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LR 513 was an Interim Study to review implementation of the Nebraska 
Behavioral Health Services Act by the Division of Behavioral Health of the 
Department of Health and Human Services. It was introduced by Senator Tim 
Gay on March 29, 2010. On April 7, 2010 the Executive Board of the Nebraska 
Legislature referred it to the Health and Human Services Committee. 

Resolution: 

ONE HUNDRED FIRST LEGISLATURE, SECOND SESSION 

LEGISLATIVE RESOLUTION 513 

Introduced by Gay, 14. 

PURPOSE: (1) The purpose of this interim study is to review and assess the 
implementation of the Nebraska Behavioral Health Services Act by the Division 
of Behavioral Health of the Department of Health and Human Services and, if 
appropriate, provide recommendations for legislation to strengthen the 
enactment of the act. 
(2) The Nebraska Behavioral Health Services Act states that: 

(a) The division is the chief behavioral health authority for the State of 
Nebraska and shall direct the administration and coordination of the public 
behavioral health system, including, but not limited to: (i) Administration and 
management of the state regional centers and any other facilities and programs 
operated by the division; (ii) Integration and coordination of the public 
behavioral health system; (iii) Comprehensive statewide planning for the 
provision of an appropriate array of community-based services and continuum 
of care; (iv) Regional budgets and audits of regional behavior health authorities; 
(v) Development and management of data and information systems; (vi) 
Prioritization and approval of all expenditures and reimbursement methodologies 
for behavioral health services and fees to be paid by consumers of such 
services; (vii) Cooperation with the department in the licensure and regulation of 
behavioral health professions, programs, and facilities; (viii) Cooperation with the 
department in the provision of behavior health services under the medical 
assistance program and audits of behavior health programs and services; and 
(ix) Promotion of activities in research and education to improve the quality of 
behavioral health services, recruitment and retention of behavioral health 
professionals, and access to behavioral health programs and services; and 

(b) The department shalf adopt and promulgate rules and regulations to 
carry out the act. 
(3) The interim study shall be conducted by the Health and Human Services 
Committee of the Legislature in consultation with the Department of Health and 
Human Services, the Division of Behavioral Health, the state advisory 
comm ittees created in sections 71-814 to 71-816, the Children's Behavioral 
Health Oversight Committee of the Legislature, the Legislative Performance 



Audit Committee, the Behavioral Health Support Foundation, the Magellan 
Partnership Quality Improvement Team, the report of the Children's Behavioral 
Health Oversight Committee of the Legislature, and participation of other 
stakeholders representing state and local government, professionals, provider 
organizations, consumers, consumer advocates, and other parties, and 
information, deemed helpful to the Health and Human Services Committee. 
(4) Issues to be considered by the Health and Human Services Committee for 
the interim study may include, but shall not be limited to: 

(a) The division's completion of a strategic plan for continuing reform and 
transformation of the public behavior health system in accordance with the 
Nebraska Behavioral Health Services Act, including, but not limited to: (i) The 
development of an enhanced performance measurement system to gather data 
that is aggregated for systemwide use in planning, monitoring performance, and 
supporting decision-making, especially the best use of funding, including the 
adoption and use of standard performance measurement instruments and a 
consumer assessment tool specifically geared to outcomes associated with 
evidence-based practices; (ii) The evaluation and analysis of timely consumer 
access to behavioral health services and standards and adjustments to comply 
with service capacity and efficiencies; and (iii) Optimizing the use of available 
funding for behavioral health services by initiating regulatory reform to 
reduce redundancy, costs, and burdens in the delivery system that do not impact 
service delivery but achieve reduced costs; and 

(b) The department's completion of the development of rules and 
regulations to: (i) Implement the Nebraska Behavioral Health Services Act; and 
(ii) Integrate state and federal regulations across and between the Division of 
Behavioral Health, the Division of Public Health, and the Division of Medicaid and 
Long-Term Care of the Department of Health and Human Services, including 
Medicaid rehabilitation options. 

NOW, THEREFORE, BE IT RESOLVED BY THE MEMBERS OF THE ONE 
HUNDRED FIRST LEGISLATURE OF NEBRASKA, SECOND SESSION: 

1. That the Health and Human Services Committee of the Legislature shall be 
designated to conduct an interim study to carry out the purposes of this 
resolution. 
2. That the committee shall upon the conclusion of its study make a report of its 
findings, together with its recommendations, to the Legislative Council or 
Legislature. 
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Scot Adams, Director 
Division of Behavioral Health 

Department of Health and Human Services 

LR 513 Testimony 
Health and Human Services Committee 

December 14, 2010 

Good afternoon, my name is Scot Adams, Director, Division of Behavioral Health. Thank you 
for the opportunity to provide an overview on the two topics that LR 513 addresses. 

First, with regard to the Chapter 206 regulations, I would note that this is a process allowed by 
LB 1083 (2004), to implement the Nebraska Behavioral Health Services Act (NBHSA). Work 
began on the revision to the current regulations in 2005. 

At that time, decisions were made that while the NBHSA required many things to occur, priority 
was given to transitioning people from regional centers to community-based services while 
bringing up those community-based services. This was no insignificant task and in June 2010, 
the last of the mental health patients at Norfolk Regional Center were moved from the facility. 
Services to adults at the Hastings Regional Center had ended in April 2007. 

The focus on changes to regulations began in earnest about two years ago. More than eight 
public meetings with various constituents were held to discuss, propose, negotiate and clarify the 
direction and intentions 0 f the proposed regulations. Our intentions were to draft regulations for. 
the Division of Behavioral Health and the Division of Medicaid and Long-Term 'Care in 
synchronicity, so at least three meetings were held with the Division of Medicaid and Long Term 
Care in addition to numerous meetings composed of Behavioral Health staff only. However, as 
the result of encouragement by the Legislative Performance Audit Committee earlier this year to 
get this task complete, the Division of Behavioral Health moved forward on its own .. 

The Division of Behavioral Health has been in close contact with regions, providers and ethers to· 
ensure the necessary regulatory change and monitoring to implement LB 1083. 

On October 18, 2010, the regulations were forwarded to the Attorney General's office for their 
review. Once that review is complete, they will be forwarded for the Governor to sign and then 
to the Secretary of State to be filed and become effective. With regard to the strategic planning 
process, the second focus of this interim study, strategic planning for the implemen~ation of 
behavioral health reform has been an ongoing activity for several years. One can go to the 
Department's Division of Behavioral Health's web site to find a series of documents - literally 
scores of them - that can easily be considered strategic planning documents. About ten work 
groups were formed in 2004 to plan for the implementation ofLB 1083. M~ch of this thinking 
remains cogent. Additionally, each regional behavioral health authority has a current strategic 
plan approved by the Division, and has had one since at least 2004. 

Notwithstanding the presence of many strategic planning documents, the Division began 
planning for a singular statewide strategic plan about two years ago. Various constituent groups 



provided input and opinions on what such a plan should be, including consumers, advisory 
committees, providers - individually and through associations - and our partners, the regional 
behavioral health authorities. 

Today I have copies of a draft strategic plan to give to you. This plan has been in this draft form 
for about eight weeks now receiving comment and review by various persons, including the, 
general public notified through a news release with a special website developed to receive these 
comments. 

This draft will continue to draw public comment and now through this public hearing - I look 
forward to listening to people's reactions today to this strategic plan and to making final 
adjustments to this document. For this opportunity, I thank the committee. 

I would like to speak to the process by which this draft was crafted. We formed the Joint 
Strategic Planning Group, comprised of nine members from the mental health, gambling, 
substance abuse committees as well as regional behavioral health authorities and two staff from 
the Division of Behavioral Health. I am proud to note that seven of its nine members are persons 
in recovery or who live as a family member to a consumer. This occurred naturally and without 
prompting by me. 

In addition, three national experts provided input and review of this draft: Sheryl Mead, an 
international voice for consumers; Dr. Tom Kirk, a former State Mental Health Commissioner 
from Connecticut; and, Monica Oss, the principle in Open Minds, a behavioral health-consulting 
group to payers and providers in BH systems. 

We encouraged public participation through a survey managed by the University of Nebraska 
Public Policy Center receiving nearly four hundred comments, and meetings with different 
groups of interested parties including the committees noted above. 

Given these unusual times, great flexibility in planning is necessary, and I think the plan reflects 
the exigencies of insurance parity, potential for hea1thcare reform, changes to regional center ' 
utilization and workforce deployment as well as electronic health records, the broad distJUlces of 
Nebraska, and the need to begin to consider the development of community based sex offender 
treatment services. 

Given the variety ofdocuments, the ongoing nature of strategic planning, and the involvement of 
many partners now and in the future, we chose not to start from scratch with a blank sheet of 
paper, but rather to build on the strengths of our experience and that of Nebraska's consumers as 
well as that of our other partners in Behavioral Health reform, consider the national hindscape 
and what other states have done, and to retain the ability to be agile as a changing, turbulent 
environment continues to evolve. 

The structure of the plan identified three major domains: 
• The first are those things the Division of Behavioral Health ought to lead given its 

statutory authority and responsibility. 
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• The second are those items that the Division will work in partnership with others to 
attain. 

• The final area is those good ideas that are unlikely to be pursued at this time due to 
constrictions ofvarious resources. 

There are five major strategies to implement further LB } 083: Accessibility, Quality, 
Effectiveness, Cost Efficiency and Accountability_ Through these broad highways of activity, 
the Division hopes to improve behavioral health services across the state in ways envisioned by 
LB } 083 and its supporters. Within each of the five strategies are severa} more specific activities 
and objectives. 

I think this plan offers solid ideas to give a general sense of direction that allows others to have 
confidence in the government's position. We anticipate and we will rely upon others' work in 
the implementation of this plan, some of which may be provided to you today. Further, this plan 
expects annual action plans to make real its goals. Together we will move forward to more fully 
implement the vision ofLB } 083. 

I would be happy to respond to questions from the committee and will remain available today for 
the hearing in case others' comments create questions I might helpfully respond to. 
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Overview 

Behavioral Health in Nebraska includes 
three distinct service areas: Mental Health, 

Substance Abuse and Problem Gambling. The 
publicly funded system is only one part of the 
overall behavioral healthcare system in Nebraska. 
Private funding sources such as insurance 
companies, private businesses, and individuals 
themselves also influence the way behavioral 
health services are provided in the state. 
Publically funded services are administered by 
many different agencies including three different 
Divisions within the Nebraska Department of 
Health and Human Services: the Division 
Behavioral Health; the Division of Medicaid an 
Long-Term Care; and the Division of Children 
and Family Services. In addition, oth and 
federal agencies (for example, S 
through the Nebraska Supreme 
Nebraska Department of Co ·onal 
Nebraska Department nand 
Veterans Administratio support 

L,EADER 

behavioral health services for specific populations. 
Partnerships and collaboration among these public 
and private systems as well as with individuals, 
families, agencies and communities are important 
components in systems of care surrounding each 
person. 

The role 0 

Nebr 
de 

e . sion of Behavioral Health in 
public avioral health system as 
ebrask statute (71-806) is to provide 
n the administration, integration 

. on of the public behavioral health 
tern. e Division carries out this role by 

the lead, collaborating with partners and 
ating in the overall healthcare system as a 

~<A.JL'-'-.L'L'-Jlder. This can be illustrated by envisioning 
three baskets - each filled with responsibilities 
for ensuring quality services are available in 
Nebraska for children, adults and' families when 
they are needed. The first basket represen ts 
the activities and responsibilities for which the 

ST}\KEHOL,DER 



THE JOURNEY 

Division of Behavioral Health takes the lead 
and assumes primary responsibility. The second 
basket represents behavioral health activities 
that require active partnership and shared 
responsibility with the Division of Behavioral 
Health. The third basket represents the overall 
behavioral and health care systems (public and 
private) in which the Division has an interest and 
stake in as a partner, but may not have as active a 
role in carrying out activities or responsibilities. 
This planning document addresses the Division's 
role in the first two "baskets" and intends to 
suggest areas of focus for leaders of activities· 
the third basket. 

National healthcare reform, mental h 
laws, economic challenges and re 
resources provide the backdrop for 
This uncertainty is temp ere the 
desire to be in the best p ible to take 
advantage of national c g the way in 
care for Nebraskans while co cost of care. 
This plan is intended to be hi adaptable while 
we jointly work our way through these changes as 
a state and as a nation. The strategic framework 
suggested in this 
plan positions the 
Division of Behavioral 
Health to flexibly 
respond to proposed 
changes in the 
nation's healthcare 
system while 
moving forward 
with improvement 
of Nebraska's public 
behavioral health . 

system. 

Looking back 

Nebraska's public b~havioral hea~th system 
began in 1870 WIth the creation of the 

Nebraska Asylum for the Insane in Lincoln. 
Additional institutions were added in 1885 
(Norfolk) and 1 Hastings). It wasn't until 1946 
that the Le re made it possible to receive 
care on a v n sis at these state facilities. 

·tutional em was administered by a 
lved into the Department of Public 

overseeing 13 Nebraska institutions 
1962. In that same year the three 

ital names were changed to Regional 
s. Two divisions were eventually established 

In the Department of Public Institutions to 
ress Alcoholism (in 1967) and Community 

Mental Health (1973). Regional Behavioral Health 
Authorities were created in 1974 to coordinate 
the delivery of mental health services locally. Two 
years later, the responsibility for coordination and 
delivery of substance abuse services was added to 
their responsibilities. The Gamblers Assistance 
Program wasn't formed until 1992 and wasn't 
placed in the Department of Public Institutions 
until 1995. Soon after, in 1996, the Nebraska 
Partnership for Health and Human Services Act 
combined and reorganized several departments 
into the three agencies forming what is now 
known as the Department of Health and Human 
Services. Subsequent legislative actions over the 
last decade have accelerated the process of change 
in the way Nebraska's public behavioral health 
system functions (for a more complete history see 
Appendix A). 
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HELPING -PEOPLE LIV-E BETTER_ LIVES 

Many positive changes have been made in 
Nebraska's public behavioral health system 

as a result of legislative reform efforts in the last 
10 years. 
}) More than 32 new community-based 

Behaivoral Heal th services have been 
developed by providers in collaboration with 
the Regional Behavioral Health Authorities 
since 2004. 

}) More than $30 million has been shifted from 

regional center operations to community
based services. In addition to new services , 
capital improvements, training, and other 
infrastructure needs were addressed. 

}) Adult behavioral health inpatient, resident' 
outpatient, and other services were closed a 
regional centers in Norfolk and Hastings. 

}) Services at Lincoln Regional Ce 
aligned to reflect its changing 
community-based system of care. 

» ~e Nebraska Family 
Navigators, and the 
Care website emerg 
resources to access comm 

» Housing support services 
developed across the state. 

» Significant expansion of gambling prevention, 
education and treatment services occurred as 
a result of new legislation. 

» $14 million in new treatment services for sex 
offenders accompanied substantial revision 
to Nebraska's approach to sex offender 
management. 

» Consumer-oriented focus and training 
continued to develop annually to increase 
consumer involvemen t at all levels of 
Behavioral Health reform across Nebraska. 

» Consumer Specialists are now employed In 

every region and by scores of providers. 

r------'"-· ·-------<-·-----~--- --'~-'-l 

I» P~EVENTION WO~KS 
I I ! )} TFtEATMENT IS EFFECTIVE 
I I 
I 
I}} PEOPLE FtECOVE~ 
I 
i 

I 
1.. _ __ • __ , __ """_~._6 __ 

http://www.samhsa.gov I _ _ ____ __ __ ~ _______ J 

d 
Nebraska's public behavioral 

ystem is now intertwined with 
in national health care and in our 

state economy. There are also other 
'ves underway across the nation that will 

y influence state funding and reporting 
uirements. For example, the US Department of 

Health and Human Services, Substance Abuse and 
Mental Health Services Administration (SAMHSA) 
is drafting its own strategic plan at the time of 
this writing, which will influence requirements for 
federal block grants now used to fund many of the 
Nebraska's behavioral health services. (For more 
information about SAMHSA's proposed strategic 
initiatives: http://www.samhsa.gov/ about/strategy. 
aspx). 

Trends toward leveraging technology for use 
in service delivery (for example, using secure 
internet or video in service delivery), electronic 
health records and service tracking, and other 
innovations we cannot yet envision will also 

influence the way we deliver care in the future. 

The role of public ·· behavioral health care will 

undoubtedly change as decisions are made about 
national healthcare. The Division of Behavioral 
Health believes healthcare discussions and 
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-rHEJOURNEY 

legislation must include beha~ioral health. As 
the health care landscape evolves, the role of 

Federally Qualified Health Centers in the delivery 
of integrated healthlbehavioral healthcare is 
anticipated to increase. The Division of Behavioral 
Health, in its role as the single state authority 
for behavioral health, hopes to partner more 
fully with these Centers over the next five years. 
Currently the Division of Behavioral Health funds 
services that are not covered by Medicaid (such 
as working with sex offenders) and. services that 
make recovery possible, for example Peer Support 
Services, Respite Care and Support Groups. 

The philosophies guiding how care is provided 
for persons with behavioral health problems 
also evolving. The Division of Behavioral Heal 
embraces the philosoph,ical underpinnings 0 

"person -centered and self-directed" es to 

care in recovery-oriented systems to work 
over the next 3-5 years. This philos 
a litmus test against which the imple 

of technology and service 
places the person and t 
at the center by setting 
mechanisms that value 

nt service 
on between 

provider and consumer. Person-centered care 
promotes resilience and recovery for individuals 

and families. This philosophy reflects the values 
espoused by the members of the Nebraska 
Behavioral Health Oversight Commission II by 
emphasizing individualization, respect, hope, 
and personal responsibility (see Appendix B). 
Recovery-oriented systems support person
centered and self-directed approaches to care 

that build on the strengths and resilience of 
individuals, families, and communities as they 
take responsibility for their sustained health, 

wellness and recovery. 

Today's Division of Behavioral Health 

The Division of Behavioral Health is designated 
by Federal Law as the state's single authority 

for mental health and substance abuse issues 
which places responsibility with the Division 
to coordinate, not control, public behavioral 

healthcare. About 75% of the $165 million in 
public funds administered through the Division 
are disperse , six regional behavioral health 

authoritie 
(commonl 

"). 

pport programs and services 
o as ((regions" or ((regional 

ing funds are con tracted 
Division of Behavioral Health 

. de preferred provider network. The 
o responsible for administering the 

atient Psychiatric Services on three 
es in Lincoln, Hastings and Norfolk. 

y's State regional centers are responsible 
r, in order of priority: 1) judicial confinements 

of mentally ill individuals, 2) public safety and 
the management of sex offenders, and 3) the 
treatment of involuntarily committed individuals 
who can't be safely cared for in the community. 

The Division of Behavioral Health carries out its 
responsibilities by taking the lead, serving as a 
partner and advocating for overall improvement of 
Nebraska's behavioral health system for children, 

adults and families. The Division is charged by 
statute to administer the state hospitals and 
publicly funded community-based behavioral 
health services1

. Nebraska statutes also include 

specific leadership and partnership responsibilities 
that guide organizational priorities forthe Division 
of Behavioral Health2• ' 

Leadership Responsibilities 
» Administration and management of the 

Division, Regional Centers, and other facilities 

and programs oper~ted by the Division. 
4 
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HELPINlJ PEOPLE lIVE BETTER LIVES 

Integration and coordination of the public 
behavioral health system. 
Comprehensive statewide planning for » 

the provision of an appropriate array of 
community-based behavioral health services 
and continuum of care. 
Coordination and oversight of regional 
behavioral health authorities. 
Development and management of data and 
information systems. 

» 

behavioral health professionals, programs, and 
facili ties. 
Cooperation with the Department in the 
provision of behavioral health services under 
the medical assistance program. 
Promotion of activities in research and 
education to improve the quality of behavioral 
health servi . recruitment and retention of 
behavior th professionals; and access to 
behavio p'rograms and services. 

Audits of behavioral health programs and 

1~ services. 200 96 

Prioritization and approval of all expenditures 2 § rce: Laws 2004, LB 1083; Laws 2006, LB 

of funds received and administered by the 1248; 7, LB296. 

division, including the establishment of rat .. 
reimbursement methodologies and fees. 
Creation and promulgation of rules an 
regulations to carry out the raska 
Behavioral Health Services Act. 

Partnership Responsibilities 
» Cooperation with oth 

Department in the Ii 

FY10 Behavioral Health Appropriation 

Ii Other Community Aid 

II Lincoln& Hastings Regional 

Centers and Omnibus Budget 
Reconciliation Act 

Norfolk Regional Center - Sex 

Offenders 

II Behavioral Health 
Admin~stration 

Community Aid Regions 
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THE ST~ATEGIC PLAN 

r·,.··~·· _· ,.m" ..... ,. ... ,,~-- ........... -.. - .... __ ... _._-........ -... ,,- .-.---~--..... ~--... -.,.-..... -_ ...... . ,,- -.. .. ., ... .. 

! VISION - OfV1SION OF BEHAVIORAL IiEALTH* I 
! ' . . . . . . ~" ! I The Nebraska public behavioral health system I 
1,1 promotes wellness, recovery, resilience and self. 1 

d~ter~ination ina coordinated, accessible co·nsu~er 

I and family-driven system. 
*The Vision was developed by the BHOC-II for the public behavio 

available at http://www.hhs.state.ne.usIBehavioraLH ealthlBH 

~ : ( 

. MISSION - DIVTSIO 

m. ThefulZ,document is . 

;' The. Division .ofBehavi thprovid~,s le~de~ship ' 
.. ' :and resources f te of care that: proInoteand . 
':J irs::ilitate res recoveryfQrNe1:?t ;1skf1nS', ::- :-; 

,'. r.~ . ".; ' ... ; ,-l'.). 

LIC BEHAVIO~AL HEALTH 
SYSTEM~ ALLIES* 

» SELF DIRECTION 
» INDIVIDlIALIZED AND PERSON-CENTERED 
» EMPOWERMENT 
» HOLISTIC 
» NON-LINEAR 
» STRENGTHS-BASED 
)} PEER SUPPORT 
» RESPECT 
» RESPONSIBILITY 
» HOPE 

*See Appendix B for descriptions of these values developed by the Nebraska Behavioral Health Oversigh 

Commission II. 
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HELPING PEOPLE LIVE BETTER LIVES 

Process of Development 

pating 
in this workgroup is attached pendix D. The 
work of this group was augmented by consultation 
with national experts in behavioral health and 
opportunities for public review and comment. 
The process was facilitated by the University of 
Nebraska Public Policy Center. 

Hundreds of Nebraskans participated in the 
develop men t of recommendations in the planning 
documents and initiatives that were reviewed by 
the joint strategic planning workgroup. Many of 
the recommendations evolved from a great deal of 
dedication and hard work by stakeholders directly 
impacted by the public behavioral health system. 

The Strategic Plan 

This strategic plan builds on work begun by the 
Nebraska Legislature and Behavioral Health 

Oversight Commissions I and II by setting goals for 
the Division of avioral Health that contribute 
to the develo of recovery-oriented systems 
of care th mmunity-based and include 
preven . on, nte on, clinical and recovery 
s e strat gies chosen by the Division of 

ealth set the stage for development of 

Statutory responsibilities and results from past 
and current planning initiatives led to four goals 
and five key strategies to move the Division of 
Behavioral Health toward realizing . the vision 
put forth by members of the Behavioral Health 
Oversight Commission II. 
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THE STftATEGIC PLAN 

2011-2015 GOALS: 

1. The public behavioral health workforce will 

be able to deliver effective prevention and 
treatment in recovery-oriented systems of 

care for people with co-occurring disorders 
by 2015. 

2. The Division of Behavioral Health will 
use financing mechanisms which support 
innovative service content, technology 
and delivery structures (e.g., telehealth; 

in-home acute services; Peer Support 
Services) by 2014. 

3. Regional Centers will only be used for court 

ordered and sex offender care by 
4. An effective system to safely 

offenders in outpatient settings 
ready for implementa . 015. 

THE DIVISION WILL: 

» INSIST ON ACCESSIBILITY 
» DEMAND QUALITY 
» FtEQUIFtE EFFECTIVENESS 
» PR-OMOTE COST EFFICIENCY 

l ~~:III~::~~~:~BLE __ ~ __ _ 

Strategies for realizing the vision, meeting the 
mission and achieving the Division's goals center 
on Accessibility, Quality, Effectiveness, Cost 
Efficiency and Accountability. These strategies 
serve as a way to structure the actions and 
activities funde r directed by the Division of 
Behavioral H 

ed with three parts. 
» t relate to the role of the Division 

. oral Health as a leader in the public 
health system. 

ond suggests key partnerships the 
. . ion should focus on as part of the 

ategy. 
The third suggests broad outcome measures. 

More precise, specific measurements will be 
developed in the first year following the adoption 
of this plan. Appendix C contains examples of 
National Outcome Measures (NOMS) that the 
Division of Behavioral Health regularly collects 
and reports now. Additional development of key 
"dashboard"3 indicators will allow progress to be 
monitored overtime as the public behavioral health 
system moves toward system improvement. 

3 Funding for the Consensus Panel developing the "dash
board" is through the Hawks Foundation; Paid facilita
tors for the panel are provided by Open Minds Inc © 
2010. 
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HELPING PEOPLE I..lVE BE1"TER. LIVES 

Strategy 1: Insist on Accessibility 

Access to publicly funded behavioral health services is influenced in Nebraska by geography, workforce 
limits, culture and language barriers, organizational barriers and cost. Accessibility is more than offering 
a service - it is creating an environment that allows people to make a choice to move into and out of the 
effective services that are close to home. 

Strategy: Increase access to appropriate and effective integrated behavioral 
health services, particularly for underserved or erable populations. 

Leadership Initiatives: 

1. Lead the development and implementation 
of standards for service access related to 
factors such as geography, linguistics, culture, 
transportation, availability of behavioral and 
primary healthcare services, and cost. 

urement Areas 

. n of standards for access for each 
alth, substance abuse, problem 

d each service. 

2. Promote public awareness of behavior 

as a vital part of overall health a 

hip Initiative #2: The Division of Behavioral 
alth will work with the Division of Public Health 
identify measures to assess the impact of public 

Partnership Initiatives' 

1. Partner with Regional Be ealth Authorities to assure full and comprehensive needs 
assessment is complete as a e for accountability. 

