

394.246 

410.967 

$9,515,491 

YRTC 
Geneva 

56,198,691 

97,831 

156.032 

$6,452,554 

HRC 
Adolescent 

MH 
(16 beds) 

$2,589,604 

HRC 
Adolescent 

CD 
(40 beds) 

$5,527,647 
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Appendix H

System of Care Diagram
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Evaluated Staff Caselcare managetnent 

System coordilration 
Outcome-Based Services Provider Network Management 
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Appropriate to age, Early Iiltervention Smooth Transition from Youth to Adult 
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Assessment ... .. . ...... ... ......... ... ....... .... After care 
Culturally Competent Data-Driven Decision Making 

Inpatient 
Individual, Group, Family Therapy Shelter 
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