2. Partner with the criminal and juvenile justice system to ensure prompt access to well designed, 
supported and effective behavioral health services for individuals and families. 

3. Partner with stakeholders and the Office of Consumer Affairs to ensure access to appropriate housing, 
education and employment for persons with multiple needs. 

4. Partner with the Division of Public Health and Federally Qualified Health Centers to ensure behavioral 
health populations have access to primary health care services. 

5. Create recovery oriented systems of care. 

Measuring the success of strategies aimed at increasing accessibility to behavioral healthcare starts with 
identifying how accessible or inaccessible care is. Methods for computing and reporting measures of 
consumer satisfaction with accessibility, access/penetration measurements and service utilization data 
will be identified. 
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THE STRATEGIC PLAN 

Strategy 2: Demand Quality 

Recovery-oriented systems of care encourage quality services and positive outcomes. Quality behavioral 
health care requires development of workforce skills to ensure person-centered care is consistently 
delivered. Quality is continually monitored so improvements can be swiftly incorporated by providers 
and administrators in partnership with consumers and their networks of support. 

Strategy: Improve the quality of public behavioral health services 
for children and adults. 

Leadership Initiatives: urement Areas 

1. Implement a quality improvement system 
measuring outcomes and system performance 
based on the National Outcome Measures, the 
Institute of Medicine quality domains and other 
nationally recognized behavioral health measure 

'ty to monitor and evaluate quality on 
. via transparent reporting. 

2. Implement a workforce development pOlan to 
ensure public behavioral health professionals have 
exemplary skills. 

3. Convene a team to review the impac 
health care environment on the 
behavioral health system with an eye to 

Partnership Initiatives: 

rship Initiative #2: Publication and 
entation of a dynamic workforce 

pment plan for each level of behavioral 
alth professional including Peer Support 

: Professionals. 

Leadership Initiative #3: Development of 
recommendations by the proposed team. 

1. Partner with state agencies, Nebraska higher education, and other stakeholders to improve data 
collection, data analysis, and evaluation capacity. 

2. Partner with people who have lived experience via the Office of Consumer Affairs to identify 
measurable, meaningful quality indicators. 

3. Partner with the Divisions of Medicaid and Long-Term Care and Public Health to improve overall 
health of behavioral health service consumers. 

4. Partner with stakeholders to identify the staffing, technology infrastructure and analytical skill sets 
needed within the Division of Behavioral Health to carry out quality monitoring functions. 

Additional quality measures may include behavioral health measures in the individual state system 
performance and agency scorecards of the Commonwealth Fund and the National Center for Quality 
Assurance's HEDIS measures for clinical care and recoveyr dimensions. Data from consumers of service 
related to satisfaction with services and their connections with meaningful activities like school or work 
must also be considered at all levels. 
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HELPING PEOPLE LlVE BETTER LIV'ES 

Strategy 3: Requi're Effectiveness 

Effectiveness in behavioral healthcare includes implementation of practices that show the most 
evidence for achieving positive outcomes. Effectiveness requires sound data collection and monitoring 
practices that support consumers of service or their providers. 

Strategy: Improve outcomes for children and adults through the use of 
effective services. 

Leadership Initiatives: 

1. Lead a continuous quality improvement 
process for services funded by the Division 
of Behavioral Health, focusing on clinical 
supervision, peer support, co-occurring 
mental health and addiction services, 
gender, trauma and cultural competency. 

2. Develop standards for services 
on results of the quality imp 
focus and on other empirically s 
~pproaches . 

3. Implement processes delity to 
empirically support 

4. List and monitor promis innovative 
practices. 

5. Increase the number and tYPe of 
empirically supported services and 
practices that work for Nebraskans. 

6. Eliminate Division of Behavioral Health 
funded activities and practices that are not 
supported as effective. 

ment Areas 

Initiati #1: Implementation of 
ment approaches for each area 

Initiative #2: Publication of 
rds for each Division of Behavioral 
funded behavioral health service 

eadership Initiative #3: Publication and 
implementation of fidelity standards and 
protocols for monitoring them that are agreed 
upon by consumers, providers and payors. 

Leadership Initiative #4: Clear mechanism for 
registering and monitoring promising practices 
in Nebraska. ' , 

Leadership Initiative #5: Financing and tracking 
mechanisms in place to gauge number, type 
and outcomes associated with practices in 
mental health, substance abuse and problem 
gambling. 

Leadership Initiative #6: Adoption of a protocol 
for assessing effectiveness. 

A number of National Outcome Measures are tied to measuring effectiveness (See Appendix C). 
For example, effective services keep people out of the criminal justice system, in stable housing and 
in school or work. Additionally, the Division of Behavioral Health is interested in measuring the 
effectiveness of public safety driven services like court ordered and sex offender care. 
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THE ST~ATEGIC PLAN 

Strategy 3: Require Effectiveness (con't) 

Partnership Initiatives: 

1. Partner with public health on implementing effective behavioral health prevention and early 
intervention using the strategic prevention framework. 

2. Partner with national and state experts to ensure consumers, their networks of support, 
providers and administrators have access to the latest knowled n empirically supported 
approaches. 

3. Partner with Regional Behavioral Health Authorities to id implement continuous 
quality improvement approaches. 

4. Partner with Regions, providers and people with liv 
Consumer Affairs to identify and document prom 
to increasing effectiveness. 

5. Partner with the Division of Public Health 
further the principles of recovery oriented 

_.o ... ~.c. ....... .r::::>nce t rough the Office of 

ovative practices that are linked 

edicaid and Long-Term Care to 
care. 

What is the difference between a 
Approaches to prevention or treatm 

evidence-based and one that is empirically-based? 
based in theory and have undergone scientific 

evaluation are "Evidence- -
practices that have an 
ous scientific testing to 
on tradition, convention, 

What is Fidelity? 

e "empirically-based" is used in this plan to encompass 
of research or data to support their use, but not enough rigor

ce-based. This stands in contrast to approaches that are based 
anecdotal evidence. 

Fidelity of implementation occurs when implementers of a research-based program or interven
tion (e.g., teachers, clinicians, counselors) closely follow or adhere to the protocols and techniques 
that are defined as part of the intervention. For example, for a school-based prevention curriculum, 
fidelity could involve using the program for the proper grade levels and age groups, following the 
developer's recommendations for the number of sessions per week, sequencing multiple program 
components correctly, and conducting assessments and evaluations using the recommended or pro
vided tools. 

Retrieved 1013112010 from: http://www.nrepp.samhsa.govl AboutGlossary.aspx#Evidence-based 

12 



HEL.PING I) EOP.LE LIVE BETTER LIVES 

Strategy 4: Promote Cost Efficiency 

Future resource availability is uncertain and changing. Balancing available funding, partnerships and 
other community based and network resources with flexibility and efficiency will promote cost-efficient 
nractices in behavioral healthcare. 

Strategy: Develop flexible and balanced funding to support an efficient 
and accountable person-centered, recovery or· d system of services. 

Leadership Initiatives: 

1. Develop and implement performance based 
and recovery oriented contracting. 

urement Areas 

1: Publish cost benefit 

adershzp Initiative #2: Infrastructure in place 
the Division of Behavioral Health to 

2. Build the capacity for cost-benefit and cost
effectiveness studies within the quality 
improvement systems of the 'Division of 
Behavioral Health. ently collect and report cost data resulting in 

Partnership Initiatives: 

y reports related to financing mechanisms 
and tracking of person-centered cost data. 

1. Partner with state agencies to achieve a balanced level of state and federal funding for behavioral health 
care. 

2. Partner with stakeholders to ensure the behavioral health needs of Nebraskans are addressed in a 
community based and changing healthcare environment. 

3. Partner with the Division of Public Health to produce a single, integrated behavioral health professional 
credentia1 that recognizes professional specialties in Substance Abuse, Mental Health, Problem 
Gambling and treatment of complex problems like sex offender care. 

Measurements to gauge improvement in cost benefit and improvement in cost effectiveness will be 
identified and regularly tracked by service and by person. 
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THE ST~ATEGIC PLAN 

Strategy 5: Create Accountable Relationships 

The construct of accountability in relationships is essential to development of recovery-oriented systems 
of care. Accountability maximizes the full potential of our limited resources and in working to gain 
lifelong partners to support the recovery community. It is an important dynamic beyond outcomes, 
because it is the ultimate link to outcomes. The Division of Behavioral Health is committed to creating a 
culture of accountability and collaboration in all of its relationships . 

Strategy: Encourage transparent, 
among system stakeholders. 

Leadership Initiatives: . 

1. Develop measures of accountability in the 
Division of Behavioral Health relationships 
with other state agencies and organizational 
stakeholders. 

2. Develop measures of accountability 
Division of Behavioral Health. 

3. Ensure relationship expectations of 
constituents are met by . beha 
health workforce. 

Partnership Initiatives: 

relationships with and 

itiatives #1 & #2: Publication of agreed 
s of accountability. 

ip Initiative #3: Identification and 
ntation of measurement related to 

tituent perceptions of the public behavioral 
health workforce. 

1. Encourage colleague divisions and agencies to provide people in recovery access to necessary supports. 
2. Partner with stakeholders outside of the Department of Health and Human Services to support people 

with multiple behavioral health needs. 
3. Partner with people who have lived experience through the Office of Consumer Affairs and providers 

of service through the Regional Behavioral Health Authorities to use all available tools, strengths and 
resources as a way to maximize personal responsibility in recovery oriented systems of care. 

System-level measures include things like improvement in social networks, resilience and support 
capacity. It also includes improvement in variables like trust and positive community regard. 
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HELOI~INGPEOT)LE LIVE BETTER LIVES 

A lthough this strategic plan focuses on the 
.L-iroles of the Division of Behavioral Health as 
a leader and key partner in the public behavioral 
health system, the importance of behavioral 
health access, quality, effectiveness, cost efficiency 
and accountability extends beyond the public 
system. The third "basket" represents the larger 
health care system and the role of the Division of 
Behavioral Health as a stakeholder in that system. 
The Division of Behavioral Health has a particular 
interest, or stake, in ensuring that individuals 
with multiple behavioral health needs have access 
to appropriate services as healthcare changes. 

» Promoting consistent standards tor data col
lection and quality improvement across all 
behavioral health and health care systems. 

» Incorporating empirically supported prac
tices in broader healthcare efforts. 

» Examining Nebraska's public behavioral 
health system in the context of health care 
changes, in ding integration with primary 
healt movement toward at-risk 

» 

» 
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THE STKATEGIC PLAN 

Afterword 

Behavioral health means many things to 
many people. What most people agree 

upon, though, is that behavioral health IS 

essential to the health of any individual. 

The Division of Behavioral Health reviewed 
thousands of comments, documents, ideas, 
and concerns from across Nebraska and the 
nation concerning behavioral health, most 
from those who have interest in the topic 
because of painful personal experiences. In 
end we propose this plan to encourage soun 
behavioral health practices for all," -to provide 
treatment when necessary, and t 

recovery when achieved. 

I wish to thank the many· 

made this plan possibl 
demonstrated the reality ery is real. 
The Division of Behavioral alth dedicates 
itself to implementing the ideas and goals of 
this plan with our partners to improve the 

possibility of recovery for all Nebraskans. 

scot- L. A~ ph. D. 
Director, Division of Behavioral Health 
December, 2010 

Glossary 

Behavioral health - This includes Mental Health, 
Substance Abuse, and Problem Gambling. 

Community-based care - This refers to care 
provided in the community, notataState Regional 
Center (LBI08 04). 

ted practice - Services and 
en shown by research to be 

ometimes called evidenced based or 

Person ered care - Services and supports 
signed around the needs, preferences and 

gths of individuals. ".-

Recovery-oriented system of care (ROSC) - A 
ROSe is a coordinated network of community
based services and supports that is person
centered and builds on the strengths and resilience 
of individuals, families, and communities to 
achieve abstinence and improved health, wellness, 
and quality of life. 

Self-directed approach - Approach to care 
that encourages and supports individuals in 
exercising the greatest level of choice possible 
over their service and support options and taking 
responsibili ty for their recovery. 
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HELPINGPEOI)LE LIVE BE1-'TER LIV"ES 

A History of Nebraska's Behavioral 
Health System 

1867: Nebraska achieved statehood and thus Jan. 1, 1962. 
began the creation of state provided provisions. 

1962: The names of the three state hospitals were 
1870: The Legislature created the Nebraska changed to Lincoln Regional Center, Hastings 
Asylum for the Insane in Lincoln. Regional Center d Norfolk Regional Center. 

1885: The Legislature created the Insane Asylum 
in Norfolk. of 

In 

1887: The Legislature created the Asylum for the of 
Incurably Insane at Ingleside (Hastings). 

ture created the Division 
e Department of Public 

ernor appointed the director 

~
973: rector of the Department of Public 

1920: . tions established the Community Mental 

» A constitutional amendment changed th Division. 
name of the Board of Commiss' State 
Institutions to the Board of Co 1974: Regions are established to develop and 

» The names of the three Insane coordinate mental health services. 

changed to the Lincoln State Hospital, 

State Hospital and NogHOSPl 

1946: 
» The Legislature changed the e of the Boards 

of Insanity to Boards of Mental Health. 
» The Legislature passed a Voluntary Admissions 

Law, allowing persons needing psychiatric 
treatment to voluntarily enter a state hospital 
without being committed. 

1947: The Legislature created the Nebraska 
Psychiatric Institute as an alternative to a fourth 
state hospital. 

1961: The name of the Board of Control was 
changed to the Department of Public Institutions. 
This department was given control of 13 Nebraska 
institutions. The department began operating on 

1975: The Nebraska Psychiatric Institute was 
transferred from dual operation by the University 
of Nebraska Medical Center and the Department 
of Public Institutions to sole operation by UNMC. 
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APPENDIX A: I-IISTOFty OF 
NEBRASKA'S BEHAVIOIZAL HEALTH 
SEIZVICES 

1976: Regions are charged with developing and 
coordinating substance abuse services. 1998: A Legislative Task Force examined delivery 

and financing of services for adults with mental 
1988: No longer possible to hold a person with illnesses or addictions (LB 1354). 
a mental illness in a jail if no crime had been 
committed. 

1991: First Consumer Liaison is hired. 

1992: The Gambler's Assistance Program (GAP) 2 

s for BH providers, DDHH and 
n for emergency psychiatric 

sex offender beds at LRC. 

was formed as part of the Nebraska Lottery Act, » propriated annually in new funding 

administered by the Department of Revenue. ~or unity-based behavioral health 
Nebraska Advisory Commission on Compulsi e vices. (LB 692) . . 
Gambling was created. anged disbursement of documentary stamp 

tax funds to the Affordable Housing Trust 
1994: The Office of Consumer its Fund and Homeless Shelter Assistance Trust 
first Statewide Consumer Conference. 

1995: Administration of 
Program was transferre 
of Revenue to the Division 
Abuse and Addiction Services 
of Public Institutions. 

's As stance 
Department 
olism, Drug » 

Department 

1996: The Nebraska Partnership for Health and 
Human Services Act combined the Departments 

» 

of Health, Aging, Social Services, and Public » 

Institutions and the Office of Juvenile Services 
and reorganized them into three Departments: 
HHS Finance and Support, HHS Regulation and 
Licensure, and Health and Human Services. These 
three state agencies formed the Nebraska Health 
and Human Services System. 

1997: The Health and Human Services System was 
implemented on January 1. 

Fund; transferred administration of Homeless 
Shelter Assistance Trust Fund from the . . 

Department of Economic Development to the 
Health and Human Services System. 
$1.3 million appropriated to the HHS System 
for additional sex offender beds at LRC. 
$50,000 from Charitable Gaming Operations 
Fund transferred to Compulsive Gamblers 
Assistance Fund by November 1st of each year, 
unless the fund contains less than $50,000. 
Nebraska Health Care Cash Funds distributed 
in FY 01/02 and FY 02/03 (LB 692): 

$7.5 M to increase rates paid to providers 
of MH/SA services. 
$6.5 M for community-based MH/SA 
services including intermediate-level 
residential care. 
$1.5M for maintenance and treatment of 
MH patients under emergency protective 
custody. 

18 



HELPING PEOPLE LIVE BETTER LrVES 

2003: Legislation created a 'road map' to reform 
behavioral health services (LB 724). 

2004: 
» 

» The Nebraska Behavioral Health Reform Act » 

was implemented (LB 1083). 
» Closed adult acute hospital services at the 

Hastings Regional Center (March). 
» Consumer Liaison Introduces Vision of 

National Memorial to the National Consumer 
Survivor Mental Health Administrators. » 

2005: 
» Stopped adult mental health admissions to 

Norfolk Regional Center (November). 
» Appropriated $500,000 from NE Heal 

Care Cash Fund for FY 05-06 for compulsi 
gamblers assistance programs. 

» Transfer from Affordable Ho 

Lincoln Regional Center to Hastings Regional 
Center (January). 
Standards/procedures for rehabilitation of 
clandestine drug lab sites. 
Civil commitment and community supervision 
for sex offenders, changed Sex Offender 
Registration Act, adopted the Sexual Predator 
Residency R iction Act, established a work 

sex offender treatment and 
vices (LB 1199). 

of Norfolk Regional Center 
te sex 0 ender facility and began joint 

'th Lincoln Regional Center (July). 

Division of Behavioral Health funds 
sumer Specialists in all Regions. 

Closed adolescent acute hospital services at 
Hastings Regional Center (January). 

to the BH Services Fund, to be use 

,. 

» Closed adult residential services at Hastings 
Regional Center (April). 

with serious mental' 
» Allows disclosure of ex Offender 

» Createdanew licensure categoryofindependent 
mental health practice. 

» 

Registration Act to tal agencies 
conductingconfidentialch employment, 

» Reorganized the Health and Human Services 
System into a single state agency known as the 
Department of Health and Human Services 
(LB 296). 

volunteer, licensure or certification purposes.' 
Changed training requirements related to 
alcoholanddrugcounselortrainingsupervisors, » 

changes prOVISIons on the Compulsive 
Gamblers Assistance Fund; requires the 
Division of BH to maintain data/information » 

system for all people receiving state-funded 
BH services; changes members for State BH 
Council, Advisory Committee on Substance 

Required DHHS to develop polici~s/rules and 
regulations on transfer and discharge of sex 
offenders treated inDHHS program. 
Created the Children's BH Task Force and 
required submission of a children's behavioral 
health plan (LB 542). 

Abuse and State Advisory Committee on 2008: 
Problem Gambling! Addiction Services. » Changed membership on Children's BH Task 

2006: 
» Moved adolescent acute hospital services from 

Force. 
» Revised the definition of consultation to 

include consultation between a licensed 
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APPENDIX A: I--IISTO~Y OF 
NEB~ASKA'S BEI-fAVIO~AL I--fEALTH 
SERVICES 

MH practitioner and an independent MH » 

practi tioner. Clarified when someone can 
use the titles of independent clinical worker, 
independent professional counselor and 
independent marriage and family therapist. 

Required establishment of a children and 
family support hotline; a family navigator 
program to respond to children's BH needs; 
post-adoption and post-guardianship care 
management services for adoptive families/ 
guardians of former state wards; submission » Expanded duties of State Committee on 

Problem Gambling and changed name from 
former State Advisory Committee on Problem 
Gambling and Addiction Services. 

» Deficit appropriations included: 
$900,000 state and $1,350,000 federal 
funds for 1.5% rate increase for providers. 
Unexpended behavioral health aid funds 
distributed for one-time payments 
regions for development of community 
services. 
Regional funds to be appropriated 
regions for development of co 'ty BH 
services. 

» Expanded the authority of the 
to all mental health institutions op 
DHHS, all regions an unity-based 
BH service provider ct with the 
Regions. 

2009: 
» Amended Sex Offender Registration Act to 

bring Nebraska into compliance with federal 
guidelines so that length of registration is 
based solely on the convicted offense; expanded 
list of registry offenses; expanded registration 
information that is collected. 

» Reduced rate increase for MH/SA providers 
from 1.5% to .5%. 

» Changed terminology relating to problem 
gambling services, eliminating 'addiction 
services' and replacing 'compulsive' with 
'problem' gambling. 

of a state Medicaid plan waiver to CMS for 

603). 

ed secure residential and sub-
I es whether committed by a MH 

vided DHHS $500,000 for FY 
r FY 10-11 for children's 

ated a legislative Children's 
ight Committee; established , the 
Health Education Center (BHECN) 

and train more psychiatry residents 

erged financial operations at Regional Center 
(July). 

» Omaha, NE hosts the national Alternatives 
Conference. 

2010: 
» The Office of Consumer Affairs Peer Support 

Hosts its first Peer Support Training and forms 
a Facilitator's Circle. 

» Completed Substance Abuse Block Grant 
technical review resulting in Technology 
Transfer recognition. 
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HELl)ING PEOPLE LIVE BETTER LIVES 

BEHAVIORAL I-IEAl~rI-I SERVICES: RECENT DEVELOPMENT & EXPANSION 
BY FISCAL YEAR 

FY96-PY04SERVICES 

Day Treatment 

Partial Care in 
96/97 

Day Rehabilitation 

Ouptpatient Thera
py (Ind/Fm/Grp) 

OutPatient 
Therapy (ind) 

Medication 
Management 

Med Maintenance
Methodone 

Psycholo gical 
Testing 

Voe Support 

Day Support 

Intermediate Res 

Psych Res Rehab 

Dual Disorder Res 

Short Term Res 

Short Term Res
Native Americans 

Therapeutic Comn:-

Halfway House
Men 

Halfway House
Women 

Crisis Assessment 
(23/59) 

Crsis Assessment 
(CADAC) 

Emerg Shelter
Psych Respite 

Emerg Shelter
Social Detox 

Emerg Comm 
Support 

Assertive Commu
nity Treatment 

Prevention 

Professional 
Partner 

Home-Based 

Respite Care 

Therapeutic Con
sultation 

Therapeutic Com
munity 

Partial Care 

PYOS NEW SERVICES 

Urgent Med M ement 

tab/Treatment (Vol) 

06 - FY08 NEW SERVICES 
r- - - - - - - - - ., 
FY06 Services FY07 Services FY08 Services 

Post Commit Intensive Case Secure Res 
Days Mgmt 

Urgent Supported 
Assessment Employment 

Nurse-Day Rehab Short Term Res 
LMHP/RN 

Telemedicine 

- - - ... 
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NEB~ASKA'S BEHAVIO~AL HEALTH 
SE~VICES 

PY09 - PYlO NEW SERVICES 

FY09 Services 

Voucher Program 

Supported Living 

FYI 0 Services 

Housing-Related 
Assistance 

Services Evaluation/ 
Med Support 

Bi-LinguallBi-CulturalOP Hospital Diversion 

ERCS Youth Transition 

Comm Support
Spec Pops 

Peer Support 

Geriatric Therapeutic 
Consultation 

Network of Care 

Recovery Support 

BH Integation with 

Notes to Appendix A: 

Appendix A includes 

the development 0 

all-inclusive. 

ser 

nces to a number of sign if7.can t dates in 

e raska Behavioral Health System. It is not 
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HELPING PEOPL-E LIVE BETTER LIVES 

Behavioral Health Oversight 
Commission II VisionlValues 

The Nebraska Department of Health and 
HumanServices, Division of Behavioral Health 

Strategic Plan is indebted to and begins with a 
vision and core values/guiding principles crafted 
by the Behavioral Health Oversight Commission II 
- a group established by the Nebraska Legislature 
(LB928 - 2008). The full report is available at: 
http://www.hhs.state.ne.us/Behavioral_Health/ 
BHCommissionIBHOC-FinaIReport-06-25-09.pdf. 

Vision: Share a cooperative and common vision 
among DHHS divisions regarding recovery, 
practice, access to care, and funding. 

The Public Behavioral Health System 
will ... 
» Promote wellness, recovery, resih 

determination in a consumer/fa 
system. 

» Focus on positive 0 continuous 
quality improvement e Division, 
Behavioral Health Authorit ,providers and 
recipients of services. 

» Provide inclusive, transparent planning 
through genuine partnership with diverse 
stakeholders, including meaningful 
participation by consumers. 

» Focus on prevention/early intervention. 
» Share a cooperative and common vision 

among DHHS divisions regarding recovery, 
best practice, access to care, and funding. 

» Encourage public/private partnerships. 
» Maximize available revenue sources, including 

Federal grants and maximization and capture 
of Federal Medicaid match dollars, and new 
revenue sources will be reinvested in the 
behavioral health system. 

Values & Principles 

The following core values and guiding principles 
resulted from the work in June 2009 of Nebraska's 
Behavioral Health Oversight Commission. 

o guide work within the public 
stem but are also applicable to 

Nebraska's ental health, substance abuse 
ervices. 

ead, control, exercise choice over, 
e their own path of recovery by 

timizi autonomy, independence, and control 
urces to achieve a self-determined life. 

finition, the recovery process must be self
ected by the individual, who defines his or her 

own life goals and designs a unique path toward 
those goals. 

Individualized and Person Centered: 
There are multiple pathways to recovery based on 
an individual's unique strengths and resiliencies as 
well as his or her needs, preferences, experiences 
(including past trauma), and cultural background 
in all of its diverse representations. Individuals 
also identify recovery as being an ongoing journey 
and an end result as well as an overall paradigm 
for achieving wel1ness and optimal men tal health. 

Empowerment: 
Consumers have the authority -to choose from a 
range of options and to participate in all decisions
including the allocation of resources-that will 
affect their lives, and are educated and supported 
in so doing. They have the ability to join with other 
consumers to collectively and effectively speak for 
themselves about their needs, wants, desires, and 
aspirations. Through empowerment, an individual 
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HEALTH OVEFtSIGHT 
COMMISSION II VISION / VALUES 

gains control of 
his or her own 
destiny and 
influences the 
organizational 
and societal 
structures in 
his or her life. 

Holistic: 
Recovery encompasses an individual's whole life 
including mind, body, spirit, and communi 
Recovery embraces all aspects of life, includi 
housing, employment, education, mental 
health and health care treatment 
complementary and naturalis 
addictionstreatment,spirituality,creatl 
networks, community p 
supports as determined 
providers, organizations, s mmunities, 
and society play crucial rol creating and 
maintaining meaningful 0 ortunities for 
consumer access to these supports. 

Non -Linear: 
Recovery is not a step-by-step process but one 
based on continual growth, occasional setbacks, 
and learning from experience. Recovery . begins 
with an initial stage of awareness in which a 
person recognizes that positive change is possible. 
This awareness enables the consumer to move on 
to fully engage in the work of recovery. 

Strengths Based: 
Recovery focuses on valuing and building on the 

multiple capacItIes, resiliencies, talents, coping 
abilities, and inherent worth of individuals. By 
building on these strengths, consumers leave 
stymied life roles behind and engage in new life 
roles (e.g., r, caregiver, friend, student, 
employee). cess of recovery moves forward 
through i with others in supportive, 

ed relatio 

rt-including the sharing' of 
experie knowledge and skills and social 

. g-plays an invaluable role in recovery. 
ers encourage and engage other consumers 

covery and provide each other with a sense of 
onging, supportive relationships, valued roles, 

and community. 

Respect: 
Community, systems, and societal acceptance and 
appreciation of consumers-including protecting 
their rights and eliminating discrimination and 
stigma-are crucial in achieving recovery. Self
acceptance and regaining belief ih one's self are 
particularly vital. Respect ensures the i,nclusion 
and full participation of consumers in all aspects 
of their lives. 

Responsibility: 
Consumers must strive to understand and give 
meaning to their experiences and identify coping 
strategies and healing processes to promote their 
own wellness. 
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Hope: 
Recovery provides the essential and motivating 
message of a better future-that people can and do 
overcome the barriers and obstacles that confront 
them. Hope is internalized, but can be fostered 
by peers, families, friends, providers, and others. 
Hope is the catalyst of the recovery process. Mental 
health recovery not only benefits individuals with 
mental health disabilities by focusing on their 
abilities to live, work, learn, and fully participate 
in our society, but also enriches the texture of 

American community life. America reaps t~ 
benefits of the contributions individuals wi 
mental disabilities can make, ultimately becomin 
a stronger and healthier Nation (U.S. ent 
of Health and Human Services, 200 
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APPENDIX C: NATIONAL OUT
COME MEASU~ES (NOM) 

National Outcome Measures 
(Substance Abuse and Mental Health 
Services Administration) 

Accessibility 
National Outcome Measure for Mental Health (NOM
MH) and Prevention (NOM-PR) (Access/Capacity): 
Number of persons served by age, race, ethnicity, 
gender. 

Substance Abuse 

NOM - SA (Substance Abuse & Access/Capacity): 
Unduplicated count of persons served; penetration 
rate - numbers served compared to those in need. 

Quality 

NOM - MH (Perception of Care): Clien 
positively about outcomes. 

NOM - MH (Social Connectedness): Clien 
positively about social connec 

NOM PR (Social ss): Family 
communication around dr 

Cost Efficiency 

NOM - PR (Cost Effectiveness): Services provided 
within cost bands. 

Effectiveness 
NOM - SA (Reduced Morbidity): Reduction in/no 
change in frequency of use at date of last service 
compared to first service. 

NOM - PR (Reduced Morbidity): 30 day substance use 
(non-use/reduction in use. 

NOM - PR (Reduced Morbidity): Perceived risk/harm 
of use. 

NOM - PR (Reduced Morbidity): Age of first use. 

NOM - PR (Reduced Morbidity): Perception of 
disa pproval! a tti tude. 

NOM - SA (Crime and Criminal Justice): Reduction 
in/no change in number of arrests in past 30 days 
from date of first service to date of last service. 

NOM - PR (Cr' e and Criminal Justice):Alcohol 

n : Decrease rate of readmission 
ospitals within 30 and 180 

tention): Length of stay from dite of 
date of last service and unduplicated 

- PR (Retention): Total number of evidence
d programs and strategies; percentage youth 

eing, reading, watching, or listening to a prevention 
message. 

NOM - MH (Stability in Housing): Profile of client's 
change in living situation (including homeless 
status). 

NOM - SA (Stability in Housing): Increase in/no 
change in number of clients in stable housing situation 
from date of first service to date of last services. 

NOM - MH (Employment/Education): Profile of 
adult clients by employment status and of children by 
increased school attendance. 

NOM - SA (Employment/Education): Increase/no 
change in number of employed or in school at date of 
last service compared to first service. 

NOM - PR (Employment/Education): Perception 
of workplace policy; ATOD-related suspensions and 
expulsions; attendance and enrollment. 

Retrieved October 27,2010 from: http://www. 
nationaloutcomemeasures.samhsa.gov/PDP/NOMS/ 
revised-ftrid_ 4_l_08.pdf 
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Testimony by Rhonda Hawks 
Interim Study Hearing - LR 513 

Tuesday, December 14,2010 
Health & Human Service Committee ...................... 

Mr. Chairman, Members of the Committee, my name is Rhonda Hawks, spelled 

R-H-O-N-D-A H-A-W-K-S. I am Vice President, Secretary and Treasurer for the 

Behavioral Health Support Foundation, former Chairman of the Behavioral Health 

Oversight Commission and a Trustee for The Hawks Foundation, testifying today in 

a supportive capacity of LR 513. Thank you for allowing me to testify. 

Before I share my formal remarks, I would like to take a moment to say THANK 

YOU to each of you for your service to the state. Today's hearing also brings us 

sadness in that it is the last time we, will have an opportunity to present to and thank 

Chairman Tim Gay_ You have been an incredible leader. Your willingness to listen 

and work through difficult issues has been greatly appreciated. You have been a 

tremendous supporter and defender of those who suffer with behavioral health 

issues. We will miss you although we know your impact on our state does not end 

here. On behalf of the behavioral health community, THANK YOU. 

One in four families in Nebraska experience mental illness. You likely know 

someone who is affected. 

We often talk of behavioral health-mental health and substance abuse--- on a 

system level and don't focus on the "real life" experience of a person suffering a 

psychiatric crisis. I recently received a phone call from a friend of mine who was 

desperately seeking services for his daughter, an age 19 college student, for the first 

time ever. He had no idea how to get services, where to go and at first confided that 

it was a "friend" and later tearfully admitted it was his daughter. His daughter was 

subsequently admitted to an acute care facility. He later called me and said "my 

daughter is safe and getting needed treatment" because of Lasting Hope. He could 

barely speak because he was sobbing. This speaks to the stigma of admitting a loved 

one who has a mental illness and the initial feeling of "how do I get help". 
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Health & Human Service Committee 

My personal experience with this disease is one I've spoken of many times and 

affects families very broadly. My father was diagnosed with schizophrenia in his 

early 20's after having three young children and a wife who helped him navigate the 

myriad of doctor appointments, varying doses and trials on psychotropic drugs, 

emergency protective custody, frequent and extended hospital stays and self 

medication with alcohol. This lasted 20 years before dying prematurely at age 49. 

This is not an unusual story and I remain convinced that my father would have been 

homeless during times of extreme psychosis without an advocate or a strong family 

network to keep him connected to the system. Because of his connectedness to the 

system, he also enjoyed periods of recovery and wellness. 

LB 1083, passed in 2004 was a great start at moving away from institutionalization 

and toward community-based care. We've come a long way in instituting LB 1083. 

Moving individuals out of Regional Centers and back to their "home base" is very 

important. Ideally, we'd love to see a huge drop in services for high end services 

like acute and subacute hospitalization-those provided at Lasting Hope. 

Realistically, we will always have some level of individuals experiencing a 

psychiatric crisis. However, we are working hard to concentrate on services that 

are community based and can reduce our need for acute care beds. Lasting Hope, 

like all behavioral health institutions, is not a money-maker. 

During my one-year tenure as chair of the Behavioral Health Oversight 

Commission, we issued a strategic vision in our final report. The next step was to 

come up with a strategic plan. The state of Nebraska has been lacking in a plan of 

how to move fonvard effectively in a way that doesn't hurt consumers. 

The Behavioral Health Support Foundation, concurrent with the Division of 

Behavioral Health's work on a vision and objectives for behavioral health that Scot 

Adams described today, hired a consulting group with multi-state experience on the 
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behavioral health side. This group is called Open Minds and I'm delighted to have 

Monica Oss from Open Minds with us today to offer testimony on the Consensus 

Panel work on a Strategic Plan. 

Again, as Scot Adams outlined, the Division of Behavioral Health, has recently come 

up with a very good strategic vision and objectives. We believe that when combined 

with the work set forth by a Consensus Panel which Open Minds conducted and 

that Monica Oss will describe today, we are on the right track. 

The Behavioral Health Support Foundation (founded by the Stinson family and the 

Hawks family) convened a 28 member consensus panel from across Nebraska with 

the aim of determining areas of strategic focus. The 28 members included: 

Consumers; Division of Medicaid; Division of Behavioral Health; Regions; 

Providers from Community Based Agencies; Private Psychiatrist, Educators and 

Private Sector Involvement. Two major areas of focus were determined during the 

process: Performance Measurement Initiatives and Regulatory Reform Initiative. 

Performance Measurement was targeted to: 

• Understand the performance of the behavioral health system - in total and 

by component 

• Provide information needed to make system budgeting decisions 

• Indentify areas for system performance 

• Identify best practices with good outcomes for future system investment 

• Improve the return on investment of public dollars by improving the 

performance of the system for consumers 

A Regulatory Reform Initiative was chosen to reduce unnecessary ad.ministrative 

costs throughout the state of Nebraska's behavioral health system. 
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Monica Oss, CEO from Open Minds, is here today to describe these two initiatives 

in more detail. 

I would be remiss if I did not acknowledge that we know you have some very 

difficult budget decisions before you. Our plea today is to share that great progress 

is being made in the behavioral health system. Together working as partners, we 

have navigated through some difficult waters. We will continue to be a strong 

partner but we must have stability in funding and agreement to move forward on a 

system that provides measurements and better accountability to taxpayers. 

Bottom line: we ask that you do not cut funding for behavioral health. As you can 

see from our work at Lasting Hope, great things are happening. We also know that 

in order for this to succeed, we need to continue our plans to address the critical 

workforce shortage that exists in this arena and again ask that you protect the 

funding that was allocated in LB 603. 

Thank you for the opportunity to testify. I'd be happy to answer any questions and 

then turn it over to Monica Oss. 
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Synergistic & Simultaneous Disruptive 
Innovations in Health & Human Services 

Changes in Health & 
Human Service Budgets & 

Financing Models 

Synergistic Effects On 
Successful Market Models 

& Industry Leadership 

New Functionality in 
Telecommunications & 

Information Management 

Emerging 
Developments 

in Neuroscience 



Confluence Of Financial & Legislative Events 
Shaping National Health & Human Service 
Policy 

Banking crisis 

TARP (and parity legislation) 

Recession and state/local budget stress 

Stimulus package (ARRA) 

Health care reform legislation 



Four Major Strategic Implications Of Parity 
& Health Care Reform 

Most behavioral health dollars will flow through health 
plans 
Technology and financing will increase the 'specialty' 
behavioral health services provided via primary care -
leaving complex/chronic cases to be provided through 
disease management models with risk-based financing 
Health plan-based financing will draw clear lines 
between 'health' services and 'social' services 
Comparative effectiveness initiatives will increase 
private pay market - new tech, services not 'preferred' 



Financial Pressure on Government Payers -
Federal, State, & Local- Financing 
Restructuring 

Reduced eligibility for services at state level 
Reduce coverage of services at state level 
Reduced fees to provider organizations 
Risk-based, pay-for-performance, and value-based 
purchasing initiatives (more managed care) 
Privatization and outsourcing 

This financial pressure is speeding the adoption of 
disruptive innovations and new programs in government 
program management ... 
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Behavioral Health Spending Is Significant -
But Different From General Health Care 

Behavioral health is 7.5% of total U.S. health care 
spending ($121 billion in 2003) 
Multiple funding sources are the challenge to 
effective service system design: 

5% Medicai 
24% State and local government 
22% Private insurance 

./ 13% Private pay (out-of -pocket) 
7% Medicare 
5 % Other federal funding 
4% Other private pay 



Hospitalization Is Largest System Expense~ 
But Declining 

Hospitalization is largest behavioral health 
system expense, but declining: 

Inpatient/residential mental health services were 
40% of total spending in 2003 
57% in 1991 

Technological substitution reducing inpatient 
spending is occurring - more community 
services and access to newer medications 
decreasing use of inpatient services 



Untreated Mental Illness Is Expensive to 
Taxpayers ... 

The non-treatment costs of mental illness are 2.4 
times the cost of treatment-
vi' Unemployment of patients and their caregivers 
vi' Social service support costs 
.if Use of criminal justice resources 

1 0% of state and federal adult prisoners are 
seriously mentally ill 
22% of population of locals jails are mentally ill 
46% of homeless individuals report having mental 

health problem within previous year 
26% of homeless individuals seriously mentally ill 



Challenges To Cost-Effective Behavioral 
Health Services 

Fragmented funding of treatment (multiple 
systems and modalities) 

Financially simplistic cost containment 
decisions increasing (unintendedly) behavioral 
health costs in other systems 

Lack of effective "disease management" 
because of limited consumer options (with 
fragmented funding and cost containment 
rules) 



Improving The Behavioral Health System -
Element #1: Integrated Funding Models 

Funding models that "integrate" financial 
resources for mental health and addictions 
treatment: 

At the payer level (Federal, State, local) 

Across systems (health, child welfare, 
corrections, education, etc.) 

By treatment type (hospital, community-based, 
medications) 



Improving The Behavioral Health System -
Element #2: Educated Consumer Choice 

Service delivery models that facilitate consumer 
choice and are driven by consumers 

Facilitation of individual treatment planning 
and consumer recovery 

Utilize 'disease management' principles and 
evidence-based practice information 

Transparent performance information for 
consumer choice 



Improving The Behavioral Health System -
Element #3: Stakeholder Performance 
M etrics 

I 

'Value-based' purchasing models to assure best 
use of public funds by State and by consumers 

All stakeholders (counties, care management 
organizations, provider organizations, 
professionals, etc.) report standardized cost data 
and quality and performance information 

Management of 'outliers' 



Model For Best Value Behavioral Health 
System 

Issues to address: 
Fragmented funding of treatment 
Implications of short-term cost containment 
decisions that shift/increase costs in other systems 
Lack of effective "disease management" 

Elements to improving system: 
Integration of funding 
Consumer-driven care 
Standardized and transparent performance metrics 
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Nebraska Division of Behavioral Health 
Strategic Plan 2011-2015: Vision Statement & 
System Objectives 

1. Increase access to appropriate and effective behavioral health 
services, particularly for underserved or vulnerable 
populations 

2. Improve the quality of behavioral health service for children 
and adults 

3. Improve outcomes for children and adults through the use of 
effective services 

4. Develop flexible and balanced funding to support an efficient 
and accountable system of services 

5. Model and encourage transparent accountable relationships 
with and among system stakeholders 



Work of 
Behavioral 

Health Support 
Foundation to 
Support Best
Value System 
Development 
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Participation in Strategic Oversight 
Commission 

LB 928 created the Behavioral Health 
Oversight Commission July, 1, 2008 

Strategic focus: 
~ Moving behavioral health forward 

Behavioral health workforce shortage 

Enhanced communication and partnering 



Moving Behavioral 'Health Forward: 
Commission Recommendation 

DBH will seek out people with objectivity and 
expertise in strategic planning who are familiar 
with behavioral health transformation activities 
elsewhere to facilitate the planning process and 
lead stakeholders in discussion of what we have 
and what we need. 



Creation of Nebraska Consensus Panel On 
Adult Behavioral Health 

25 members of the Consensus Panel 
The Consensus Panel consisted of representatives from 
the following: 
~ Consumers 

Consumer advocates 
Division of Behavioral Health 

../ Division of Medicaid and Long-Term Care 

../ Provider organizations 

../ Regional Behavioral Health Authorities 
Psychiatrists 

Consensus Panel met during January and February 
2010 



Objectives of the Nebraska Consensus Panel 
on Adult Behavioral Health 

Develop a strategic plan to create a high
performing Nebraska behavioral health system 

Establish a clear vision for the future 

Analyze the role of the public behavioral 
health stakeholders 

Establish specific objectives with clear 
outcomes for system improvement 



Work Product of Nebraska Consensus Panel 
On Adult Behavioral Health 

The Nebraska Behavioral Health Strategic System 
Improvement Plan 
The Consensus Panel selected three high priority 
issues for implementation to improve system 
value: 

Develop an enhanced performance measurement 
system of the service delivery system 
Set standards for access and measure consumer access 
to services and use that evaluation to identify service 
capacity issues and efficiencies 
Initiate a regulatory reform initiative to reduce 
redundant costs in the delivery system 



Focus on Performance Measures: 
Reconvening the Nebraska Consensus Panel 
On Adult Behavioral Health 

Nebraska behavioral health system regulatory 
reform initiative to reduce duplicative 
administrative costs 

Enhanced performance measurement initiative 
for the Nebraska behavioral health system 

i 
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Objectives of the Regulatory Reform 
Initiative 

Develop regulatory reforms to reduce 
unnecessary costs throughout the behavioral 
health system 

Focus reforms on reduction of duplicative and 
conflicting administrative rules to reduce cost 
and improve system efficiency 



Recommendations of the Regulatory Reform 
Initiative 
1. Establish deemed status for nationally-accredited 

programs 

2. Conduct cost analyses prior to administrative 
rule changes 

3. Create licensure for rehabilitation professionals 

4. Establish a transparent process for the allocation 
of behavioral health services funds to the 
Medicaid program 

5. Remove barriers to e-health 



Objectives of the Behavioral Health System 
Performance Measurement Initiative 

1. Develop a performance measurement system to 
assist Nebraska in making decisions within and 
about the behavioral health system 

2. Assess performance and access to care measures 
in Nebraska 

3 . Identify and prioritize measures to be used to 
address system quality, access, and service 
capacity issues 

4. Design the Nebraska Behavioral Health System 
Performance Dashboard 

5 . Define the data collection and reporting process 



Performance Measurement System Design 
Process 

Broad stakeholder input via Consensus Panel- with 
wide range of options offered by OPEN MINDS 
consulting team 

For most measures, Consensus Panel selected data 
elements measured by State or Magellan - to initiate 
the process 

This system performance dashboard content and 
design can be readily applied to other areas HHS -
children, developmental disabilities, etc. 



Performance Measurement Domains Selected 
by the Consensus Panel in the Enhanced 
Performance Measurement Initiative 

1. Consumer outcomes 

2. Consumer perception of service and recovery 

3 . Consumer continuity of care and access to 
care 

4. Cost effectiveness and efficient use of system 



Domains One & Two: Consumer Outcomes & 
Consumer Perception Of Service & Recovery 

1. Profile of adult clients by employment status 

2. Profile of adult consumers living in a private 
residence at time of admission 

3 . Consumers arrested and booked by local law 
enforcement 

4. Consumer satisfaction with system and their 
own outcomes 



1 --

Domain Three: Consumer Continuity Of 
Care & Access To Care 

1. Number of adults served by the Nebraska 
Behavioral Health System 

2. Access and penetration rate to behavioral health 
services, including focus on rural/frontier 
populations 

3 . Percent of discharges, where treatment team 
recommended community services are available, 
when patient is discharge ready 

4. System service utilization 



Domain Four: Cost 'Effectiveness & Efficient 
Use Of System 

1. Per user expenditures for behavioral health services 
2. Ratio of administrative cost to service cost and 

administrative cost versus service spending 
3. Consumer admissions into inpatient behavioral health . . 

serVIces In a year 
4. Consumers using outpatient behavioral health services . 

In a year 
5. Consumer average length of stay 
6. Decreased rate of readmission to psychiatric 

hospitals/psychiatric units within 30-days 
7. 180 day readmission rate/community tenure 



Nebraska Behavioral 
Health System Performance 
Measurement System: 
Dashboard Design 
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Proposed N ext Steps in Public/Private 
Partnership Work of the Nebraska 
Behavioral Health Support Foundation 

"Beta test" of performance measurement system 

Discussion of and plan for implementation of 
regulatory reform initiative recommendations to 
reduce system costs 

• Facilitation of planning to encourage better 
integration and coordination of services in behavioral 
health system 



• 
The market intelligence to navigate. 

'-~ 
OPEN The management expertise to succeed. 

MINDS 

www.openminds.com 
163 York Street, Gettysburg, Pennsylvania 17325 

openminds@openminds.com 
717-334-1329 



December 14, 2010 

TO: Health and Human Services Committee 

FROM: Jonah Deppe, Executive Director 
NAMI Nebraska 

......................... 

RE: Public Hearing LRS13 - Interim Study to review implementation of the Nebraska Behavioral Health 
Services Act by the Division of Behavioral Health of the Department of Health and Human Services. 

NAMI is the nation's largest grassroots mental health organization representing consumers and family 
member s. NAMI Nebraska represents consumers and family members across the State of Nebraska. 

During the past several years, NAMI has participated in several strategic planning sessions for the 
Division of Behavior Health. NAMI members - both consumers and family members - served on the 
LB1083 Advisory Committee. To date, with other planning activities we have not seen the expected 
participation of consumers and family members in developing plans and services. More recently, 
representatives of NAMI consumer and family members reviewed the Division of Behavioral Health's 
Draft Strategic Plan for 2011-2015 and have noted several concerns. 

The Draft 2011-2015 Strategic Plan Goals seem to address special popUlations without an overall priority 
for all persons experiencing a behavioral health episode in their lives - mental illness, substance abuse 
and gambling. NAMI and its members certainly support effective prevention and treatment for co
occurring disorders and appropriate services for sex offenders. Goals 1-3-4. 

The outcomes seem to be focused on the development of reports and documents. NAMI members 
would like to see outcomes related to the services provided through the Division of Behavioral Health. 
NAMI members found it somewhat difficult to see how the Strategies addressed the 2011-2015 goals. 
There are areas where this looks like this could happen such as in Initiatives for Strategy 2: Improve the 
Quality of Behavioral Health Services for children and adults. Although we would hope it would not take 
four years to develop the quality improvement system measuring outcomes and workforce 
development plan. 

Access to services in the community is important to both children and adults. Home and community 
based services need to be accessible and available. Moving from residential care to home and 
community based services will not be successful unless those services are available in the community. 
Developing standards and publication of standards for access to care will not be successful if the services 
are not available. Lack of availability and access is what consumers and families are presently 
experiencing as service providers are closing services due to lack of authorization for these services. 

Partnership initiatives with state agencies including those outside of the Department of Health and 
Human Services are important for a recovery-oriented system of care. Persons receiving services should 

be involved in monitoring the quality and availability of services. This is not a new concept and can be 
most helpful to the Division of Behavioral Health. The Office of Consumer Affairs is one avenue for 
partnering with people with a lived experience but should not be the only avenue. 

YesterdaYI there was a Children/s Health Summit in Omaha sponsored by the Omaha Bright Futures 
Program where the importance of education and health working together to improve the lives of 



children and their families was discussed. A medical home including behavioral health services along 
with physical health services was part of the discussion by persons working in both the health field and 
education fields. Especially for children - the Department of Education and school districts working with 
health resources available can often obtain services for children earlier and therefore prevent the need 
for higher levels of care when they become adults. NAMI would encourage the Division of Behavioral 
Health to develop a closer relationship with the Department of Education. 

NAI\III is particularly pleased to see children mentioned in the Strategic Plan and would like to see 
monitoring that includes services for children and youth. Children were mentioned in LB1083 and that 
was all they received was a mention. The Medicaid Division received a srG for developing an 
infrastructure for children and adolescent services - the results of that planning process led by the 
Division of Behavioral Health was disappointing to say the least - the state received $750,000 for several 
years. Other efforts by the Division have still not identified a system of care for children and youth 
infrastructure so appropriate and timely services are delivered to children and youth. One population in 
desperate need of services is the 19 year olds aging out of the children's services and needing services in 
the adult service system. Many of these youths are now in jails, etc and not receiving adequate 
behavioral health services. 

NAMI supports the concept of person-centered care and a recovery-oriented system of care and would 
very much like to see these concepts implemented by the Division of Behavioral Health, the Regional 
Behavioral Health Programs and service providers. We believe effective services include the 
implementation of these practices in evidence based programs. Monitoring should include fidelity to 
evidence based practices being implemented. Person centered care including self-directed care could 
impact the cost effectiveness of providing behavioral health services. 

We recognize the funding issues being faced by the State and Nation and support the movement 
towards home and community based care as potentially being cost effective once the services are in 
place. Building the capacity for cost-benefit and cost-effective services offered as person-centered and 
recovery oriented could provide for the availability of funds for needed services. 

NAMI fully supports the Division of Behavioral Health's Vision that the Nebraska public behavioral health 
system promotes well ness, recovery, resilience and self-determination in a coordinated, accessible 
consumer and family driven system. NAMI supports the inclusion of services for children and youth in 
planning as more recent efforts to develop plans have not included children and youth. NAMI members 
are concerned that while these planning efforts are being implemented - services will be reduced more 
than they presently are. We recommend that persons affected by a behavioral health and their families 
from across the state participate in all the planning involved with the Divisions Strategic Plan. 
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NAMI NEBRASKA CONSUMER AND FAMILY MEMBER 
RESPONSE TO NEBRASKA DIVISION OF BEHAVIORAL HEALTH STRATEGIC PLAN 2011-2015 

NAMI Nebraska consumer and family members reviewed the Draft Strategic Plan for the 
Nebraska Division of Behavioral Health and provide the following comments: 

2011-2015 Goals 

1. Why are only co-occurring disorders targeted for effective prevention and treatment in 
recovery-oriented systems of care by a pUblic behavioral health workforce? We would 
like to see this goal for all people with a behavioral health disorder. 

2. Regional Centers will be used for court ordered and sex offender care by 2014. We see 
this goal as too limiting with the lack of space in community hospitals available for 
treatment. There are people in acute and long-term secure facilities who can not be 
managed at that level of care. What services will be available for this population once 
LRC is not an option. 

3. Concern that an effective system to safely manage sex offenders in outpatient settings 
will be ready for implementation by 2015. Concern that this would be implemented in 
much the same way as closing the regional centers and the goal to provide community
base services was never fully achieved due to in-adequate funding for community-based 
programs. 

We fully support the Vision for the Division of Behavioral Health - the Nebraska public 
behavioral health system promotes wellness, recovery, resilience and self determination in a 
coordinated, accessible consumer and family driven system. The Mission for the Division of 
Behavioral Health to provide leadership and resources for systems of care that promote and 
facilitate resilience and recovery for Nebraskans. 

We found it somewhat difficult to determine how the five strategies addressed the four 2011-
2015 Goals. We found it interesting that partnership initiatives were all within the Department 
of Health and Human Services. It would seem that partnerships with other entities such as the 
Department of Rehabilitation, the Department of Education, the Department of 
Labor/Workforce Development, and the Attorney General would be two additional 
partnerships that would be helpful in implementing the strategies. 

It seemed to the consumers and family members reviewing this document that outcomes 
tended to be the development of publications and indirect outcome measures. We found it 
interesting that two of the goals addressed sex offenders yet only strategy 3 mentioned 
measuring the effectiveness of public safety driven services like court ordered and sex offender 
care in a footnote. In addition, Strategy 4 mentioned sex offenders in the partnership initiatives 
promoting credentials for professional specialties including sex offender care. 

In addition, we were concerned regarding the lack of focus on children and especially youth in 
transition. We did not note a recognition that services for children and youth require programs 



different than those for adults. Families playa major part in the development of services for 
children and youth and an acknowledgement of this factor is not clearly defined. 

We have an overall concern that this will be another example of time spent developing 
guidelines and publications which gather dust on a shelf or are tucked away on a website. 

COMMENTS RELATED TO STRATEGIES: 

Strategy 1: Insist on accessibility - increase access to appropriate and effective integrated 
behavioral health services, particularly for underserved or vulnerable populations. 

Increase home and community-based services for accessibility. 
Recovery oriented needs to be responsive to individual and family. 
Need to partner with education and health to provide access for children/youth. 
Surveys should include issues/service accessibility determined by families especially for 
transition youth. 
Accessibility depends on the capacity of existing services which need to be adequately 
funded to be available and accessible. 

Strategy 2: Demand Quality - Improve the quality of public behavioral health services for 
children and adults. 

Expand to persons with lived experience outside the OCA to identify measurable, 
meaningful quality indicators. By only using the OCA to identify persons -limited to 
same few consumers providing input - HHS/BH's recommending consumer involvement 
through DCA needs updating lists on their website as staff persons listed are no longer 
working with OCA. 
Expand to include families with children/youth. Also persons with gambling and dual 
diagnosis - not likely to find through OCA. 
Include consumers and family members in monitoring programs and evaluate the 
quality of services provided. 
State's annual survey is limited in questions and persons who respond. Work with 
organizations like NAMI with consumer partners to involve more consumers and family 
members. 
Does OCA include gambling, addiction, substance abuse in addition to mental illness. 
Need to do better at including peer specialists in developing quality services 

Strategy 3: Require effectiveness - improve outcomes for children and adults through the use 
of effective services. 

Include consumers, children/youth and family members in determining effectiveness of 
services being provided -
Effectiveness prepares adults, children/youth for living in the real world outside of a 
controlled environment - i.e., when they return home from hospital or residential care. 
Effectiveness relates to transition services when moving from one service delivery 
system to another - input from children and youth experiencing the transition. 
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Definition of effectiveness - defined by each individual and the impact of the service on 
their lives. 
Extent of child/youth/adult in determining treatment as it relates to effectiveness 
should be considered. 
Concern Leadership Initiative 6 - who determines effectiveness - is input from adult
child/youth and family considered in determining effectiveness. 
Definition of court ordered services - not clear what is intended - how does this relate 
to public safety driven services including sex offender care. 
Listen to recipient of care description of what happened to them and what do they feel 
they need for services - give consideration in determining effectiveness - who 
determines effectiveness? Provider or recipient ?? 
Understandable description of evidenced-based and empirically-based helpful to 
better understanding of these terms and what they mean. 

Strategy 4: Promote cost efficiency - develop flexible and balanced funding to support an 
efficient and accountable person-centered, recovery oriented system of services. 

Does this lead to privatizing the behavioral health services as we see happening with 
child welfare services? 
Integrated behavioral health professional credential could lead to cost efficiency if it 
was not at the cost of effectiveness. 
Parity issues and health care reform issues could impact the cost of services provided. 
Self-directed care could be a cost efficient and accountable person-centered, recovery 
oriented service delivery model implemented with peer specialists supervised by case 
managers. 

Strategy 5: Create accountable relationships - Encourage transparent, accountable 
relationships with and among system stakeholders. 

Include adults/youths/families in developing measures of accountability. 
Ensure that stakeholders include persons from provider agencies, rehabilitation and 
education. 
DCA is not the only source for identifying people who have lived experience with a 
mental illness nor are the Regional Behavioral Health Authorities - there are many 
people with lived experience living every day lives whose experiences could bring 
another aspect to accountable relationships. 
Inclusion of those most effected in developing relationships should be identified. 



Testimony, LR 513, 17 December 2010 
J. Rock Johnson JD 
1243 S. 11th Street 

Lincoln, NE 68503 
402-474-0202 

Thank you Senator Gay and members of the Health and Human Services for this 
important hearing. 

The purpose of this interim study is to review and assess the implementation of 
the Nebraska Behavioral Health Services Act. 

It is now six years since this reform legislation was passed. 

The concepts of inclusion, a purpose of the Nebraska public behavioral health 
service system, and recovery in the Behavioral Health Service Act requires the 
Behavioral Health Division to do business differently. We are not seeing this 
expressed appropriately in the draft rules and regulations currently in the final 
stages of approval. Nor do there seem to be "policies" that can be accessed to 
further understand the viewpoint of the Division. 

The Division is to be commended on undertaking a strategic planning process that 
has never been done here before. 

Consumer-run and peer-run services are also included in the Behavioral Health 
Services Act. 

An important inclusion/recovery implementation is the adoption of evidence
based practices. These are practices proven empiracally to be effective. In a 
multi-state, multi-site $20 million dollar research study, consumer run services 
functioning as adjunct to traditional mental health services were found to be an 
evidence based practice. II 

Peer-provided services is the work of the Mental Health Association of Nebraska. 
Keya House is an informal, recovery-based, four bedroom house in a residential 
neighborhoodthat has been operating for a year. People have been trained as 



Peer Companions, available 24/7, to talk with during guest's five day stay. People 
come to Keya house before a crisis. They come when they need time and 
supports to avoid a crisis. 

Preliminary data on early guests shows a dramatic decrease in their use of 
traditional mental health services. 

In this first year 78 guests, unduplicated count, stayed a total of 550+ days at 1/3 
the cost of the Lincoln/Lancaster Crisis Center. Medicaid data shows two out of 
three guests stay out of high cost services after using using the House. 

The Mental Health Association also administers Project Hope, supported 
employment to assist people who are ready to enter into competitive 
employment. There have been good results. For example, a client early in the 
program has been continuously employed for four years. 

Supported employment is an evidence-based practice. It isn't enough for any 
agency to just start up supported employment. "Fidelity to the model" compares 
how closely a program is following supported employment. 

The Division is to be commended for having chosen to implement and purchase 
supported services from ten providers in the state over the last several years. The 
.one provider with fidelity to the model was the Mental Health Association. 

Implementation of consumer inclusion needs to be addressed. It is a purpose of 
this statute and critical to developing a recovery in the system and the individual. 

To this end, and simply good practice, consumers must actively be involved in the 
quality, efficiency and effectiveness of the services the received. This means 
something completely different than the Division sending out a satisfaction survey 
once a year as it has done for many, many years in order to meet the 
requirements of the mental health block grant. 

Just a few of the states with substantive involvement of the people who use the 
services are PA, MA, GA and SC. Often consumer organizations contract with the 
State to involve consumers in quality assessments. There are face-to-face 
interviews. A complaint resolution mechanism can become a part of this activity. 
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This could be a helpful direction for several re asons, as Nebraskak does not have 
a functional or substantive complaint/grievance mechanism and the proposed 
rules and regulations do not change this unfortunate circumstance. 

Consumer substantive involvement can be extremely efficient and effective. Both 
are component parts of quality. With cosumers working close to service delivery 
and outcomes, a great deal of useful information can be processed at very little 
cost. This does require authentic, trained involvement which would need to be 
developed. 

Several years ago Nebraska had a Medicaid Infrastructure Grant. One part of it 
was to develop "Consumer-Directed Guiding Principles". Under the heading 
"responsibility", it stated "Consumers have the responsibility to monitor and 
evaluate the quality of their services." 

Nebraska needs to acknowledge the new measures, such as "Recovery, What 
Hinders, What Hurts". All aspects of data have been problematic for at least 
twenty years. Nebraska must develop measures that speak to the new 
approaches and services. For all practical purposes, approaches that do not treat 
recovery in a meaningful way will not be helpful in even the short run. 

Many are very concerned that formerly state funded services continue to be 
funded by the state but use the strict medical Medicaid requirements. These can 
be interpreted rather stringently at our State level and have been done so in at 
least this instance. The State is losing the flexibility of state funds that can 
support the recovery based services we know, here and other places, keep people 
out of the system and living lives integrated in the community_ 

It took an act of the Legislature in the mid-90s to require application for the 
Medicaid Rehabilitation Option. Perhaps more legislation could be necessary to 
implement the inclusion and recovery provisions of the Behavioral Health Services 
Act. 
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December 16, 2010 

Senator Tim Gay, Chair 
Health and Human SeIVices Committee 
Nebraska Legislature 
P.O. Box 94604 
Lincoln, NE 68509 

REF: Testimony related to LR 513 

Dear Senators: 

Thank you for this opportunity t6 address some Comments related to the public hearing held on 
December 13,2010 for LR 513. I did attend the meeting and found the oral testimonies to be 
very informative and interesting. I am representing the Children And Family Coalition Of 
.Nebraska (CAFCON). I hope my comments in this letter are also as engaging. 

LB 1083 as it was written and intended did not limit the Act to addressing services only to 
adults. The· language includes childre~ but the focus and most of the action and funding was 
generated towards adults and adult services. It must be remembered that as 'much as this 
legislation relegated work to and. with the Behavioral Health Regions:- those Region staffwill 
admit their work to be generally focused on adult services and issueS. It was not until the 
passage ofLB 542 in 2001 creating the Children's Behavioral Health Task Force was there focus 
on systems issues specifically for' youth. The 542 Task Force advanced 17 Recortiniendations to 
the Department of Health and Human Services (DHHS) as ways to improve access and quality of 
care to children under age 21 iIi Nebraska. 

I believe it would be a good idea to revisit those recorriinendatioIiS and ask for specific 
measurements as to how or if those recommendations have been or are being addressed. As we 
look at the desire of the Behavioral Health Division to implement a Strategic Plan: from 201 I to 
2015? I believe these efforts should be cautiously applauded. I need to say that I believe in goal 
setting and creating functional measurements of how those goals were or were not attained. My 
hesitancy as it relates to the announced plan comes from experience. I have been involved in 
human services work for over 30 years. Twenty- four of these years have been most specifically 
with youth. Going back to a group empanelled by then Governor Johannes to examine DIffiS 
and identify significant problems inherent iIi the department and the system one of the items they 
noted specifically was the lack of Vision and Continuity in the Department I looked in my 
twenty-four yeathistory and identified nine (9) DirectorS or CEOs of that Dep~ent 
responsible for establishing and identifying the direction of the department. As stakeholders we 
have addressed issues with at least 9 different Directors or CEOs ofDHHS, and found 9 different 
directions, philosophies;, vision and plans. 
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While I have enjoyed my interactions with DL Scot Adams over" many years: and respect him 
greatly, this planning process could change with a new CEO or if something happened and he 
was unable to resume his position. Of the countless hours of visioning, planning and identifying 
a direction over the years, none of them have been sustained. Does anyone remember or can 
identify the goals established by the Nebraska Family Portrait ot even its philosophy? My point 
is not to degrade the need for planning, but to point out the poor historical performance in this 
area. 

As planning to reform,. alter or' change our system occurS we must keep in mind the recent refonn 
efforts and our experience tlms far. The remaining service provider groups or agencies are really 
bruised, and battered right now. At the same time the Child Welfare tefom process is tiot over, 
we are already in the throes of Medicaid Refonn which will have absolutely huge impacts on 
providers. Witbili. the past year we can identify 13 agencies that have either bad to close 
completely, reduce ~ or shut down entire program areas within their treatment programs. 
Many providers are very fragile and additional major changes that are Simply thrust their way 
could prove devastating not only to the provider but especially to those receiving services. 
Further losses to providers and programs will definitely have a negative impact on the access of 
care to those in need. 

I listened to and agreed with virtually all the testimony by Monica Oss of Open Minds. I would, 
however, offer a caveat as it relates to some 'Best Practice' and 'Performance Measures' 
identifying which practice or providet is better than the other~ Best Prnctice offerings while 
being established, studied and validated in the instance that it exists in does not mean that same 
practice will offer the same degree ofbenefit if applied over the emire scope of services. While 
some tenants of a Best Practice might relate;, adhering to fidelity to the model might render it 
useless if not harmful applied elsewhere. Provider programs need the flexibility of offering Best 
Practice models associated tO'the unique population that program serves. 

PerfotllUUioo Measures are something that every Accredited agency must have already 
established and been demonstrating. The purpose of the measures must be articulated and in 
what fashion will they be used. Early on when No Child Left Behind was beginning it was 
required that each state and each school district will have measureable standards in certain core 
subjects. Over and over it was stated that these measures were only established so that 
individual schools could see where they needed to improve. One of the very first things to 
happen when the aggregate data was releaSed was that School District 'A' looked to see how 
School District ':B and C' looked in relation to the test scores. Those test scores have now 
morphed into how deciding how much education aid is distributed to the District. However, this 
was not the original intent. 

A cookie-cutter' approach to Performance Measurements alone bas inherent problems. I have not 
seen the process or m,easures that Open Minds has created and I am very interested in st:udying 
those. on the surface, comparing agency data looks wonderful; while in its practical application 
it can become problematic. First of a1~ there needs to be 'common definition' of terms and 
understandings, and how each measureable item has the data collected and analyzed. It must be 
recognized that each provider serves a distinct population that may be very unique and 
expectations for 'success' will differ. As an example it would be very difficult to utilize the 
same criteria determining effectiveness when comparing a program that has girls aged 14 to 19 
with only 1 A,us diagnosis and each girl having an IQ over 90,. to a program serving boys ages 8 
to 19 and each boy has multiple Axis 1 diagnosis and IQs that could go as low as 64. 
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Currently each agency which holds accreditation by a national accrediting body, has many 
different data sets from 'average age upon admission' to 'percent enroHed and attending school 
at 3,6 and 12 months post discharge', as an example. For many years, as the state has talked 
about Perfonnance Based Contracting, many of us have indicated our willingness to move in that 
direction. Another item Ms. Oss touched on, was that in areas where economics of scale really 
come into play, it would be fair to expect that services in rural areas have a higher rate of 
compensation. 

There must be a greater level of comniumcation and coordination between the Divisions of 
Behavioral HeaIt~ Children and Families and Medicaid and Long Term Care, than currently 
exists. No Child Caring Agency exists in a vacuum associated with only one of these Divisions 
in their work with children and families. The reorganization ofDHHS in 2007 was touted as 
being the start of transparency, collaboration and reduction of the 'silo-fig' effeCt. It continues 
to appear that while some discussion takes place between Divisions little collaboration actually is 
in evidence. Art example is that years ago agencies used several different kinds of instruments 
for measuring behavioral severity" The state then began telling agencies that the CAF AS (Child 
and AdoleScent Functional Assessment Scale) inst:rum.ent would be used in determining 
placements. Most agencies then also switched to the eAF AS~ Now we have been told that 
Magellan will be using the CANS (Child and Adolescent Needs and Strengths) assessment tool 
and providers had to send staff to training and begin using the CANS tool. When asked if the 
Children and Fanrily Division would also be moving to this tool we were told by administrative . 
staff that they did not have any plan to do that. Thus, we are currently using two different 
instruments and often times two instruments on the same child to satisfy both requirements. 

I apologize for the length and diverse issues addressed in this testimony ~ It was not my intent to 
write War and Peace. It seems that when we identify a plan to right the wrongs)C and inject 
exciting new potential we want to celebrate and dive right into the change. What we don't often 
take the time to realize is how when we squeeze the balloon in one place that same balloon 
bulges out and acts differently in another place and it might not have even been our intention. I 
greatly appreciate Dr. Adams planning to make a difference in Behavioral Health but as it 
impacts children the change has to be orchestrated in an incremental, studied process with the 
involvement of those who will be greatly impacted. To that end I also appreciate the Strategic 
Plan bemg identified as a four year process.. Honestly> our ecosystem of care for children can not 
tolerate much more change at this point. That system of care for children already is 
tremendously impacted by change within Child Welfare and Medicaid and right now needs sonte 
rest and stability_ 

Thank you. 

Respectfully, 

Thomas G. McBride, M.S. 
President/CEO 
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I. Executive Summary 

OPEN MINDS is pleased to present to the Behavioral Health Support Foundation 
(BHSF) and other Nebraska stakeholders this Nebraska Behavioral Health System 
Strategic Planning Report. The focus for this initiative was to de'fine an ideal Behavioral 
Health System for Nebraska and set forth specific, prioritized strategies by which to 
move toward this ideal. 

The OPEN MINDS team approach included working closely with the Nebraska 
behavioral health system Planning Group and Consensus Panel, an ex officio 
cornmunity coalition of stakeholders representing the range of state and local 
government, professionals, provider organizations, consumers, and consumer 
advocates (See Appendix A for a list of participants). The Planning Group and the 
Consensus Panel were engaged to provide: 

• Information about the current behavioral health system 

• Feedback on the findings of the research and analysis of the Nebraska behavioral 
health system 

• Priorities to move toward the envisioned behavioral health system 

The OPEN MINDS team conducted a gap analysis comparing the current Nebraska 
behavioral health system with the system vision identified in the BHOC 2009 report. The 
following gaps were identified: 

1. The current behavioral health system is not a system that has a unified and fully 
developed performance measurement process or outcomes that support decision
making. 

2. The Consensus Panel members identified a continued concern over the lack of 
continuity and inclusion in a meaningful planning process with the Division of 
Behavioral Health as evidenced by: 

~ No current transparent communication process between DBH, Division of 
Medicaid, RBHAs, providers, and consumers 

3. The current system lacks a collaborative model for establishing new initiatives such 
as integrating physical health and behavioral health needs for consumers. 

4. No state effort has been initiated to develop a common or cooperative strategic plan 
to achieve the goal 

~ Without a targeted set of objectives and accompanying timeline, progress cannot 
be monitored and success cannot be measured or assured 

Nebraska Behavioral Health System Strategic Planning Report 
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As a result of this analysis, the OPEN MINDS team, the Planning Group, and the 
Consensus Panel members identified three critical priorities that must be addressed to 
achieve a strategic vision for the envisioned behavioral health system. These priorities 
are listed below and are expanded upon in more detail in later sections of this report. 

• Priority One: Assure accountability of behavioral health system by developing 
performance measurements for best use of funding 

• Priority Two: Develop standards for timely access to behavioral health services for 
all Nebraskans 

• Priority Three: Optimize the use of available funding for behavioral health services 
by initiating regulatory reform to reduce redundant costs and burdens in the delivery 
system 

The remainder of the report provides: a history of the behavioral health system 
development; overview of the system structure, financing and performance 
measurement initiatives; a gap analysis; and additional information and analysis leading 
to the development of the three priorities. We look forward to further discussion of these 
issues . 

Nebraska Behavioral Health System Strategic Planning Report 
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II. Nebraska Behavioral Health System Development Priorities 

The Behavioral Health Support Foundation (BHSF) was instrumental in the 
development of a Plan Development Work Group (Planning Group) to work 
collaboratively with the Consensus Panel members in meetings held on January 21 -
22,2010 and again on February 17, 2010. The purpose of the meetings was to develop 
a behavioral health system strategic plan that could be operationalized by the system 
stakeholders, and that included recommendations to the executives at the Department 
of Health and Human Services (DHHS) including Behavioral Health and Medicaid, 
Legislators, and the Governor. The collaborative vision statement identified by the 
Planning Group and the Consensus Panel members for operationalizing the Nebraska 
behavioral health system vision is to "provide universal access to behavioral health 
service to all Nebraskans with support of services for persons impacted by serious 
mental illness that focus on recovery and wellness that are cost effective with 
demonstrated value." 

Building on the established vision, the Consensus Panel members identified the system 
goals, elements considered in Nebraska behavioral health system planning, Consensus 
Panel priority issues, and the development of a preliminary system plan based on 
recommendations from Consensus Panel meetings. Four system goals were identified: 

1. Universal and timely access to all behavioral health services for all Nebraskans 

2. System design that supports recognition of and early intervention in behavioral 
disorders 

3. System focus on consumer recovery and wellness 

4. Funding of cost effective services with demonstrated value 

The elements of the Nebraska behavioral health system were differentiated between 
primary and secondary stakeholders. The primary stakeholders are identified in Figure 
One and represent those stakeholders who impact directly the service delivery system. 
Table One represents the secondary system stakeholders who in one way or another 
may be involved in system funding, shared service delivery, or connected to a 
consumer receiving behavioral health services . 

Nebraska Behavioral Health System Strategic Planning Report 
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Figure One. Nebraska Behavioral Health Core System Elements 

Nebraska Behavioral Health Core System Elements 

Table One. Additional Behavioral Health System Stakeholders 

Additional Behavioral Health System Stakeholders 
Law enforcement Education Labor 

Developmental disabilities system Child welfare Housing 
General assistance Social Services Transportation 

Corrections Tribes City/County 
Courts (Local, District, State, or Indian Health Primary Care 

Federal) Services Providers 
Probation Veterans Private Sector Donors 

Nebraska Behavioral Health System Strategic Planning Report 
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The Planning Group and Consensus Panel members developed a list of priority issues 
that acted as impediments to the envisioned behavioral health system: 

1. Need for an enhanced performance measurement system 

2. Limited flexibility for consumer-centric case planning and resource matching 

3. Prioritization of use of behavioral health system dollars 

4. Benefits of parity for mental health and addictions within Medicaid 

5. Potential lack of service capacity and timely access to services 

6. Lack of continuity of care 

7. Better interface between corrections and behavioral health 

8. Regulatory reform (relief and cost effectiveness) 

The Consensus Panel members reviewed each of the priority issues, using the following 
process: 

1. Defined the priority issue 

• Where one is in the system changes that person's view of whether system is 
"working". 

o Consumer 

o Family Member 

o Advocate 

o Mental Health Professional 

2. Discussed the options to address the priority issue 

o Provider Organization 
Executive 

o County Government 

o State Government 

o Taxpayer 

3. Reviewed examples of what other states are doing to address the priority issue 

4. Identified key issues, preferred options, and other relevant information available or 
needed 

The Consensus Panel narrowed the priority list from eight priorities to three priorities 
through the use of a nominal voting process. Each member was given three votes to 
identify the three most significant impediments and in addition, was asked to offer the 
best option to address the priority issue impediment. The following three priorities were 
ultimately selected by the Consensus Panel men1bers. 

• Priority One: Assure accountability of behavioral health system by developing 
performance measurements for best use of funding 

Nebraska Behavioral Health System Planning Initiative Report 
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• Priority Two: Develop standards for timely access to behavioral health services for 
all Nebraskans 

• Priority Three: Optimize the use of available funding for behavioral health services 
by initiating regulatory reform to reduce redundant costs and burdens in the delivery 
system 

The three priorities and the solutions offered by the Consensus Panel members are 
described in detail below, including a discussion of each priority, recommended steps to 
address each priority, and a proposed timeline to provide a "road map" of how to move 
forward. 

Priority One: Assure accountability of behavioral health system by developing 
performance measurements for best use of funding The Consensus Panel members 
identified this priority as the most important given the need for good data to evaluate 
and prioritize the delivery system investments. These measures will facilitate 
assessment of the clinical and cost effectiveness of programming, and ultimately guide 
decision-making about funding priorities. 

The Consensus Panel identified the following critical components in the development of" 
the performance measures: 

• An enhanced performance measurement system includes the adoption and use of 
one or more standard performance measurement instruments such as the 
Substance Abuse Mental Health Services Administration (SAMHSA) National 
Outcomes Measures (NOMs), which Nebraska currently completes annually as part 
of the Mental Health Block Grant criteria. Consensus 

• Panel member discussion identified the need for adoption of a consumer 
assessment tool that looked more specifically at the outcomes associated with 
evidence based practices (EBPs). 

• Performance measure initiatives would need to be coordinated with Magellan or 
another ASO, in addition to being an administratively simple system for provider 
organizations and consumers that would reduce other data collection efforts. 

The action plan for the development of a performance measurement system for the 
Nebraska behavioral health system will begin with research and evaluation of the use of 
standard performance measurement instruments being utilized in other states, such as 
the National Outcomes Measurement (NOMs) tool, a consumer satisfaction assessment 
tool, and a tool that can measure system-wide cost of services and systems, both 
service costs, and indirect/administrative costs. The research will establish a list of the 
measures to offer choices to the system stakeholders in the development of the 
Nebraska performance measures. 

The second complementary step involves research on what the Department of Health 
and Human Services (DHHS) and provider organizations are mandated to measure and 
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report on to various funding and regulatory sources. This will include current provider 
benchmark data sets, the regional center performance data, the RBHAs performance 
data, and the new outcomes report data from DBH. This research on other state 
performance measures and the DHHS and provider measures will be consolidated into 
a summary power-point document for presentation to the 'performance measurement' 
work group, made up of Consensus Panel members. 

The summary power-point presentation to the performance measurement work group 
meeting will be used to review the measures gathered in the research and prioritize 
those measures to include in a Nebraska Behavioral Health System Performance 
Dashboard, which will be posted on the state Department of Health and Human 
Services (DHHS) website to ensure transparency for all stakeholders. A draft of the 
Nebraska Behavioral Health System Performance Dashboard will then be developed, 
along with a detailed plan and specifications for the process to import the identified data 
into the dashboard. 

This will be followed by a meeting of the Consensus Panel to review and modify as 
needed the draft Nebraska Behavioral Health System Performance Dashboard and the 
detailed plan and specifications for the process to import the identified data into the 
dashboard. A beta test of dashboard will then be conducted, including the data' 
collection process, website development, and the process for importing the data to the 
website. The Consensus Panel will then meet to review the first quarterly Nebraska 
Behavioral Health System Performance Dashboard, and recommend any needed 
modifications. 

Each quarter thereafter, the Consensus Panel will be convened to review the quarterly 
Nebraska behavioral health system performance report. 

Following is a suggested timeline for the implementation steps for Priority One . 

Nebraska Behavioral Health System Planning Initiative Report 
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Task Date 
1. Conduct research on other state behavioral health system perfonnance measures 5/10/10 

2. Conduct research on what DHHS and provider organizations are mandated to measure and report 5/24110 

on to various funding and regulatory sources 

3. Develop a summary of the research, including an inventory of measures from the current system 6/8/10 

and other state systems 

4. Convene a Performance Measurement Consensus Panel to review available performance 6/17/10 

measures and prioritize measures for inclusion in the Nebraska Behavioral Health System 
Performance Dashboard 

5. Based on the Consensus Panel prioritization, create an initial design of a Performance 6/28/10 

Dashboard and preliminary specifications for importing existing data in the Performance 
Dashboard; reconvene the Consensus Panel to review and fmalize 

6. Finalize the design of the Performance Dashboard along with the specifications for importing 7/21/10 

data into the Dashboard and any related data collection tools; Create a web site for participating 
stakeholders to input/download any data that is not available through existing sources 

7. Manage a beta test of the Performance Dashboard - data collection; production of Dashboard; 8/4/10 

creation of web pages for public viewing of dashboard data; reconvene Consensus Panel to debrief 
on beta test and refine the Dashboard and reporting process based on Consensus Panel feedback. 

8. Produce a quarterly Nebraska Behavioral Health System Performance Dashboard Quarterly 

Priority Two: Develop standards for tinlely access to behavioral health services for all 
Nebraskans Ensuring timely access to needed services is a critical component of an 
effective system of care. The first step in ensuring timely access to services and 
acceptable wait-times is to establish standards for access to care. Once these 
standards are established, actual access rates can be measured comparison with the 
standards, the root causes of access issues for specific services by region can 
identified, and action .plans can be developed to address any identified gaps in service 
capacity. 

The action plan for the development of access standards will begin with research to 
determine any established standards for consumer access to services both within 
Nebraska and in other states. The results of the research will be summarized in a 
power-point docunlent for presentation to the Consensus Panel members. 

A meeting of the Consensus Panel will be convened to review the surrlmary power
point document and to identify quarterly access to care standards for the Nebraska 
behavioral health system by region. A draft of an Access to Services Report will then 
be developed, along with a detailed plan and specifications for the process to import the 
identified data into the report. The report will be posted on the state Department of 
Health and Hunlan Services (DHHS) website to ensure transparency for all 
stakeholders. 

A beta test of the access to services report will then be conducted, including the data 
collection process, website development, and the process for importing the data to the 
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website. The Consensus Panel will then meet to review the first quarterly access to 
services report, and recorrlmend any needed nl0difications. 

Each quarter thereafter, a quarterly access to care report will be developed. The 
Consensus Panel will be convened to review the quarterly Nebraska behavioral health 
system access to care report and identify system capacity issues based on the report. 

Following is a suggested timeline for the implementation steps for Priority Two. 

Task Date 
1. Conduct research on existing access to care standards from payers, including DHHS, other 5/17/10 
state systems, grants, and professional associations; develop recommendations for consumer 
access to care. 

2. Convene a stakeholder meeting (and web site for posting) to review the recommended 6/7/10 
standa rds for consu mer access to care 

3. Finalize the Nebraska Behavioral Health System Access Standards and develop a set of 6/14/10 
procedures and specifications to both measure and report the consumer access data 

4. Convene a stakeholder meeting (and web site for posting) to review the final standards, 7/5/10 
procedures and specifications for measuring and reporting consumer access data; finalize the 
standards, specifications, and procedures 

5. Manage a beta test of the Nebraska Behavioral Health System Access measurement 7/22/10 
system - data collection; production of access to care report; creation of web pages for public 
viewing of dashboard data 

6. Reconvene stakeholder group to debrief on beta test and review the initial data; refine the 8/5/10 
access measures, measurement process, and reporting format based on the stakeholder input. 

7. Manage a second quarter of data collection and reporting for the Nebraska Behavioral Quarterly 
Health System Access measurement system 

8. Reconvene stakeholder group to review the second quarter of consumer access data; Quarterly 
discuss possible solutions for services/ geographies where consumer access is below 
standard 

Priority Three: Optimize the use of available funding for behavioral health services by 
initiating regulatory reform to reduce redundant costs and burdens in the delivery 
system This priority identifies a need to establish a regulatory reform initiative to reduce 
redundant costs in the delivery system .. Examples of regulatory reform that may reduce 
redundant costs include: 

• Updating and amending Medicaid rules 

• Elirrlinating audit duplication 

• Initiating a one year moratorium on new regulatory requirements impacting the 
behavioral health industry for purposes of completing a cost analysis and amend 
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state law to require a cost analysis prior to public hearing as part of the state 
regulation and rule-making process 

• Expanding state licensing of professionals to include rehabilitation professions and 
others 

A full list of legislative and administrative rule changes that impact regulatory reform can 
be found in Appendix B. 

The first two steps in addressing priority number three involves gathering feedback from 
behavioral health system stakeholders on regulatory reform that would specifically result 
in system savings and efficiencies. The first is to establish a website on the DHHS 
website for stakeholder public comment on regulatory reform. The public comment 
website not only gathers information but also ensures transparency. The second step is 
to conduct a survey across the behavioral health stakeholders to identify regulatory 
reform that would speci'f!cally result in system savings and efficiencies. 

The results from both the regulatory reform website and stakeholder survey will be 
summarized and presented to a regulatory reform work group made up of Consensus. 
Panel members. The group will review the summary of findings and prioritize regulatory 
reform recommendations. The recommendations will address Medicaid regulatory 
changes that enhance the behavioral health system, DBH regulatory administrative rule 
changes, and the development of Legislative initiatives requiring statutory changes. 

A summary statement of regulatory reform in each of these three areas will be 
developed, along with a plan for dissemination and implementation, and then presented 
to a meeting of the regulatory reform work group for approval. . I 

Following is a suggested timeline for the implementation steps for Priority Three. 
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Task Date 
1. Develop a web site for stakeholder public comment on regulatory reforms 
that would specifically result in system savings and efficiencies 

2. Conduct a survey across behavioral health system stakeholders on 
regulatory reforms that would specifically result in system savings and 
efficiencies 

3. Develop a summary of the findings of the web site comments and 
stakeholder survey 

4. Convene a regulatory reform work group to review the summary of 
findings and prioritize regulatory reform recommendations 

5. Develop a summary statement of regulatory reform in each of these three 
areas: 

• 
• 
• 

Medicaid regulatory changes 

Division of Behavioral Health regulatory administrative rule changes 

Legislative initiatives requiring statutory changes 
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III. History of Oversight Commission & Resulting Vision 

The State of Nebraska, like many states, is at a crossroads in system financing and 
planning. State budget challenges, combined with historical system design and 
emerging consumer needs, are creating stresses on both system policy and planning. In 
response to the changing environment, the 2004 Legislature passed the Nebraska 
Behavioral Health Services (NBHS) Act which established a revised framework for the 
provision of behavioral health services in Nebraska. The NBHS Act established the 
Division of Behavioral Health Services and defined a behavioral health disorder as 
"mental illness or alcoholism, drug abuse, problem gambling, or other addictive 
disorder." The single most important event of the 2004 legislation was to move funding 
from the regional center hospitals to community-based services through Legislative Bill 
1083. 

That same year, the Legislature established the Behavioral Health Oversight 
Commission (BHOC), to oversee and support implementation of NBHS Act. The 
Nebraska BHOC completed an analysis in 2008 which culminated in a 2008 BHOC 
report to the Legislature and others and a subsequent 2009 BHOC issued another 
report. Both reports detailed the impacts of LB1083 and offered a number of. 
recommendations for the development and implementation of a more effective 
behavioral health system aided by a strategic vision. 

In addition to the above reports, a continuum of care study commissioned by the 
Behavioral Health Support Foundation (BHSF) and completed by HDR Consulting 
resulted in the design and development of the Lasting Hope Recovery Center (LHRC) 
as an additional and essential element in the behavioral health service continuum in 
Nebraska Region 6, as well as, providing capital funding for other community-based 
services in the Region 6 area. LHRC is operated by Alegent Health system and was 
funded by generous private sector contributions and is supplemented by state fundingi 

for operating support. Lastly, a study commissioned by the Behavioral Health Support 
Foundation, is being conducted by The Gallup Organization to solicit public and 
stakeholder perceptions of continuity of care needs within the behavioral health system 
in Region 6. This study is in progress with an outcome expected in March of 2010. 

The 2009 BHOC developed a strategic vision and recommendations for the continuing 
reform and transformation of the Nebraska behavioral health system. The following 
statements comprised the BHOC's strategic visionii

: 

1. Promote well ness, recovery, resilience, and self determination for adults and 
children and such system will be consumer and family driven 

2. Focus on and create positive outcomes coupled with a performance evaluation 
process that supports continuous quality improvement for the division as well as the 
Regional Behavioral Health Authorities, providers and recipients of services 

3. Provide inclusive and transparent planning through genuine partnership and 
collaboration with a diverse group of stakeholders, including meaningful participation 
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by consumers, to promote a rational, strategic decision-making environment and 
process 

4. Focus on prevention and early intervention 

5. Share a cooperative and common vision among DHHS divisions regarding recovery, 
best practice, access to care, and funding 

6. Encourage public/private partnerships 

7. Pursue every opportunity to maximize available revenue sources, including but not 
limited to Federal grants and maximization and capture of Federal Medicaid match 
dollars, and these new revenue sources will be reinvested in the behavioral health 
system 

8. Implement a process that expands the above seven strategic vision statements into 
specific processes, activities and objectives to be accomplished and provide 
progress and accomplishment measurements to ensure the above strategic vision 
statements are effectively implemented 

The Behavioral Health Support Foundation brought together stakeholders from all parts 
of the State of Nebraska and throughout the behavioral health system of care to engage 
in a system planning initiative. The perceived need for a system planning initiative is 
driven by: the results of the analyses citied above; recent budget and regulatory 
changes at both the Federal and the state level; and the perception of Nebraska thought 
leaders that the implementation of the BHOC's recommendations may be hindered by 
competing and unprioritized stakeholder demands. Any planning for Nebraska's 
behavioral health system is also complicated by a 'crisis response' mentality in 
Nebraska. The unintended consequences of recent 'child safe haven' legislation and 
turmoil at Beatrice Developmental Center have occupied the attention of both the 
executive and legislative branches of government. These issues have kept the focus on 
the 'urgent' and detracted from more systematic and strategic planning. 

Nebraska stakeholders agree that there is a need to move forward the planning process 
and establish priorities for the Nebraska behavioral health system. Some, but certainly 
not all, of the elements to be considered in the planning process are state-of-the-art 
contracting and purchasing practices; the role of the six regional behavioral health 
authorities (RBHAs) including regional needs and regional resources; the role of the 
state regional center system; and the role of public/private partnerships in system 
operation. 
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IV. Summary of System Structure 

A unique feature in Nebraska behavioral health system is the state's regional structure. 
Nebraska's non-Medicaid public behavioral health services for children and adults are 
managed directly by six Regional Behavioral Health Authorities (RBHAs). Two of the 
regions include urban areas - Omaha and Lincoln. The other four regions are rural or 
frontier. The RBHAs provide behavioral health services and also contract with providers 
for inpatient, outpatient, emergency, and community-based services within the regions. 
Funding, oversight, and technical assistance to the RBHAs is provided by the Division 
of Behavioral Health (DBH). Each RBHA is governed by a Regional Governing Board 
and has a regional advisory cOrTlrTiittee consisting of consumers, providers, and other 
interested parties. 

The RBHAs are considered local units of governments which partner with the state DBH 
to do planning and service implementation. Each county taking part in a region appoints 
one county cOrTlmissioner to sit on a regional board. The county commissioner 
represents that county, speaks to specific region needs, and participates in the decision 
making of the board. Each of the RBHAs is staffed by an administrator who in turn hires 
additional personnel. Each RBHA purchases services from providers in that region. If 
necessary, services are purchased from other service providers across the state. 

The map below shows Nebraska Behavioral Health Regionsiii
. 

Behavioral He,alth Regions 

-
I 

Regfon4 - -
-
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<G i5!1() __ 

'~I ....a-..... .....a--:l'...... ....a..... ......... :r-....l' 

Nebraska Behavioral Health System Planning Initiative Report 
Prepared For The Behavioral Support Foundation 
Prepared By OPEN MINDS / March 15, 2010 16 



• 
I·"''' · •••• •• Ii ... ~. 
OPEN 
MINDS 

Table Two below details the population base of each region in 2000 and 2007. 

Table Two. Population Base by Region!Y 

Region Regional Population % of State Population °A, of 
Office Counties (2000) Population (2007) Population 

(2000) (2007) 

1 (panhandle) Scottsbluff 11 90,410 5.3% 85,859 4.85% 

2 (West North 17 102,311 6.00/0 99,368 5.630/0 
Central) Platte 

3 (South Kearney 22 223,143 130/0 222,169 .12.560/0 
Central) 

4 (Northeast & Norfolk 22 216,338 12.6% 205,386 11.620/0 
North Central) 

5 (Southeast) Lincoln 16 413,557 24.2% 433,114 24.45% 

6 (Eastern) Omaha 5 665,454 38.90/0 723,577 40.89% 

Totals 93 1,711,213 100.00/0 1,769,473 100.0% 

The Division of Behavioral Health is made up of two departments, the Community 
Based Services Department and the Regional Centers Services Department. The 
budgets for each department are separate line item appropriations and are not 
intermingled. The Regional Centers care for persons, among others, corrlmitted by 
mental health boards or the courts. Lincoln Regional Center, a 250-bed, Joint 
Commission-accredited state psychiatric hospital, provides 95 beds for general 
psychiatric services, with the remainder of the beds dedicated to forensics and sex 
offender residential services. Norfolk Regional Center is a 120-bed facility now intended 
to provide only sex offender services. As of this report, there remain approximately 11 
behavioral health residents, many of whom are difficult to place in comn1unity hospitals 
due to violent behavior for which the state has targeted placement in community-based 
settings by March 2010. Hastings Regional Center provides adolescent residential 
mental health and substance abuse treatment for boys and girls. The Hastings Regional 
Center is licensed for 40 beds, accredited by the Joint Commission and services must 
be pre-authorized through Magellan Behavioral Servicesv

. 

DBH is the manager of the behavioral health system through the use of both state 
general funds and Medicaid funds to pay for services. The 2007 federal estimate of 
Nebraskan adults with serious mental illness in Nebraska is 71,351.Vi The Nebraska 
behavioral health system using both state general funds and Medicaid served 48,949 
persons with serious mental illness in 2009. Nebraska state general funding in 2009 
served 32,082, while the number of adults served by Nebraska Medicaid behavioral 
health funding was 16,867. The combined state general fund and Medicaid resulted in 
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a penetration rate of 69% of the 71,351 persons identified with a serious mental illness 
in Nebraska. 

Another feature of importance in the Nebraska behavioral health delivery system is the 
changing dynamics of the behavioral health professionals working in the system. The 
Nebraska Center for Rural Health Research completed a workforce planning project in 
September 2009 titled, "A Critical Match" and it offers an in-depth review of the work 
force issues.vii The purpose of this project was to develop a strategy for meeting the 
health care workforce needs of Nebraska. Three significant factors were identified for 
behavioral health providers. 

1. 36.7% of the psychiatrists in the workforce are now in the pre-retirement age group, 
i.e., 55 years and older. Additionally a number of retired psychiatrists retain their 
license offering a disparity in the actual number of practicing psychiatrists in 
Nebraska. 

2. 33.3% of the physician assistants in the workforce are now in the pre-retirement age 
group, i.e., 55 years and older. 

3. 500/0 of APRN's work in a primary care environment and their psychiatric practice is 
less than 40% of their time. 

The Nebraska behavioral health system uniqueness is in the rural/frontier nature of the 
state, the demographics and penetration rate of services to the target population, the 
evolution to move to a recovery oriented system, and the structure of the delivery 
system. The challenges identified are not unique to Nebraska and can be found in 
similar states with geographical and population similarities. 
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v. Summary of System Funding 

Behavioral health funding in Nebraska comes from a variety of sources ranging from the 
Federal government to local counties. The total state of Nebraska public behavioral 
health funding is approximately $275,013,522, and does not include commercial 
insurance, private grant funding or out-of-pocket costs by consumers. The Division has 
redirected $30 rnillion in funding from the state regional centers to conlnlunity-based 
services since July 2004, making it possible to close 232 adult beds and 16 adolescent 
mental health beds at the Regional Centers and leveraged additional Medicaid dollars 
viii. These funds are now being used to purchase community-based services through the 
Regional Behavioral Health Authorities (RBHAs). Norfolk Regional Center is funded 
through LB 1099 funds so does not come out DBH state general funds. Figure Two 
below represents the total funding for behavioral health services with the exceptions 
noted above. Table Three below represents the total behavioral health system 
expenditure by percentage in FY09. 

Figure Two. Total Behavioral Health System Funding for FY09~ 

Total FY09 Behavioral Expenditures = $275,013,552 

SAPTBG, CMHBG, Federal Homeless 
$7,505,025, $1,82~6~,7~15~ _____ Assistance Grant, 

$288,000 
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Table Three. Total Nebraska Behavioral Health System Funding by Percentage in FY09 

Expenditures Percentage of Total 

State Medicaid $72,333,863 26.3% 

State General Fund $68,133,954 250/0 

Lincoln Regional Center $35,867,053 130/0 

State Medicare $33,363,755 12% 

NOlfolk Regional Center $14,845,396 5.3% 

State Cash Fund $14,582,280 5.3% 

County-funded community mental health selVices $10,000,000 40/0 

Medicaid Match $8,207,863 30/0 

CountylLocal Match $8,059,928 30/0 

SAPT Block Grants $7,505,025 2.70/0 

CMH Block Grants $1,826,715 .07% 

Federal Homeless Assistance Grant $288,000 .001% 

Total $275,013,552 

The Division of Behavioral Health Community Services contracted $75,967,094 in Fiscal 
Year 2009 (FY09) to the six RBHAs. The Medicaid behavioral health expenditures for 
FY09 were $72,333,863. By statute each county in a behavioral health region 
additionally provides funding as a match against specific state general funds at an 
approximate ratio of $1.00 of County funds for every $7.00 of State funds for the 
administration of the behavioral health authority and for the provision of behavioral 
health services in the region. Lancaster and Douglas Counties are unique in the state 
as each county funds a community mental health center to meet the behavioral health 
needs of the county. Figure Three below is a breakdown of the Medicaid behavioral 
health expenditures of $72,333,863 in FY09. The breakdown of Medicaid behavioral 
health outpatient services in FY 2009 is represented in Figure Four. 

Figure Three. Total FY09 Medicaid Behavioral Health Spending~ 
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FY 09 Medicaid BH Expenditures = $72,333,863 Adult 

Inpatient Substance 

Prescribed 
Drugs, 

$31,464.984 

cute Psych, 
$7,314,518 

Transpol1"ation 
, $973,585 

Abuse, 
2,745,618 

4 Hour 

Injectible 
Drugs, 

$1,031,169 

Figure Four. FY09 Medicaid Outpatient Behavioral Services Health SpendingA! 

FY 09 Medicaid BH Outpatient = $12,441,145 

Community 
Treatment 

Aides, $0.00 

Day Treatment, 
$228,997 

Medication 
Management, 

$710,766 

Other Services, 
$72,111 
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Medicaid reform was mandated by the Nebraska Legislature in LB 709 (2005) through 
the Medicaid Reform Act. .The Act mandated "fundamental reform" of the state's 
Medicaid program and a significant rewriting of Medicaid-related statutes. On April 16, 
2008, Magellan Behavioral Health was selected as the Adrninistrative Service 
Organization contractor for Medicaid and Division of Behavioral Health state funds. The 
contract began on May 1, 2008 and ends on June 30, 2010. The contract allows for 
three one-year extensions to allow for continuity in management of Medicaid funds. 

A Magellan Partnership Quality Improvement Team (MQIT) was established in October 
of 2008 by the Nebraska DHHS to work on building effective working relationships with 
all contract and DHHS partners and obtain data to manage the Behavioral Health 
system in order to achieve positive consumer outcomesxii

• 

The goals of the MQIT initiative included the following: 

• Improving communication and coordination between the three Divisions, Regions, 
Providers, Consumers, Families and Magellan. 

• Developing an understanding of the work flow, systems and processes related to 
data and making recommendations for improvement. 

• Establishing a mechanism for the identification, review and resolution of issues. 

• Reviewing reports and recommending content and format improvements to ensure 
the presentation of meaningful data. 

The Nebraska Division of Behavioral Health is responsible for the both the non
Medicaid and Medicaid service delivery system. The Regional Behavioral Health 
Authorities act as agents to ensure the service components meet the distinct needs of 
the respective regions. While the total spending for the Nebraska behavioral health 
system in FY09 was $275,013,552, the administrative costs involved were at a rate of 
15.8%. Table Four below details the expenditure by category with assumptions of 
percent to administration and estimates of direct care funding. 

Table Four. Total DBH Spending - Administrative vs. Direct Care 
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Estimated Direct Estimated 

DBH Spending Expcnditures Carc Funding Administrative Assumption 
Costs 

Contracted to RBHAs $75,967,004 $72,900,831 $3,106,293 Assume 4% regional cocrdination 
administration ca;ts 

Regioo 1 $5,487,862 $5,113,774 $374,118 Asswre 6.8% admin ca;ts 

Regioo 2 $5,481,659 $5,274,731 $206,928 AssUJre 3.7% admin ca;ts 

Regioo 3 $12,255,963 $11,662,340 $593,623 Asswre 4.8% admin ca;ts 

Regioo4 $10,184,894 $9,621,624 $563,270 Asswre 5.5% admin ca;ts 

Region 5 $17,928,348 $17,0~,395 $877,953 Asswre 4. <)010 admin ca;ts 

Region 6 $24,628,368 $24,137,967 $4~,401 Assurre 2.0% admin ca;ts 

County/Local Match for $8,059,928 $0 $8,059,928 Assume 100% admin costs 
RBHAs 

Mlgellan ASO Contract $1,100,000 $0 $1,100,000 Assume 100% admin costs 

Medicaid Match $8,207,863 $8,207,863 $0 Assume direct claims $ 8,207,863 

DBH Administration $3,858,778 $0 $3,858,778 Assume 100%admin costs 

Other Contracts $14,165,658 $12, 749,092 $1,416,566 Assume 1 (JYo admin ca;ts 

Total $111,359,321 $93,857,786 $17,541,565 Assume 15.80/0 admin costs 

The total Nebraska behavioral health community-based spending in FY09 was 
$100,543,557. Figure Five below identifies each of the community-based spending 
components as identified by DBH in the biennial budgeting process. These essentially 
are the expenditures in the communities and not in institutions. They include 
assessment, outpatient therapy, pharmaceutical, medication management, day 
treatment, and other supportive comnlunity-based options. 

Figure Five. Nebraska Behavioral Health Community Based Spending = $100,543,557 
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Other Contnlcts, 
$1",,165,65~, 7u/o 

Medic~lid Match 
(frollt C~neral 
Fund dollnrs), 

583, ",°/0 

1~'nJASO 
tnlet, 

,000, 1 °/0 

The contracted funding to the RBHAs is made up of state general funds, Community 
Mental Health Block Grant (CMHBG), Substance Abuse Prevention and Treatment 
Block Grant (SAPTBG), and local county match. The formula for distribution to the 
RBHAs is based on population of the counties within each of the RBHAs. Tables Five 
and Six provide a breakdown of the RBHA expenditures and population changes from 
2000 to 2007 . 
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Table Five. RBHA Expenditures and Population Changes from 2000 to 2007 

RBRA. Region State Funding Percent of Region Percent of RBHA Total 

Region 1 $5,487,862 7.2% ofRBHA Total 

Mental Health $3,069,847 560/0 of Region 1 Total 4.00/0 of RBHA Total 

Substance Abuse $2,043,896 37% of Region 1 Total 2.7% ofRBHA Total 

Regional Coordination $374,118 7% of Region 1 Total .50/0 ofRBHA Total 

Region 2 $5,481,659 7.2% ofRBHA Total 

Mental Health $3,323,141 61 % of Region 2 Total 4.30/0 ofRBHA Total 

Substance Abuse $1,951,589 36% of Region 2 Total 2.6% of RBHA Total 

Regional Coordination $206,928 40/0 of Region 2 Total .3% ofRBHA Total 

Region 3 $12,255,963 16.2% of RBHA Total 

Mental Health $7,482,151 61 % of Region 3 Total 10% of RBHA Total 

Substance Abuse $4,180,162 35% of Region 3 Total 5.50/0 ofRBHA Total 

Regional Coordination $593,623 5% of Region 3 Total .70/0 of RBHA Total 

Table Six. RBHA Expenditures and Population Changes from 2000 to 2007 

RBHA Region State Funding Percent of Region 

Region 4 $10,184,894 

Men tal Health $5,735,223 56% of Region 4 Total 

Substance Abuse $3,886,400 38% of Region 4 Total 

Regional Coordination $563,270 6% of Region 4 Total 

Region 5 $17,928,348 

Mental Health $9,169,713 51 % of Region 5 Total 

Substance Abuse $7,880,682 440/0 of Region 5 Total 

Regional Coordination $877,953 50/0 of Region 5 Total 

Region 6 $24,628,368 

Men tal Health $15,944,976 650/0 of Region 6 Total 

Substance Abuse $8,192,991 33% of Region 6 Total 

Regional Coordination $490,401 2% of Region 6 Total 
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13.3% of RBHA Total 

7.50/0 ofRBHA Total 

5.1 % ofRBHA Total 

.70/0 ofRBHA Total 

23.6% of RBHA Total 

12.1 % ofRBHA Total 

10.40/0 ofRBHA Total 

l.1 % ofRBHA Total 

32.5% of RBHA Total 

21 % ofRBHA Total 

10.8% ofRBHA Total 

.70/0 ofRBHA Total 
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The RBHAs are responsible for serving persons with a serious mental illness with the 
contracted state general funds and any additional funds gathered from commercial 
insurance, Medicaid, Medicare, program grants, and self-pay fees from consumers. 
Table Seven below offers a snapshot of the unduplicated count of person's receiving 
behavioral health services by region. 

Table Seven. DBH System Utilization by Region 

Service MIl SA MIl SA MIl SA MIl SA MIl SA MIl SA 

Total 1,050 432 1,340 712 2,8CX5 1,930 1,579 1,(0) 6,121 5,246 5,fJJ2 4,495 

NuniJer 

Percent 71 % 2g>1o 65% 350/0 5g>1o 41 % 61 % 3g>1o 54% 46% 55% 450/0 I 

The Nebraska utilization review of services (URS) for FY09 provided by Magellan , 
through the ASO contract offers an additional snapshot of persons served in community 
nlental health centers (CMHCs), State psychiatric hospitals, & other settings with DBH 
funding. Table Eight below details the setting of the service, age groups, and percent of 
utilization in the different settings. 

Table Eight. Persons Served in CMHCs, State Psychiatric Hospitals, & Other Settings 
With DBH Funding (Duplicated Numbers) 

Community 690 992 9533 10387 277 166 83% 
Providers 

State 8 25 99 370 5 9 2% 
Psychiatric 
Hospitals 

Other 126 164 1657 1975 37 41 15% 
Psychiatric 
Inpatient 

Subtotal 824 1181 11289 12732 319 216 100% 

Total 26,561 
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The behavioral health funding in Nebraska generates from a variety of sources and an 
estimated 840/0 goes to delivery of direct care to consumers. What is not captured in the 
information throughout this section is the self-pay from consumers, commercial 
insurance, and grant funding captured by the RBHAs or the contracted providers of the 
RBHAs . 
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VI. Nebraska Behavioral Health System Limited Performance 
Measurement Data 

The Nebraska behavioral health system has some limited performance measurement 
initiatives in place but the data is not aggregated to for system-wide use in planning, 
monitoring performance, and supporting decision-making. Magellan, as the ASO 
contractor, manages both the Medicaid and State funds for the Division of Behavioral 
Health (DBH) by contract and is responsible for performance measurement reports (see 
Appendix C). These reports are provided to DBH, the Medicaid division, the Regional 
Behavioral Health Authorities (RBHAs), and the system providers. Additionally there are 
some performance measurement initiatives within the RBHAs and the contracted 
behavioral health providers. 

The regional administrators for the RBHAs and the contract providers in 
attendance at the Consensus Panel meetings identified a number of performance 
measurement projects that are customized to meet the needs of each respective 
organization. However, the data from these initiatives is not aggregated at the 
system-wide level. 

The DBH Substance Abuse Prevention and Treatment Block Grant (SAPTBG) and the 
Community Mental Health Block Grant (CMHBG) each identify performance measures 
in the 2010 applications (Appendix H). The outlined performance measures in the 
CMHBG and SAPTBG applications are missing how the data will be utilized in system 
development and decision-making. Additionally there is no historical representation of 
the data to offer a picture of progress over time. 

External performance measurement of the behavioral health system is offered by the 
National Alliance on Mental Illness (NAMI). The 2009 NAMI report card rated 
Nebraska's behavioral health system as follows: 

• Health promotion and measurement: F 

• Financing and core treatment/recovery services: D 

• Consumer and family empowerment: F 

• Community integration and social inclusion: F 

Suicide is identified as the 10th leading cause of death in Nebraska and Nebraska ranks 
38th in the rate of suicide nationally. Annually, DBH in conjunction with the RBHAs 
conducts a community mental health block grant consumer survey as a part of the 
MHBG requirement. Table Nine below presents the results of the 2009 survey Mental 
Health Statistics Improvement Program (MHSIP?iii. The survey is 28 question consumer 
satisfaction survey constructed to fit into the seven domains identified below in the 2009 

Nebraska Behavioral Health System Planning Initiative Report 
Prepared For The Behavioral Support Foundation 
Prepared By OPEN MINDS I March 15, 2010 28 



_ .. -
Ii- -.. ~ 
OPEN 
MINDS 

survey. The discussion in the Consumer Panel meeting lead to concern over the low 
score on outcomes, functioning, and social connectedness. 

Table Nine. Annual 2009 Community Mental Health Block Grant Adult Consumer 
Survey 

Ac ess 

Outcomes 

(-:en ·rat Satisfaction 

Pilrtkipilli on in T reatmenl 

I"anning 

Functioning 

SIKial Connectedn S5 

Statewide SUUUllary - ~IHSIP Scales - Adults 

0% 10', 20' ,.) 

715% 

79 .8% 

75 .2°, 

1 0 Agree 0 Neutral 0 Di"agree I 

1 ] . . ~% 4.2 . .h 

1 
22.3"", 1 6.2% 

1 
"l1, 1 7u 
D . J ~ '"f . J 

I ]6.2" , Ll) UI, 

1 17.7% 1 / . 1%, 

Overall, while there is some perfornlance measurement initiatives underway in the 
Nebraska behavioral health system, concerns with some of the data gathered were 
offered by the Consensus Panel members, and the data is not aggregated for system
wide use in planning, monitoring performance, and supporting decision-making. 
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VII. Gap Analysis of Current Nebraska Behavioral Health System & 
System Vision 

The OPEN MINDS team conducted a gap analysis comparing the current Nebraska 
behavioral health system with the system vision identified in the BHOC 2009 report. The 
following summary addresses the eight 2009 BHOC's strategic vision statements and 
the current gap in achieving the vision.xiv 

1. Promote wellness, recovery, resilience, and self determination for adults and 
children and such system will be consumer and family driven. The Nebraska 
behavioral health system continues to make progress in meeting this vision. 
Consumers are increasingly involved in their care as evidenced in three areas. 
One area is the use of consumer advisory groups at all levels of the system, 
including the regional and state advisory councils. The consumer advisory groups 
are joined by advocacy groups such as the National Alliance on Mental Illness 
(NAMI) and the Mental Health Association of Nebraska. The second area of 
development has been the addition of Peer Support Specialists who provide 
training and utilization in the system of care. The third area involves the team 
decision-making with consumers on the range, level, and choice of available. 
services to meet the consumer's unique needs. 

2. Focus on and create positive outcomes coupled with a performance evaluation 
process that supports continuous quality improvement for the division as well as 
the Regional Behavioral Health Authorities. providers and recipients of services. 
The current behavioral health system is not a system that has a unified and fully 
developed performance measurement process or outcomes that support decision
making. A variety of local providers have some performance measure or outcome 
measure data that is specific to regulatory mandates, funding requirements, or 
needs of that provider organization, but this data is not aggregated into overall 
system performance measures. The lack of a system-wide performance evaluation 
process makes establishing funding priorities in a challenging economic 
environment difficult if not impossible. 

3. Provide inclusive and transparent planning through genuine partnership and 
collaboration with a diverse qroup of stakeholders. including meaningful 
participation by consumers, to promote a rational. strategiC decision-making 
environment and process. The Consensus Panel members identified a continued 
concern over the lack of continuity and inclusion in a meaningful planning process 
with the Division of Behavioral Health. The behavioral health system stakeholders 
are made up of five major stakeholder groups: 

o DBH/Medicaid 

o Regions 

o Providers 
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o Consumers 

o Other key stakeholders 

The system stakeholders do not have regular meetings to identify strategic system 
issues and make plausible plans to reach an improved behavioral health system. 

4. Focus on prevention and early intervention. The discussion at the January 21 -22, 
2010 behavioral health system planning Consensus Panel meeting indicated that 
the system is focused heavily on crisis services and the financial resources are 
being directed to emergent and core service delivery. There is evidence of 
scattered well ness projects going on in the six RBHAs but no unified or concerted 
initiatives with the exception of Substance Abuse programs. Substance Abuse has 
established regional prevention coordinators and a prevention web site. One 
additional area that could be considered prevention and early intervention is the 
Network of Care web site, which offers web access by service choice in every 
region but was also offered as a concern by the Consensus Panel due to their 
limited involvement and input in the development of the Network of Care 
information. 

5. Share a cooperative and common vIsion among DHHS divisions regarding 
recoverv. best practice. access to care. and funding. The BHOC adopted a 
statement about cooperation and a common vision in 2009. The statement is to, 
"foster, encourage and promote creative ways to develop services and supports 
that consumers want and need while maximizing existing funding, using open 
communication and developing trusting relationships". This is accomplished by 
promoting partnerships and multi-dimensional communication among consumers, 
the divisions of the Department of Health and Human Services, the Behavioral 
Health Regions, Regional Centers, Community-Based Agencies, peer providers, 
and Behavioral Health Division advisory committees. 

System stakeholders have numerous opportunities to connect, and be involved in 
system development focused on recovery, best practices, access to care, and 
maximization of funding. Despite the many vehicles for communication and the 
acceptance of the Behavioral Health Communication System (Figure Five), the 
behavioral health system remains in debate as to the strategies to reach the 
envisioned system. Ongoing system issues include the need for behavioral health 
workforce development, collaboration with the corrections system in the treatment 
of behavioral health consumers, initiatives to address cultural and linguistic 
competence of the workforce, and access to medication for the underinsured and 
uninsured. Figure Six below addresses the communication process that should be 
in effect among system partners building more effective services for consumers in 
the behavioral health system, built upon a common visionxv 
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Figure Six. Behavioral Health Communication System 

Communication built 
upon Trust-Based 
VVor.king Relationships 
~osters e~fective: 

Collaboration 
SystelTl Outcomes 
SystelTl 
ManagelTlent 
Alliances 

Shared: 

Vision 
Recovery 
Philosophy 
Resources 
Commitment 
to Excellence 

System Partners: 

DHHS BH . 
Medicaid . & CFS 
BH Regions 
Peer Providers 
COlTllTlunity-Based 
Agencies 
Advisory 
COlTllTllttees 

6. Encourage public/private partnerships. The Nebraska behavioral health system is 
built on a model which encourages public/private partnerships. Private sector 
funding is available for capital projects but only if the State can provide operating 
funding for sustainability. Additionally the model is illustrated by the contractual 
relationships of the Nebraska DBH, the six RBHAs and the providers within the six 
regions. The current DBH state funds are only provided to the RBHAs and the 
contracted providers within each RBHA. This partnership does not include those 
provider organizations that do not have contracts with the RBHAs. Behavioral 
health providers not in the contract group do not have access to state DBH funds 
and have to find other funding sources to serve similar populations. 

7. Pursue every opportunity to maximize available revenue sources. including but not 
limited to Federal grants and maximization and capture of Federal Medicaid match 
dollars. and these new revenue sources will be reinvested in the behavioral health 
system. The Nebraska behavioral health system has numerous funding sources 
that includes Medicaid, Medicare, State general funds, County funds, private 
funding, and local community grants. The advent of the American Recovery and 
Reinvestment Act (ARRA) has brought relief in the state Medicaid match formula 
from essentially a 40% state and 60% federal n1atch to a 30% state and 70% 
federal match. This has freed up state general funds that would have gone to the 
Medicaid match to be used more flexibly. Where federal Medicaid funding can be 
maximized, state funding may be diverted to other operating funding. Where 
Federal Medicaid match opportunities exist, Nebraska should leverage these 
federal funds. 
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8. Irnplement a process that expands the above seven strategic vision statements 
into specific processes. activities and objectives to be accomplished and provide 
progress and accomplishment measurements to ensure the above strategic vision 
statements are effectively implemented. Without a targeted set of objectives and 
accompanying timeline, progress cannot be monitored and success cannot be 
assured. This is critical for a more effective behavioral health system for 
consumers in Nebraska. 

Two additional factors that impact the gap analysis of the current system and system 
vision are a limited behavioral health workforce and the recent initiation of a separate 
strategic planning process by DBH. The limited behavioral health workforce was 
substantiated in the workforce development study commissioned by the 2009 BHOC. 
The study has resulted in a completed report (A Critical Match) by the Nebraska Center 
for Rural Health Research which was presented in September 2009xvi

. Three significant 
factors were identified for behavioral health providers. 

• 36.7% of the psychiatrists in the workforce are now in the pre-retirement age group, 
i.e., 55 years and older. Additionally a number of retired psychiatrists retain their 
license offering a disparity in the actual number of practicing psychiatrists in 
Nebraska. 

• 33.3% of the physician assistants in the workforce are now in the pre-retirement age 
group, i.e., 55 years and older. 

• 50% of APRN's work in a primary care environment and their psychiatric practice is 
less than 40% of their time. 

Pursuant to LB603, the University of Nebraska Medical Center has initiated 
development of behavioral health learning sites in the six regions. This project is just 
beginning and is intended to have training that meets the needs of each region and to 
develop the behavioral health workforce using multi-disciplinary training. In addition, 
telehealth opportunities will be pursued more aggressively. 

The second factor relates to the Division of Behavioral Health (DBH) facilitating a 
November 2007 strategic partner planning session followed by a November 2008 
strategic planning meeting. The planning meeting did involve some behavioral health 
stakeholders that were engaged in a discussion to develop recommendations. These 
recommendations can be found on the DBH website.xvii No additional meetings were 
held as a follow up to implementation. 
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Appendix A: Consensus Panel and Planning Group Members 

Consensus Panel Group 
Connie Barnes 
Beth Baxter 
Mary Barry-Magsanlen 
Susan Boust 
Carole Boye* 
Linda Burkle 
Roxie Cillissen 
Pat Connell* 
Jonah Deppe 
Scott Dugan 
Shannon Engler 
Aimee Folker 
Ingrid Gunsebom 
Rhonda Hawks** 

Becky Janulewicz 
CJ Johnson 
Patti Jurjevich* 
Sheree Keely 
Vicki Maca 
Donna Polk-Primm 
Amy Richardson 
Nancy Rippen 
Jean Sassatelli 
Kathy Seacrest* 
Dean Settle 
Sharyn Wohlers 

*Member of Planning Group 
**Principal 

Agency Represented 
Behavioral Health Specialists 
Region Program Administrator, Region 3 
St. Monica's (Lincoln) 
University of NE Medical Center 
Community Alliance 
The Salvation Army 
Medicaid -- State of Nebraska 
Boys Town National Research Hospital 
NAMINE 
Mid Plains Counseling 
Bryan LGH 
Consumer 
Region Program Adrrlinistrator, Region 4 
Behavioral Health Support Foundation 

Goodwill Industries of Greater Nebraska 
Region Program Administrator, Region 5 
Region Program Adrrlinistrator, Region 6 
Alegent Health 
BH - State of Nebraska 
Nebraska Urban Indian Health Coalition 
Lutheran Family Services 
Consumer & Nurse 
Catholic Charities 
Region Program Adrrlinistrator, Region 2 
Lancaster Community Mental Health Center 
Region Program Administrator, Region 1 
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Appendix B: Prioritization of Legislative Initiatives & Regulation 

Several areas of possible legislative action and administrative rule changes were 
discussed by the Consensus Panel but no consensus was gained in terms of an agreed 
upon list or the most appropriate action plan. The Consensus Panel members offered 
the need to develop a behavioral health caucus unifying the behavioral health 
stakeholders into one clear voice for the Legislators. Any legislative action items will 
require statutory changes while the administrative rule changes will require policy and 
practice changes. Priority number three addresses the need to develop a master list of 
high cost regulations and legal requirements and prioritize that list in terms of system 
costs. The discussions which took place at the Consensus Panel meetings included the 
following possible items for the master list: 

Legislative items identified by the behavioral health planning Consensus Panel 
stakeholders include the following but do not represent a consensus vote by the panel 
members: 

1. Update and amend Medicaid and related eligibility rules and plans to provide for 
presumptive eligibility 

2. Legislatively or administratively initiate a one year moratorium on new regulatory 
requirements impacting the behavioral health industry for purposes of completing a 
cost analysis and amend state law to require a cost analysis prior to public hearing 
as part of the state regulation and rule-making process 

3. Amend facility licensing statutes and/or regulations to provide for broader recognition 
of deemed status and cross-over between like services for purposes of reducing 
redundancy and inefficient use of scarce resources 

4. Expand state licensing of professionals to include rehabilitation professionals and 
other related fields relevant to Medicaid Rehabilitation Option services 

5. Directly appropriate State match for all behavioral health services or, in the 
alternative, legislate a cap on amount of general fund appropriations transferred 
from Division of Behavioral Health Program 38 to the Medicaid division for purposes 
of matching Medicaid 

6. Merge regional center behavioral health appropriations with RBHA appropriations; 
provide for RBHA to purchase services from Regional Centers on a fee for service 
basis based on utilization 

Administrative Rule changes identified by the behavioral health planning Consensus 
Panel stakeholders include: 

1. Eliminate audit duplication for organizations and programs 
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2. Institute Peer Support Specialist Certification consistent with CMS guidance on the 
inclusion of Peer Support services within the Medicaid plan 

3. Evaluate the regulations imposed on organizations reporting to ensure among other 
things, the coordination of federal and state requirements for service delivery 

4. Institute a policy of no new regulations until a cost/benefit analysis has been 
conducted 

5. Define administrative expenses in the behavioral health system to provide equity 
across system providers in contracting and determining the administrative costs 
associated to provide behavioral health services 

6. Complete a cost rate analysis to identified shared definitions of services, outcome 
standards, and performance measures 

7. Initiate a policy and practice allowing RBHAs to purchase psychiatric beds directly 
from inpatient settings on a fee for service basis 

8. Evaluate the Magellan ASO contract relative to defining and measuring desired 
outcomes 

9. Convene stakeholders and explore "at risk" contracts with DHHS, RBHAs, and 
providers 

10. Streamline the Medicaid eligibility process so it is shorter and doesn't put pressure 
on the state funded behavioral health system 

11. Increase efforts to develop tele-health capacity across the state and across provider 
types 

12. Develop a standard statewide formulary of behavioral health services 

Nebraska Behavioral Health System Planning Initiative Report 
Prepared For The Behavioral Support Foundation 
Prepared By OPEN MINDS I March 15, 2010 36 



r:· 
OPEN 
MINDS 

Appendix C: Effect of Parity Legislation on Nebraska Medicaid 
Managed Care 

Nebraska's1999 parity law requires group health insurance plans to provide coverage 
for treatment of mental health conditions at parity with physical health conditions, 
including same out-of-pocket limits, lifetime limits, annual payn1ent limits, and inpatient 
and outpatient services limits, but not including deductibles, copayments, or 
coinsurance. The 1999 parity statute excluded substance abuse. 

A mental health condition is defined as any condition or disorder involving mental illness 
that falls under any of the diagnostic categories listed in the Mental Disorders Section of 
the ICD. Prior to January 1, 2002, "serious mental illness" was defined as 
"schizophrenia, schizoaffective disorder, delusional disorder, bipolar affective disorder, 
major depression, and obsessive-compulsive disorder." After January 1, 2002, serious 
mental illness was re-defined as "any mental health condition that current medical 
science affirms is caused by a biological disorder of the brain and that substantially 
limits the life activities of the person with the serious mental illness." There is a small 
business exemption for groups with 15 or fewer employees. 

The Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 
2008, signed into law on October 3, 2008 - as part of the Emergency Econorrlic 
Stabilization Act of 2008 - introduced momentous changes concerning equity in 
coverage for mental health and addiction treatment services. The 2008 Act amends the 
1996 Parity Act (which remains in effect through 2009) to include addictions, and further 
mandates that applicable plans must provide comparable annual or lifetime dollar limits 
for mental health and physical health services. Entities covered by the Act comprise 
group plans sponsored by private-sector employers and unions; church-sponsored 
plans; Medicaid managed care; some State Children's Health Insurance Plans (SCHIP) 
plans; and some state and local health plans. 

Parity Act Overview 
The Parity Act introduces several key provisions that have the potential to greatly 
transform mental health and addiction treatment services: 

• Equity in coverage for mental health and addictions treatment services 

• Out-of-network benefits 

• Preservation of State law 

• Small employer exemption 

• Cost exemption 
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Equity in coverage for mental health and addiction treatment services is applicable to all 
financial requirements including deductibles, copayments, coinsurance, and out-of
pocket expenses. It also applies to all treatment limitations, including frequency of 
treatment, number of visits, days of coverage, and other limits on scope and duration. 

With regard to out-of-network benefits, any group health plan (or coverage) that 
provides out-of-network coverage for medical and surgical benefits must also provide 
coverage, at parity, for mental health (MH) and substance use disorder (SUD) benefits. 
The issues around comparability of usual and customary fees are not addressed by this 
provision. 

The parity law protects state parity requirements that are more generous to the 
consumer. Also, small employers with two to fifty employees are exempt from the 
requirements of the Act. Small employers of 50 or fewer employees are exempt from 
the requirements of the Act, as State parity laws will continue to pertain to these 
employers and to individual plans. 

Last but not least, the parity legislation provides a limited cost exemption to employers. 
If a group health plan or coverage experiences an increase in total costs of 1 % (or 20/0. 
in the first plan year the Act is applicable) - including medical, surgical, and MH/SUD 
services - the plan can be exempted from the law for one year. Cost exemption 
eligibility must be determined by a qualified actuary who shall prepare a written report 
regarding a plan's cost increase after a plan has complied with the Act for the first six 
months of the plan year involved. Federal and State agencies reserve the right to audit 
a plan to determine its compliance with the Act when the plan has elected an 
exemption. 

There are some important exclusions in the parity legislation. Although 97% of employer 
health plans offer some mental health and addiction treatment benefits, the Act does not 
mandate that covered plans provide such benefits. However, if a plan chooses to offer 
MH/SUD coverage, costs and limits must be at parity to those of physical health 
coverage. Moreover, the Act does not mandate that all MH/SUD conditions are covered, 
as it only requires the coverage of conditions defined under each plan's terms. 

Also, the Parity Act does not apply to Medicare or Medicaid fee-for-service plans. 
However, parity in Medicare will be achieved through the Medicare Improvements for 
Patients and Providers Act (MIPPA). MIPPA was passed on July 15, 2008, to equalize 
coverage for outpatient psychiatric care under Medicare. On the Medicaid side, 
legislation reauthorizing SCHIP now requires parity. The previous provision to allow 
States to develop "benchmark-equivalent plans" for mental health was eliminated. As of 
2008, SCHIP coverage applied to 7.4 million children and it is estimated to reach 11 
million children by 2013. 

Questions & Issues in Parity Legislation Implementation 
While the Parity Act has much to offer, there are several key areas that are not yet 
resolved: 
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• Diagnostic exclusions 

• Separate (or combined) deductibles and out-of-pocket maximums 

• Network adequacy 

• Treatment restrictions 

• Medical necessity 

• Enforcement of fee structure requirement 

In the Parity Act, there is little or no mention of what Diagnostic and Statistical Manual of 
Mental Disorders (DSM IV) diagnoses need to be covered. Some advocates see this as 
a key concern. Instead, the Act requires the Government Accountability Office (GAO) to 
study coverage rates for cOrTlmonly included and excluded diagnoses, whether parity 
has affected what plans cover, and the impact of exclusions on enrollees' health. 

The language in the Act is not entirely clear on whether insurers can enact "separate 
but equal" deductibles and out-of-pocket maximums. The question is whether there will
be one single limit for deductibles and out-of-pocket maximums or separate limits (one 
for physical health and one for behavioral health) with two deductibles each year. 

While the Act requires payers to reimburse out-of-network behavioral health providers at 
the same rate as out-of-network medical and surgical providers, the issue of network 
adequacy remains. If payers have inadequate provider networks, consumers seek more 
service from out-of-network providers at lower rates of reimbursement. Advocates are 
looking for a requirement that insurers demonstrate the 'adequacy' of their behavioral 
health networks and, if inadequate, reimburse beneficiaries at the same rate as in
network providers. 

Another key advocacy concern is the comparability of treatment services. There are 
many services that are unique to the treatment of mental illness and addiction -
residential treatment, in-home services, wrap around services, etc. It is not clear 
whether or how these services will be treated. 

One area of contention with managed care plans is the disclosure of clinical review 
criteria. The Act requires that insurers make available their MH/SUD criteria for medical 
necessity to both beneficiaries and provider organizations. Exactly how the criteria will 
be made available - and its degree of specificity - are unclear. 

Finally, and of great interest to professionals, the Act requires that insurers reimburse 
providers of mental health and addiction treatment services at rates comparable to 
those providing medical and surgical benefits. However, the method for establishing 
'rate comparability' is not clarified. 

Looking Forward: Predicted Market Effects & Opportunities 
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For the past twenty years, there has been great debate (and multiple estimates of) the 
cost of parity. OPEN MINDS estimates 1 % to 2% increases in total health plan costs 
(dependent on the plan and current coverage). The CBa estimates a 0.4% increase in 
total costs split between payer and consumer. OPEN MINDS also estimates a 300/0 
increase in MH/SA spending. However, we believe that this increase will be the result of 
more accurate coding as opposed to new service delivery. 

With more coverage by private sector and covered health plans, Parity Act legislation 
has the potential to decrease demands on 'safety net' provider organizations. This 
would require these organizations to become more sophisticated in eligibility 
determinations and management of 'blended' funding streams. The longer term 
implications of parity and universal coverage may eventually lead to the end of 'safety 
net' funding. 

It is likely that employer plans and group health insurers will move (in the near-term) to 
more risk-based financing (more managed care carve-outs) in order to mediate any 
short-term cost increases. However, with cost offset possibilities in parity, payers will 
likely develop more longer-term plans for service integration. 

The Parity Act should drive a greater 'volume' in outpatient behavioral health treatment 
with elimination of discrimination in copayments. However, this outpatient services 
market will likely be quite cost competitive with the emergence of more low cost e-health 
interventions. Parity will likely also lead to an increase in community hospital MH/SUD 
services and to an increase in primary health care provision of behavioral health 
services. 

So what are the opportunities for behavioral health provider organizations with parity? 

• Low-cost outpatient services with consumer-friendly attributes and positioning 
(including techenabled services) 

• 'Package' pricing for addiction treatment services (focused on managed care plans) 
for employed individuals 

• 'Plug in' services for outpatient physician and/or primary care practices interested in 
expanding behavioral health services in response to the Parity Act 

• Community hospital collaborations 

• Service lines focused on SCHIP population 

• Service lines focused on Medicare populations - both dual eligible and seniors 

As Nebraska providers evaluate these opportunities, it is important not to forget to 
prepare for more managed care (in the short term) and more integrated delivery models 
(in the long term). The opportunities will test your technological capacity. You will need 
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billing systems that manage a wide range of payer and managed care arrangements 
that can 'blend' funding streams at the consumer level. 

Like any major financial change in a market, the Mental Health Parity & Addiction Equity 
Act of 2008 will result in winners and in losers. It is essential to anticipate, prepare, and 
adapt to the changes in store. 

For Additional Information on Parity: 

• Assuring Universal Access to Health Coverage and Primary Care: A Report by 
America's I nternists on the State of the Nation's Health Care 2009 and 
Recommendations for Reform. (2009, February 2). American College of Physicians. 
OPEN MINDS Circle Library. Available: 

www.openminds.com/circlehome/eprint/indres/030909acpmedhome.htm . 

• Children's Health Insurance Program Reauthorization Act of 2009. (2009, February 
4). OPEN MINDS Circle Library. Available: 
www.openminds.com/circlehome/indres/021609newschip.htm . 

• Mental Health Parity Act of 2007. (2007, April 11 ). OPEN MINDS Circle Library. 
Available: 

www.openminds.com/circiehome/eprintlindres/072307smhpacttext.htm 

• Patients With Parity More Likely to Obtain Post-Discharge Follow-Up Care. (2009, 
January 12). OPEN MINDS On-Line News. Available: 

www.openminds.com/circlehome/eprintlomoI/2009/011209mhcd5.htm . 

• Two-Thirds of Primary Care Physicians Are Unable to Obtain Mental Health 
Services for Patients. (2009, April 27). OPEN MINDS On-Line News. Available: 

www.openminds.com/circlehome/eprintlomol/2009/042709mhcd3.htm 

• Wellstone Act Mental Health Parity Effective Date Delayed Until 2010. (2009, April 
20). OPEN MINDS On-Line News. Available: 

www.openminds.com/circlehome/eprintlomoIl2009/042009mhcd1.htm . 
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Appendix 0: New State Regulations Regarding Medicaid 
Rehabilitation Facilities 

The Nebraska behavioral health system and regulations that impact the system are 
currently being reviewed on a state level to ensure meeting federal criteria and also to 
maximize federal revenue opportunities. Three issues that currently need review 
include: 

1. Update of the Medicaid Rehabilitation Option (MRO) 

2. Update of the Adult Substance Abuse regulations 

3. Collaboration between the Nebraska Divisions of Medicaid and Behavioral Health 

In discussion with the Nebraska Medicaid division, the Medicaid division representative 
stated that both Medicaid and the Division of Behavioral Health (DBH) are working 
together in updating Medicaid Rehabilitation Option (MRO) and Adult Substance Abuse· 
regulationsxvlII. The combined efforts of Medicaid and DBH have been to develop shared 
definitions of the services that both Divisions have in common to make certain, to the 
degree possible, that the two Divisions do not have different expectations of the 
providers in regard to the MRO and Adult Substance Abuse services. 

The state Medicaid plan includes the service definitions and expectations in its 
regulations and while DBH does not include the service definitions in its regulations. 
DBH does however include the division's service definitions and expectations in a 
separately published "Yellow Book". The different approach to definitions and 
expectations has resulted in problems for providers in achieving authorizations for 
services to consumers. The Divisions have had at least three meetings with the 
Nebraska Association of Behavioral Health Organizations (NABHO) to discuss these 
service definitions in an effort to gain informed feedback from service providers. The 
Divisions have accepted many suggested changes to the service definitions, and state 
that they have reached consensus to the degree possible. 

The updating process continues and the draft service definitions are on the Division of 
Medicaid and long-Term Care (MCl T) website. The draft MCl T care regulations are 
not ready for viewing, as the Divisions are still making changes to them, based on 
recommendations from the Center for Medicaid and Medicare Services (CMS) in regard 
to the last State Plan Amendment submission. 

The Regional Behavioral Health Authorities (RBHAs) have voiced concern over the 
'shared definitions and expectations'. The concern is about the limited flexibility in the 
Medicaid definitions and how this may impact the flexibility in the use of state behavioral 
health funding through DBH. The flexibility currently offered with state behavioral health 
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funds allows the RBHAs to fill in the gaps for consumer care that is not available with 
Medicaid funded services. 

• Nebraska Medicaid Division Initiatives, http://www.hhs.state.ne.us/med/cihome.htm 

• Medicaid Rehabilitation Services Option: Overview and Current Policy Issues, The 
Henry J. Kaiser Fan1ily Foundation, Medicaid and the Uninsured Report 2007, 
http://www .kff.org/medicaid/upload/7682 .pdf 

• Nebraska Medicaid Reform Annual Report, December 2009, Department of Health 
and Human Services 
hUp://www.nebraskaadvocacyservices.org/inciudes/downloads/icaidreformreport200 
9final.pdf 
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Appendix E: Magellan Performance Reporting 

On April 16, 2008, it was announced that Magellan Behavioral Health was selected as 
the Administrative Service Organization contractor for these three DHHS Divisions -
Behavioral Health, Children & Family Services and Medicaid & Long Term Care. The 
Magellan Behavioral Health contract began on May 1, 2008 and ends on June 30, 2010 
with optional annual contract renewals for State Fiscal Years 2011,2012 and 2013. 

The Magellan Behavioral Health contract includes the following 'functions for the 
Nebraska Behavioral Health System: 

• Training and Technical Support 

• Consumer Eligibility Determination 

• Utilization Management 

• Information Management 

• Data Capture and Transfer Requirements 

• I nformation Reporting 

• Claims and Payment Information 

• Quality Improvement 

The Magellan Behavioral Health contract is monitored by a position created within the 
Division and is responsible for ensuring the ASO functions purchased are consistent 
with State of Nebraska requirements. The Magellan contract, as the ASO for the 
Nebraska Medicaid and Division of Behavioral Health, asks for the following regular and 
ad hoc reports made available to the state, the six Regional Behavioral Health 
Authorities, and the providersxix

• Some examples of the types of reports include, but are 
not limited to: 

• Turn Around Document (TAD) - A monthly Behavioral Health report that includes, 
but is not limited to, a count of units authorized or services registered by individual 
consumer, by service, by provider, and by Region for the current month. These 
reports are used for billing and payment. 

• Duplicate Services Report- Identifies individuals who are receiving services paid by 
both Medicaid and DBH 
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• Shifted Authorized/Registered Service Report- Identifies individuals who received a 
service from either Medicaid, CFS or DBH and there was a shift to another division 
in the same month 

• Average Length of Stay Comparison by service, by region, statewide 

Additional regular and ad hoc reports to be made available to the state, the six Regional 
Behavioral Health Authorities, and the providers include, but are not limited to: 

• EPC Demographics 

• Discharge Summary 

• SED/SPMI Quarterly Summary 

• Discharge Con1pliance Report 

• Admission Summary 

• Annual Re-Registration Report 

• Annual Report 

• Utilization - By service, by provider, by region, by service 

The ability of Magellan to provide performance measurement data has been identified 
by both the provider organizations and the Division of Behavioral Health (DBH) to be 
problematic. DBH initiated a Magellan Quality Improvement Team (MQIT) to address 
the problems identified below: 

• Reliance on and limitations of the ASO data system 

• Integration and coordination of data and reports with other DHHS partners 

• Data quality for providers has been identified but no change in provider data quality 

• Magellan system needs to be cleaned up, clarifying data codes and reviewing report 
processes 

• Multiple issues have been uncovered, adding time to correct actions and improve 
processes 

While the MQIT process identified problems and the source of the problems, quality 
data for performance measurement has not improved. The MQIT process continues and 
discussion has led to talks of renegotiating the ASO contract to ensure access to 
performance measures in the behavioral health system. 
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Appendix F: New Rulings on IMD Funding and Relevance to 
Nebraska Facilities 

There are two new rulings on IMD funding that have a relevance to Nebraska Institute of 
Mental Disorder (IMD) facilities. One is the IMD rule change on the Medicaid Home and 
Community-Based Services (HCBS) Waiver and the other an update on the IMD 
Exclusion Rule. Both could mean a loss of payment for IMD facilities and resources for 
the consumer and the behavioral health system of care. The Centers for Medicaid and 
Medicare Services has been updating rules to fit the 'recovery oriented' model of care in 
the behavioral health system. This has placed more decision-making at the state level 
and potentially increased states' financial liability. 

The first ruling that could impact the Nebraska behavioral health system is the IMD Rule 
Change on the Medicaid Program: Home and Community-Based Services (HCBS) 
Waivers. xx The implications for this rule change impacts the design and delivery of care 
for the aged or disabled, or both; mentally retarded or developmentally disabled, or 
both; and mentally ill target populations. The ruling would offer states flexibility to 
combine these target groups in order to provide services based on needs rather than 
diagnosis or condition, and offer administrative relief from operating multiple waiver 
programs. The concern from providers and consumers is that the specialized care for 
the target groups would dirninish and in effect move the system of care back to the days 
of intermingled populations. Below are the specifics for this rule change, File Code 
CMS-2296-ANPRM, published in the Federal Register on June 22, 2009 is as follows: 

A. Removing Regulatory Barrier to Designing 1915(c) Waivers Based on Needs Rather 
Than Diagnosis or Condition 

1. States the option to design home and community-based services (HCBS) waiver 
programs serving more than one target population (Aged or disabled, or both; 
Mentally retarded or developmentally disabled, or both; and Mentally ill) 

2. Increase a State's ability to design service packages based on need, rather than 
diagnosis or condition. 

3. States, with concurrence from stakeholder groups and individuals, have expressed a 
desire for the flexibility to combine these target groups in order to provide services 
based upon needs rather than diagnosis or condition, and for administrative relief 
from operating and managing multiple 1915(c) waiver programs. 

4. Under the change, States would still have to determine that without the waiver, 
participants would require institutional level of care, in accordance with section 
1915( c) of the Act. Likewise, the intended proposal to provide additional targeting 
flexibility for States will not affect the cost-neutrality requirement inherent in section 
1915(c) waivers. 

5. Requires: (1) The service planning process be person-centered, and (2) the services 
specified in the plan of care be based upon the needs of the individual, not an 
average need among one target group. 
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6. Since the inception of the 1915(c) HCSS waiver program in the 1981, the Centers 
for Medicare & Medicaid Services (CMS) has supported State efforts to serve 
individuals in the least restrictive setting possible. However, home and comrrtunity 
have not been explicitly defined, and as a consequence, some individuals who 
receive HCSS in a residential setting managed or operated by a service provider 
have experienced a provider-centered and institution-like living arrangement, instead 
of a person-centered and home-like environment with the freedoms that should be 
characteristic of any home and community-based setting. For some years, we have 
attempted to address this problem indirectly through our review of State service 
definitions for HCSS, with limited success. Our intention is to propose to affirmatively 
identify expectations for characteristics of home and community-based settings. 

7. Therefore, CMS is planning to propose adding to 42 CFR subpart G a requirement 
that individuals receiving HCSS waiver services must reside in the home or 
community, in accordance with either of two criteria enumerated below: 

8. Resides in a home or apartment not owned, leased or controlled by a provider of any 
health-related treatment or support services; or 

9. Resides in a home or apartment that is owned, leased or controlled by a provider of 
one or more health-related treatment or support services, and that meets standards 
for community living, as defined by the State and approved by the Secretary . 

The second rule change CMS is considering is an update on the IMD Exclusion Rule. 
This exclusion, known as the "Medicaid IMD exclusion" and part of the program since its 
1965 enactment, bars federal contributions to the cost of medically necessary inpatient 
care incurred in treating Medicaid beneficiaries ages 21-64 who receive care in certain 
institutions that fall within the definition of an "institution for mental disease." An 
"institution for mental diseases" is defined as "a hospital, nursing facility, or other 
institution of more than 16 beds, that is primarily engaged in providing diagnosis, 
treatment, or care of persons with mental diseases, including medical attention, nursing 
care and related services." 

The threat to the Nebraska behavioral health system lies in CMS review and discussion 
of facilities with greater than 16 beds and with 51 % or more of its population with a 
psychiatric diagnosis is considered to be an Institute for Mental Diseases (IMD). The 
enforcement of the IMD exclusion rule is in the hands of states and there is an increase 
in states beginning to apply this beyond SNFs to group home settings and/or residential 
settings with greater than 16 beds and with 51 % or more of its population with a 

, psychiatric diagnosis. The impact to Nebraska behavioral health system, should the 
state decide to enforce the IMD exclusion rule beyond the current SNF, would be 
displacement of approximately 2,000 Nebraskans from group home residential settings. 
The reasoning behind the change is other states' is the financial savings gained by 
diminishing the states Medicaid match. 

An additional impact maybe a CMS ruling that targets 18 to 21 year olds who reside in 
an IMD: 
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• CMS has ruled that while an under-21 person is in PRTF, she/he is considered an 
allowable IMO, and no other Medicaid services can be billed other than those billed 
by the PRTF 

• This then begs the question, "If State pays for PRTF (via Title IV-E, etc.), can other 
Medicaid services be billed by the PRTF provider? Can other Medicaid services be 
billed by other providers?" 

The impact to Nebraska facilities and consumers could be substantial with these rulings. 
CMS is offering states decision-making power in the implementation. With that in mind, 
providers, advocates, and consumers still have an opportunity to have a voice with state 
government. 
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Appendix G: Nebraska BH Service Funding by Payer 

Service Type State Medicaid MHBG PATH 
Mental 
Health 
General 
Fund 

Community Support P< ~ P< 
Day Rehabilitation P< X >< 
Psychiatric Residential P< X P< 
Reha bi litation 
Day Treatment P< P< P< 
Medication Management P< P< P< X 
Outpatient Therapy >< ~ P< X 
Day Support P< P< 
Supported Employment >< P< 

Assertive Community >< X 
~reatment 

Dual Residential >< P< 
Post Commitment Days P< 
ITreatment 
~cute Inpatient for P< 
Commitments 
Subacute Inpatient for X 
rvoluntary & InvoluntarY 
Secure Residential X P< 
~4 hour Crisis Phone 
Crisis Assessment X 
Urgent Assessment 
Urgent Medication X 
Management 
Urgent Outpatient X 
Crisis Response Teams X 
Crisis Respite X 
Emergency Community P< 
Support 
Crisis ~ X 
Stabilization/Treatment 
'Voluntary) 
Flex Funds P< 
Assessment Only >< 
Outpatient Therapy - ~ X X 
MH (Ind, Grp &Ior 
Family) 
Outpatient Therapy - X 
Dual (Ind, Grp, &Ior 
Family) 
Intensive Case X P< 
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Other Other County Commercial 
Federal State Match Insurance 

(Plan 
Specific) 

~ X X P< 
>< 

X-
Voc 
Rehab 

P< 

P< 

X 

~ 

SAPTBG State 
Substance 
~buse 
General 
Fund 

X >< 

X X 
X X 

X X 

X 
X 
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Service Type State Medicaid MHBG PATH 
Mental 
Health 
General 
Fund 

Management/Community 
Services 
Psychological Testing 
Recovery Support 
~cute Inpatient ~ X 
Subacute Inpatient X X 
Supportive Housing X X 

Homeless Outreach X 
Homeless Transition X 
Services 
Peer Support Services X 
Intensive Outpatient P< 
Partial Hospitalization ~ 
Clinically Managed Low P< 
Intensity Residential 
'Halfway House) 
Clinically Managed X 
Medium Intensity 
Residential (Intermediate 
Residential, Therapeutic 
Community) 
Clinically Managed High X 
Intensity Residential 
(Short Term Residential, 
Dual Disorder 
Residential) 
Medically Monitored 
Intensive Inpatient 
Services 
~mbulatory X 
Detoxification 
Social Detox X 
Medically Monitored P< 
InQatient Detoxification 
Treatment Foster Care ~ 
Enhanced Treatment ~ 
Group Home 
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Other Other County Commercial SAPTBG State 
Federal State Match Insurance Substance 

(Plan Abuse 
Specific) General 

Fund 

~ 

~-
State 
Real 
Estate 
Do 
Stamps 

P< 
~ 
X 

~ 

P< 

X 

P< 

P< 
~ 
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Appendix H: Behavioral Health System Provider Rates & 
Reimbursement 

Provider Rate Paid Through DBH 

• Each of the RBHAs are contracted with a lump sum of state funding and a county 
match 

• Service rates across the six RBHA are collaboratively set 

Medicaid Rates - Outpatient Professional Services 

PROCEDURE 
PSYCOLOGIST 

DESCRIPTION 
CODES 

PHYSICIAN AND PROVISIONAL 
PSYCHOLOGIST 

Initial Diagnostic 
$99.99 (or $88.81 

Interview by 90801 $128.79 
MD/PhD/PAlAPRN 

Prov) 

Initial Diagnostic 
H0031 HO NIB NIB 

Interview by LlMHP 
Biopsychosocial 

HOO02 $218.08 $218.08 
~ssessment 
~ddendum to 
Biopsychosocial HOO0252 $65.00 $65.00 
~ssessment 
Substance Abuse 
Assessment (age 20 HOO01 $218.08 $218.08 
or <) 
Addendum to 
Substance Abuse 

HOO0152 $65.00 $65.00 Assessment (age 20 
or <) 
Sexual Offending Risk 
Assessment (age 20 H2000 SK $515.53 $515.53 
or <) 
Addendum to SO Risk 
Assessment (age 20 H2000 HA $256.80 $256.80 
or <) 
Individual 

90804 $56.96 
$47.04 (or $46.36 

Psychotherapy Prov) 
Individual 
Psychotherapy - with 90805 $57.94 NIB 
Medical Management 
Individual 

90806 $106.12 
$86.63 (or $83.65 

Psychothera py Prov) 
Individual 

$86.63 (or $83.65 
Psychotherapy ~0806 ET $106.12 
~risis 

Prov) 

Individual 
~0808 $106.50 

$96.37 (or $87.64 
Psychotherapy Prov) 
Individual 

~0808 ET $106.50 
$96.37 (or $87.64 

Psychotherapy - Prov) 
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LlMHP/LMHP/PLMHP 
RN/LADC/PLADC 

NIB 

$78.00 (only LlMHP) 

$181.74 (NB by 
PLADC/LADC) 

$65.00 (NB by 
PLADC/LADC 

$181.74 (NB by 
PLADC) 

$65.00 (NB by 
PLADC) 

$515.53 (NB by 
PLADC/LADC) 

$256.80 (NB by 
PLADC/LADC) 

$34.80 

NIB 

$64.02 (or $63.29 
PLADC/LADC) 

$64.02 (or $63.29 
PLADC/LADC) 

$70.01 (or $65.73 
PLADC/LADC) 
$70.01 (or $65.73 
PLADC/LADC) 

PAlAPRN 

$120.91 

NIB 

$181.74 

$65.00 

$181.74 

$65.00 

$515.53 

$256.80 

$35.32 

$40.87 

$82.36 

$82.36 

$65.73 

$65.73 
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PROCEDURE 
PSYCOLOGIST 

LlMHP/LMHP/PLMHP 
DESCRIPTION PHYSICIAN ~ND PROVISIONAL PAlAPRN 

CODES 
PSYCHOLOGIST 

RN/LADC/PLADC 

Crisis 

CAP Services H0046 ~64.02 ~64.02 $64.02 

Individual 
Psychotherapy - with 90807 $108.69 NIB NIB 
Medical Management 
Individual 
Psychotherapy - with ~0809 $109.95 NIB NIB 
Medical Management 
Individual 
Psychotherapy with ~0817 ~58.04 NIB NIB 
Medical Management 
Individual 
Psychotherapy - with ~0819 ~110.22 NIB NIB 
Medical Management 
Individual 
Psychotherapy - with ~0822 ~132.37 NIB NIB 
Medical Management 

Medicaid Managed Care Adult SA Rates - Eft 7-1-09 

SERVICE LEVEL CODE UNIT PhD. PA& 
APRN 

Substance Abuse HOO01 pne $218.08 $181.74 
Assessment 

Assessment HOO01 pne $65.00 $65.00 
Addendum 52 

Outpatient 1 

Community H2016 1 
Support HF month 
Group Therapy H0005 1 $33.03 $24.79 

$ession 
Family Therapy ~0847 1 $93.36 $90.34 
~ith client HF $ession 
Family Therapy ~O846 1 $91.45 $82.26 
~/o client HF $ession 
Individual ~O806 f45 - $86.65 $82.38 
rrherapy HF ~O" 
Intensive 11.1 
Outpatient 
lOP Dual DX HOO15 1 hour 

Partial 11.5 
Hospitalization 
Partial Care Dual H0035 1 hour 
Dx 
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LlMHP, 
LMHP,PLMHP, RN 

R181.74 (NB RNP 

$65.00 (NB RN) 

~24.79 

~83.02 

~82.26 

~64.04 

LADC 
PLADC 

$181.74 
~NB, 
PLADC) 
$65.00 
NB 

PLADC) 

$24.79 

$82.41 

$82.26 

$63.31 

$64.02 

$71.21 

$96.56 

$46.15 

$99.84 

$122.58 

FACILITY 

$227.42 

$26.76 

$71.40 
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SERVICE LEVEL CODE UNIT PhD. PA& 
~PRN 

Clinically 111.1 
Managed Low 
Intensity 
Residential T x 
Halfway House H2034 1 day 
DualDx 
Clinically 111.3 
Managed 
Medium Intensity 
Residential Tx 
Intermediate H0019 1 day 
Residential Dual 
Dx 
rrherapeutic H0019 1 day 
~ommunity Dual TT 
Dx 
~Iinically 111.5 
Managed High 
Intensity 
Residential 
Treatment 
Short Term H0018 1 day 
Residential Dual HF 
Dx 
Residential H0018 
Treatment Dual HH 
Dx 
Ambulatory 11-d H0014 1 day 
Detoxification 
with Extended 
bn-site 
Monitoring 
Clinically 111.2-D H0012 1 day 
Managed 
Residential 
Social 
Detoxification 
Medically 111.7-D H0010 1 day 
Monitored 
Inpatient 
Detoxification 
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LlMHP, LADC FACILITY 
LMHP,PLMHP, RN PLADC 

~62.03 

~150.00 

~135.00 

182.43 

$208.15 

$119.32 

$168.86 

R281.43 
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Appendix I: Medicaid Rates 

Medicaid Managed Care MRO Rates - Eft 7-1-09 

Procedure Code Name of Street Unit Rate Billing Notes 

H2016 HE Community Support-Psych Month $277.27 Must use HE modifier 

H0040 ~CT (Assertive Community Treatment Day ~43.79 

H0040 52 ~Iternative ACT Day ~41.16 Must use 52 modifier 

H2017 Day Rehab Half-day 15 min $2.23 Must bill 12 units (3 hours 

H2018 Day Rehab Full-day Day $53.51 

H2018 TG Residential Rehab Day $109.45 Must use TG modifier 

PROCEDURE PHYSI- PSYCOLOGIST AND 
LlMHP/LMHP/PLMHP 

DESCRIPTION 
CODES ClAN 

PROVISIONAL 
RN/LADC/PLADC 

PSYCHOLOGIST 
Family 
Psychotherapy w/o ~0846 $114.30 $91.43 $82.24 
Client Present 
IFamily 

~0847 $118.44 
$93.34 (or $84.46 $83.00 (or $82.30 

Psychotherapy Prov) PLADC/LADC) 
Family 

$93.34 (or $86.46 $83.00 (or $82.30 
Psychotherapy 90847 ET $118.44 
Crisis 

Prov) PLADC/LADC) 

Provider Mileage 
99082 $0.45 $0.45 $0.45 

per Mile 
Family 

H1011 $69.35 $69.35 $69.35 (NB PLADC/LADC) Assessment 
Group 

90853 $40.02 $32.29 $23.97 Psychotherapy 
Pharmacological 

90862 $41.92 NIB NIB Management 
~onference re 

90887 $27.33 
$22.40 (or $16.84 

$16.72 (or $16.34 PLADC) 
~Iient Treatment Prov) 
Psychological 

96101 NIB $88.36 NIB 
Iresting 1 Hour 

Psychological 
96101 52 NIB $44.09 NIB 

Iresting % Hour 
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PAlAPRN 

$82.24 

$95.54 

$95.54 

$0.45 

$69.35 

$30.02 

$36.72 

$16.34 

NIB 

NIB 
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PROCEDURE PHYSI-
PSYCOLOGIST AND 

DESCRIPTION 
CODES K;IAN 

PROVISIONAL 
PSYCHOLOGIST 

V\nnual Supervision 
~ssessment by H0031 AH NIB $81.00 (NB by Prov) 
Psychologist 

V\nnual Supervision 
~ssessment by H003152 NIB NIB 
LlMHP 

E.C.T. (single 
90870 $54.97 NIB 

seizure) 

Established Patient 
99211 $30.58 NIB 

Evaluation 

Established 
99212 $46.10 NIB 

Patient, Focused 

Established 
99213 $61.18 NIB 

Patient, Expanded 

Established Patient 
99214 $83.98 NIB Evaluation 

Established patient 
99215 $84.03 NIB Evaluation 

butpatient 
K;onsultation, ~9241 $45.26 NIB 
Focused 

Outpatient 
K;onsultation, ~9242 $52.45 NIB 
Expanded 

Outpatient 
Consultation, ~9243 $85.38 NIB 
Detailed 

Outpatient 
Consultation, 9924499245 $94.22 NIB 
Com prehensive 

Haldol Decanoate, 
J1631 $3.85 NIB 

Per 50 mg 

Prolixin 
Decanoate, Per J2680 $3.00 NIB 
~5mg 

Haldo Per 5mg ~1630 $2.25 NIB 
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LlMHP/LMHP/PLMHP 
RN/LADC/PLADC 

PAlAPRN 

NIB NIB 

$59.86 (only LlMHP) NIB 

NIB NIB 

NIB $27.25 

NIB NIB 

NIB NIB 

NIB NIB 

NIB NIB 

NIB NIB 

NIB NIB 

NIB NIB 

NIB NIB 

NIB $3.85 

NIB $3.00 

NIB $2.25 
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PROCEDURE PHYSI-
PSYCOLOGIST AND 

DESCRIPTION 
CODES ClAN 

PROVISIONAL 
PSYCHOLOGIST 

Resperdal Consta, 
~2794 Invoice NIB 

Per 0.5mg 

planzapine per 
S0166 $7.19 NIB 

~.5mg 

Therapeutic or 
Diagnostic 96372 $9.59 NIB 
Injection 
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LlMHP/LMHP/PLMHP 
RN/LADC/PLADC 

PAlAPRN 

NIB Invoice 

NIB $7.19 

NIB ~9.59 
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Appendix J: Nebraska Division of Behavioral Health Goals (2010 
MHBG Application) 

1 . I ncreased access to services 
./ FY 2010 Projected - 29,957 
./ FY 2011 Projected 29,000 

2. Reduced utilization of psychiatric inpatient beds - 30 days 
./ FY 2010 Projected 3% 
./ FY 2011 Projected 3% 

3. Reduced utilization of psychiatric inpatient beds - 180 days 
./ FY 2010 Projected - 7% 
./ FY 2011 Projected - 7% 

4. Evidenced based number of practices (number) 
./ FY 2010 Projected - 6 practices 
./ FY 2011 Projected - 6 practices 

5. Evidence based - adults with SMI receiving supported housing 
./ FY 2010 Projected - 823 consumers 
./ FY 2011 Projected - 700 consumers 

6. Evidence based - adults with SMI receiving supported ernployment 
./ FY 2010 Projected - 388 consumers 
./ FY 2011 Projected - 400 consumers 

7. Evidence based - adults with SMI receiving Assertive Community Treatment 
./ FY 2010 Projected - 242 consumers 
./ FY 2011 Projected - 250 consumers 

8. Evidence based - adults with SMI receiving farnily psychoeducation 
./ FY 2010 Projected - No capacity 
./ FY 2011 Projected No capacity 

9. Evidence based adults with SMI receiving Integrated Treatment of Co-Occurring 
Disorders 

./ FY 2010 Projected 74 consumers 

./ FY 2011 Projected 80 consumers 
10. Evidence based - adults with SMI receiving illness self-management 

./ FY 2010 Projected - No capacity 

./ FY 2011 Projected No capacity 
11. Evidence based - adults with SMI receiving medication management 

./ FY 2010 Projected - 4,257 consumers 

./ FY 2011 Projected 4,200 consumers 
12. Client perception of care 

./ FY 2010 Projected - 70% 

./ FY 2011 Projected - 70% 
14. Maintain, if not increase, the number of people receiving mental health services 

./ FY 2010 Projected - 29,957 consumers 

./ FY 2011 Projected - 29,000 consumers 
15. Maintain per capita state expenditures for community mental health services 

./ FY 2010 Projected - $37.00 

./ FY 2011 Projected - $37.00 

Nebraska Behavioral Health System Planning Initiative Report 
Prepared For The Behavioral Support Foundation 
Prepared By OPEN MINDS I March 15, 2010 57 



d·· .. 
OPEN 
MINDS 

Appendix K: National Trends Overview 

Tile Ke\r 'Nation,al, Treo(ls to (:OIlSi(ler 
",. 

1. Parity legislation no\v' in place 

2 . Health care refoll'n, llending 

3. IMD \vai\iers and ClllTent ruling 

4 . Medicaid prograll1 illtegrity and alldits 

5. COl111)arative eflecti\;eness 

6. Systenl challge (and Ol'poltunities) \vitl1 
telel1ealth and elner~ing irtllal COnSll111er 

..... -

• Parity in rVIedica re 

• Parity in SC'HIP progranl 

• The Paul \\?eHstone and Pete DOlnenici JVlentaJ 
Health Parity and i\.ddictioll Equity i\ct of 2008 

• Inc Itlded in the EnlergencyEcononlic Stabilization 
j\ct of2008 

• Signed into la\\' on ()ctober 3~ 2008 
~ . 

• Regulations fi'Olll Departlnent of Labor~ Health and 
Hlunan Services, and Treasury pending 

-...,..........-,..,.,.. .. .I.-~' - - - , - '-. . - .- -- - -----_ .," - -,,' - -- - ,- .. __ ."' - . , - , .. 
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Parity (~ ,hllll{lnges for Beh.avioral 
Health Provlder Organizations 

1. Bil1ing systenlS that lnanage ,vide range of payer 
and .Inanaged care alTangelnents - and can ';blend' 

~, ~ 

fLlnding streanlS at consurner level 

2. tvIore lnanaged care (in shortterln) 

3. :tvlore integrated delj, ery rnodels (in long tenn) 

4. lVlore cOJnpetition for constl1ners nO\\l that they have 
$ 

LOllg-Tern. l\1arket E·ffects of 
'Parit,l , ... 

• Increase in financial and clinical integration 

• Increased speed of acceptance of neurotech 
inter\'el1tions 

• Parity + llniversal co\rerage = end of It safety 
net~ funding 
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Healtll C:al"e Refol~ln: Process for 
De,:elopmellt of Legislation 

(:onllnOll Elell1ellts ill Health (:are 
Reforln Proposed Legislatioll 

J. R,equire redllctjons in T'vfedicare spending for 
financing (and likely per person spending in 
J\'ledicaid as \:vell) 

2. Individual Inandate to purchase insurance \\rith 
"hardship' exception and/or tax credits 

3. Enlployer Inandate to provide health insurance, \vith 
penalties 

4. Basic benefit package to be defined 
~ Choice of plans through health insurance exchange 

and/or pubhc option 
6. Expans:ion of state 'rvledicaic1 plans likely \~lith 

proposed state participation of - , I Q0;{. 
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l\'''Iar.ket Irnplicatiol1s of Health 
(:are Refor,'ll 

• Expansion of fvledicaid and state "role ' in policyrnaking likeJy 

• Beha""ioral health provider org<Hlizations \vilJ ~ealll ~ rnost 
funding through health systern tinancing rnechanisllIs and 
consulner contri butions 

• Role for state departJnent of luental health/addictions to 
diininLh (unless adnlinistrator of ftvfedicaid funds) 

• Four cost containtnent/funding strategies to be deployed: 
,./ National health information Ill"!t\vork 

./ Program jntegnty init iative s 

./ Push to end "FFS" fundmg 

.., ComparativG etTectivenes used to deten lllne preferred methodologies 

EHR l\'1andates 

StiIllUlus funding encouraging tech adoption 
v' Cost reductions in health. sygtetn administration and 

duplicative service anticipated 

Plan to lnandate interoperable EJv1Rs in order to bill 
<~1edicaid and fvledicare 

Bioconnectivity == J\"1erger of data frotn EIVIR, ciailI1S 
databases, and clinical data frotH I.uedical devices 
\vith cOJu1,ectivity technology 

• COlnprehensive, \\"eb accessible data set accessible to 
professionaJs and to constllners 
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1\ .. jo\re toElilninate Fee-For
Se .. ,ric eRe i lui) llrSell) ell t 

• Interest in 1110v'ing a\Va)l fran1 FFS \vith pa:yers 
shifting "risk~' to pro\lider orgarlizations 

vi CTlobal funding lllodels: rv1assachusetts health plan 
reCOJll lllendations for case rates 

~ E,pisode-based paYlllent or case rates 

v" Tie paynlent to perfornlance: P4P paYlnents (such 
as penalties for readtnissions to hospita.l s) 

[l\ilD Elxclusioll Rule 

• rvledicaid Ia\v prohibits federal contributions to t.he cost of 
111edically necessary care furnished by licensed Inedk~al care 
providers to enrol1ed program beneficiaries 

• .~ny Skilled Nursing Facility (SNFJ \vith greater than 16 beds 
and \vith 51 ~Io or Inore of its population \vith a psychiatric 
diagnosis is considered to be an Institute for f\.1ental Diseases 
(lMD) 

• Enforced by states and there is an increase in states beginning 
to apply this beyond SNFs to group home setting andlor 
residential settings 
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• Ivledicaid 'Progrant Horne and (~o[nll11Jnity-Based Services 
(HeBS) \Vaiver ~ File Code CJvlS-2296-.ANPR~t published i.n 
the Federa.l Register on June 22~ 2009 

• This illlpacts HeBS \~vaivers targeted to those \vith Iv1ental 
Illness ~ DeveIoprnentaHy Disabled~ and aging 

• Tie into INJD"s is likely related to ho\v (~f\·1S defines uhorne 
and conununity·· \vhich sub equently Inay ilnpact n,,1D 
faciJities w'ho provide hOJnes tor consunlers vlho qualify for 
HeBS \vaivers 

• There is the risk of the three populations being inter-tnixed in 
essence llloving the industry back\vards and against the 
ori . nal intent of the three rate w'aivers. 

l\!)e<licaid Prograll1 Illtegr'it~·r & 
~~udits 

()I(j's :Prescription for Policies and Procedures 

• 1. ... ; \ (facility) IllUst have vvritten policies and 
procedures that reflect and reinttlrCe current Federal 

and State statutes and regulations regarding the 
~I'- ~ 1IIi-.~ 

sublniss:ion of cJainl and co, t reports. 

r/ The policies nIl/sf create a ntechanisln ;'01' the billing or 
relrnburselnenl strar to C0I111nunicate ejJective(v and 
accurately l1·-ith the clinical Sft~.tJ~ ., 
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Cornparative Effectiveness: The 
IT)stitutionaliz,atiol') of C:lillica I 

__ ~.:.). Decision-l\llaking 

• \~l ith or \~tjthOl1t hea Ith care refonn~ thi rd-p<H1y pa) er~ 
[noving to li[nit funding to "approved etlective" 
treatnlents 

• The "evidence-based practice" lTIOVenlent is the. 
beginlling 

• ()balna proposal on cOJnparative etJectivenes~ (ala 
European tnode] ofNI('E) is likely future direction 
,/ [)etined by [>HHS as the conduct and synthe:sis of research 

cOlnparing the benefIts and hamls of ditTerent 
interventions. and strategi,es to prevent~ diagnose, treat and 
tllonitor health condition in "real \voeld" settings 
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Ilnl}licatiolls of Instit utionalizntion 
of ( -'Iinical Decision-l\lIakillg 

• Treatrnent options '\\/ill be narrovved 
v' Ho\v ilnplelllented raises questions of cotnpatibility \\,rith 

• COllSUlner directed ~ 

• Delivery of heaJth care kno\vledge to protessionals on 
"'just in tilue' basis to keep pace \\lith scientific 
\ e locity 
v' Ne\\: \veb tools for health care professional decision 

supports essential 

Health care professional education and continuing 
education [oelL \vil1 change ..... 

The \lirtual (:onsulner -Place 
l\/latters Less in Ser\'ice Deli\'er\: 

• Technology changes role of place of service for heath 
serv ices - making SOllle institutional settings for sonle 
pUlposes obsolete 

• Porting the professional to consurner locations via 
teclulology - ,veb-basedle-mail.. audio~ video 

• RCll10te Inonitoring poss ibJe 

• The ';~Smart HOllle'" - horne autornation focused on 

disability support 

• Rernote professional consultation (e.g. virtual surgery) 
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Pll)'siciall 1\"laldllg all O'-I-Line HOllse (:all 

Cleveland 'Clinic 
Secure Online Services 
MyConsult 

..,1 
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Tile \lil~tllal, (:onSUntel4 
.

Jln Illic 4:1tiollS 

• Decreased denland for tacilitv-based services - both 
.,! 

residential and outpatient 

• HOllIe care and "lllobile care ~ facilitated 

• A ",·-elcoflle relief for payers, but contl, ict in patient and 
t-::'unily preference 

• Honle care and e-h,ealth regulatory and reiJnbul"senlent 
policy UI,date needed 

• Ne\~l challenge is nlanaging ~lnobiJe and renl0te" \vorkforce 
- cotllpetencies a,nd training~ productivity~ quality 
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Behavioral Health Oversight Commission 
Final Report 

LB 928 (2008) revised existing law to create the Behavioral Health Oversight Con1mission 
(Commission) with a term of one year, commencing July 1, 2008, and is: 

fI ••• responsible to the [behavioral health] division and shall oversee and support implementation 
of the Nebraska Behavioral Health Services Act. To carry out this duty~ the commission shalllf(i) 
conduct regular meetings~ (ij] provide advice and assistance to the [behavioral health] division 
relating to implementation of the act (iii) promote the interests of consumers and their families~ 
(iv) provide reports as requested by the [behavioral health] division~ and (v) engage in such 
other activities as directed or authorized by the [behavioral health] division lJ (Nebraska 
Department of Health and Human Services [DHHS], 2008). 

Governor Heineman, in his comments to the Commission at the July 24, 2008 meeting, 
encouraged the new Commission's efforts to assist the DHHS in developing a strategic vision. 
for the behavioral health division while working within lin1ited resources (NDHHS, 2008). 

Charter 

The Oversight Commission's Charter. approved August 2008, adopted the following: 

The Behavioral Health Oversight Commission shall be responsible to the Division of 
Behavioral Health (DBH) and shall oversee and support implementation of the 
Nebraska Behavioral Health Services Act. The Commission will provide advice and 
assistance to DBH regarding promotion of: (i) the interests of consumers and their 
families; (ii) both individual and systemic recovery; and, (iii) consumer 
involvement in all aspects of implementation of the Nebraska Behavioral Health 
Services Act. This Commission will provide a strategic vision for behavioral health 
for the State of Nebraska recognizing limited resource availability, and the 
importance of an environment of recovery for all behavioral health consumers 
(NDHHS, 2008). 

Strate&ic Focus 

A Strate~ic Focus was developed as a means to identify major areas for study and 
recommendation by the Commission to DBH. The three areas of Strategic Focus adopted by 
the Commission were: 

1. Moving Behavioral Health Forward; 

2. Behavioral Health Workforce Shortage; 
3. Enhanced Communication and Partnering (NDHHS, 2008). 
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The Nebraska Behavioral Health System has been undergoing system change activities 
beginning with redesign in the nlid-1990s, reform starting in 2004 and moving on to 
transformation in the present. Much work and considerable resources--including human 
effort, time and commitment along with fiscal resources--have been dedicated to system 
improvenlents and transformation. Much work is yet to be done to reach a transformed, 
recovery-based system that is built upon core values and guiding principles that supports 
individuals across the life span in their recovery journey. 

1. Movina Behavioral Health Forward 

The Commission approved the following outline for "Moving Behavioral Health Forward": 

Now that LB 1083 is being implemented, how does the behavioral health system 
continue to move forward fostering recovery for behavioral health consumers? What 
should a balanced Nebraska behavioral health system look like? 

• What should the service array be and are there "gaps"? 
• What is the role of the Regional Centers? 
• What is the role of peer support services? 
• What is the role of consumer involvement? 
• How do we measure outcomes? 
• How do we move to performance-based contracting and oversight? 
• How do we integrate funding toward helping consumers access services? 

(NDHHS,2008). 

"Moving Behavioral Health Forward" recognizes that it is critical to adopt a Strategic 
Vision for implementation by the Division of Behavioral Health as the primary leader in 
behavioral health and for establishment of trusting and effective partnerships with key 
stakeholders in the system. This Commission recognizes the importance of strategic visioning 
to a planning process and believes it is imperative for this visioning and planning to occur in 
fiscal year 2010. It is the Commission's intention that these recommendations to the division 
will be used to gain the investment and commitment of Nebraska's behavioral health 
leadership to undertake behavioral health system transformation. Also critical in addressing 
"Moving Behavioral Health Forward" is the recognition of the importance of endorsing a 
strategic vision by this Commission as one of its primary responsibilities as established by the 
Charter. To that end, we offer the following StrateEic Vision Statement. as well as Core Values 
and Guidinf: Principles and Recommendations. 
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A. Strate&ic Vision Statement 

The Public Behavioral Health System in the State of Nebraska will: 

1. Promote wellness, recovery, resilience, and self determination for adults and 
children and such system will be consumer and family driven; 

2. Focus on and create positive outcomes coupled with a performance evaluation 
process that supports continuous quality improvement for the division as well as 
the Regional Behavioral Health Authorities, providers and recipients of services; 

3. Provide inclusive and transparent planning through genuine partnership and 
collaboration with a diverse group of stakeholders, including meaningful 
participation by consumers, to promote a rational, strategic decision-making 
environment and process; 

4. Focus on prevention and early intervention; 

5. Share a cooperative and common vision among DHHS divisions regarding 
recovery, best practice, access to care, and funding; 

6. Encourage public/private partnerships; 

7. Pursue every opportunity to maximize available revenue sources, including but 
not limited to Federal grants and maximization and capture of Federal Medicaid 
match dollars, and these new revenue sources will be reinvested in the 
behavioral health system; 

8. Implement a process that expands the above seven strategic vision statements 
into specific processes, activities and objectives to be accomplished and provide 
progress and accomplishment measurements to ensure the above strategic 
vision statements are effectively implemented. 

B. Core Values and Guidin& Principles 

Self-Direction: Consumers lead, control, exercise choice over, and determine their 
own path of recovery by optimizing autonomy, independence, and control of resources 
to achieve a self-determined life. By definition, the recovery process must be self
directed by the individual, who defines his or her own life goals and designs a unique 
path toward those goals. 

Individualized and Person-Centered: There are multiple pathways to recovery 
based on an individual's unique strengths and resiliencies as well as his or her needs, 
preferences, experiences (including past trauma), and cultural background in all of its 
diverse representations, Individuals also identify recovery as being an ongoing journey 
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and an end result as well as an overall paradigm for achieving wellness and optimal 
mental health. 

Empowerment: Consumers have the authority to choose fronl a range of options and 
to participate in all decisions-including the allocation of resources-that will affect 
their lives, and are educated and supported in so doing. They have the ability to join 
with other consumers to collectively and effectively speak for themselves about their 
needs, wants, desires, and aspirations. Through empowerment, an individual gains 
control of his or her own destiny and influences the organizational and societal 
structures in his or her life. 

Holistic: Recovery encompasses an individual's whole life, including mind, body, spirit, 
and community. Recovery embraces all aspects of life, including housing, employment, 
education, mental health and health care treatment and services, complementary and 
naturalistic services, addictions treatment, spirituality, creativity, social networks, 
community participation, and family supports as determined by the person. Families, 
providers, organizations, systems, comnlunities, and society play crucial roles in 
creating and maintaining meaningful opportunities for consumer access to these 
supports. 

Non-Linear: Recovery is not a step-by-step process but one based on continual 
growth, occasional setbacks, and learning from experience. Recovery begins with an 
initial stage of awareness in which a person recognizes that positive change is possible. 
This awareness enables the consumer to move on to fully engage in the work of 
recovery. 

Strengths-Based: Recovery focuses on valuing and building on the multiple capacities, 
resiliencies, talents, coping abilities, and inherent worth of individuals. By building on 
these strengths, consumers leave stymied life roles behind and engage in new life roles 
(e.g., partner, caregiver, friend, student, employee). The process of recovery moves 
forward through interaction with others in supportive, trust-based relationships. 

Peer Support: Mutual support-including the sharing of experiential knowledge and 
skills and social learning-plays an invaluable role in recovery. Consumers encourage 
and engage other consumers in recovery and provide each other with a sense of 
belonging, supportive relationships, valued roles, and community. 

Respect: Community, systems, and societal acceptance and appreciation of 
consumers-including protecting their rights and eliminating discrimination and 
stigma-are crucial in achieving recovery. Self-acceptance and regaining belief in one's 
self are particularly vital. Respect ensures the inclusion and full participation of 
consumers in all aspects of their lives. 

Responsibility: Consumers have a personal responsibility for their own self-care and 
journeys of recovery. Taking steps toward their goals may require great courage. 

Approved June 22, 2009 Page 4 



Behavioral Health Commission Final 

Consumers must strive to understand and give meaning to their experiences and 
identify coping strategies and healing processes to promote their own well ness. 

Hope: Recovery provides the essential and motivating message of a better future
that people can and do overcome the barriers and obstacles that confront them. Hope 
is internalized, but can be fostered by peers, families, friends, providers, and others. 
Hope is the catalyst of the recovery process. Mental health recovery not only benefits 
individuals with mental health disabilities by focusing on their abilities to live, work, 
learn, and fully participate in our society, but also enriches the texture of American 
community life. America reaps the benefits of the contributions individuals with 
mental disabilities can make, ultimately becoming a stronger and healthier Nation (U.S. 
Department of Health and Human Services, 2005). 

C. Recommendations 

It is NOT assumed that new money will be available to implement the 
recommendations in this document. These recommendations assume that in the 
strategic planning process priorities will be set and an opportunity will exist for 
discussion on how existing funds may potentially be used differently. 

The Commission recommends the following: 

1. The Behavioral Health Division will seek out people with objectivity and expertise 
in strategic planning who are familiar with behavioral health transformation 
activities elsewhere to facilitate the planning process and can lead stakeholders 
(including consumers) in a discussion of what we have and what we need. This 
includes systems of care, gap analysis, innovative developn1ents and the integration 
of primary and behavioral health care. This also includes fundamental needs such 
as employment, safe and affordable housing, opportunities for meaningful and 
personally rewarding activities and being connected to one's community. In 
addition, these discussions will include the opportunities for improving all aspects 
of behavioral health care in a way that is consistent with the vision, core values and 
principles of recovery and recovery·based care. The Commission encourages the 
Division to explore states outside of Nebraska that may have experience with 
behavioral health transformations and are "delivering behavioral health care well" 
as well as groups outside Nebraska that may employ the desired expertise in 
strategic planning in behavioral health transformation activities. 

a. The strategic plan will: 

Approved June 22, 2009 

1) Encompass at least a 5·year timeframe to provide direction, focus, 
priorities, goals, and action steps to achieve system transformation 
and reduce the current reliance on a crisis-oriented mode of 
operation. 

Page 5 



Behavioral Health Oversight Commission Final Report 

2) Recognize the Division of Behavioral Health as exercising primary 
leadership in behavioral health services and as the driver of policy 
and policy-based financial decisions within the Department of 
Health and Human Services. 

3) Establish expectations regarding collaboration among the DHHS 
divisions that eliminates cost shifting, reduces fragmentation, 
increases funding/reimbursement flexibility, and supports access 
to appropriate and quality care regardless of payer source and 
eligibility. 

4) Identify long-term funding strategies to ensure realistic, 
sustainable financial support and maximize available federal 
revenue sources, including the Federal Medicaid nlatch. 

5) Include performance measurements, indicators, competencies and 
report cards that reflect the mission, vision, values, and principles 
of recovery and recovery-based care and an outcome evaluation 
and research process that continuously identifies ways to improve 
services and supports (Plan-Do-Check-Act Cycle), including those 
that are consumer operated. 

b. The strategic planning process will: 

Approved June 22, 2009 

1) Include a broad group of informed, empowered stakeholders of 
the behavioral health system at all stages of the process, including 
decision making. This requires the development of a plan that 
includes those who use or have used services and in sufficient 
numbers to be representative of the perspective of consumers. 
Meaningful inclusion is not limited to those consumers employed 
in consumer-specific positions in government. That plan of 
consumer inclusion is reviewed, refined and implemented as a 
first priority in development of the planning process. It will 
ensure meaningful education, supports for authentic "seats at the 
table" in accord with LB994 (2006) consumer "inclusion and 
involvement in all aspects of services design, planning, 
implementation, provision, education, evaluation and research". 

2) Include, in a collaborative and inclusive manner, the development 
of mission, vision, values, principles, and definitions that reflect 
individual, program/service, and system perspectives and 
incorporate both regional and state-wide points of view. 

3) Consider the acconlplishments and challenges experienced in 
other states that have previously initiated transformation efforts. 
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4) Incorporate available technology (webinars and other web-based 
resources) in the planning process in order to improve access and 
expand opportunities for participation, including fostering 
opportunities for increased computer access for consumers. 

5) Utilize the Legislative Behavioral Health Oversight Commission's 
June 2008 Final report as a guiding document in the strategic 
planning process. Worthy of special consideration is the following 
excerpt from that report: 

"The Commission finds that many of the goals and 
responsibilities as set out in LB 1083 have not been 
accomplished. The Department, in its adopted ((LBI083 
Behavioral Health Implementation Plan" of July 1, 2004 identifies 
108 ((deliverables" that the plan states ((must be completed in 
order to achieve the reform." Many of those "deliverables" remain 
inconlplete and/or unaddressed altogether. Those with the 
highest priority include: 

• Consumer involvement in all aspects of service planning and 
delivery. 

• Development of a consumer focused culture that is driven by 
the needs of consumers. 

• A plan for integrating the administration of behavioral health 
programs. 

• A comprehensive statewide plan for behavioral health services 

• Development and management of a data and information 
system. 

• A quality improvement plan. 

• Services that are research based, focus on recovery, and 
include peer support. 

• A methodology for measuring consumer, process, and system 
outcomes. 

• Development of plans for developing the behavioral health 
work force. 

• An integrated rate setting methodology. 

• Development and implementation of peer support services" 
(NDHHS, 2008). 

2. Suspend the service definition revision process currently underway until the 
adoption of the strategic plan so that the vision, core values, principles, and 
definitions of recovery and recovery-based care are be incorporated into new and 
existing service and support definitions. 
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3. Suspend the Title 206 Rules and Regulations revision process currently underway 
until the adoption of the strategic plan so that the vision, core values, principles, 
and definitions of recovery and recovery-based care can be incorporated into new 
and existing rules and regulations. 

4. Suspend the at-risk managed care planning efforts currently underway until the 
adoption of the strategic plan so that the vision, core values, principles, and 
definitions of recovery and recovery-based care can be used to guide discussion, 
examination, analysis, and decision making around the feasibility of a managed care 
program in the public behavioral health system. 

If an at-risk managed care strategy is ultimately pursued, the HConsultation Report 
and Recommendations on Nebraska Managed Behavioral Healthcare," dated May 
24, 2009, by ZiaPartners, Inc., shall be used as a resource and guide for that 
development process. 

5. The Behavioral Health Division carry out Recommendation #4, approved by the 
Legislative Behavioral Health Oversight Commission in its June 2008 Final Report,' 
that reads: 

"The Commission recommends the formation of a task force comprised of 
consumers, providers, physicians, regional administrators, a representative of the 
Regional Centers, and a representative of the Department to study and define the 
role of the regional centers. Because much of the responsibility for managing 
regional emergency systems and creating the continuums of care needed to serve 
persons needing behavioral health services rests with the regions, the task force 
should be chaired by a regional administrator." (Note: The original 
recommendation included a due date of December 2008 for the completion of a 
report and recommendations) (NDHHS, 2008). 

6. The Behavioral Health Division carry out Recommendation #1, approved by the 
Legislative Behavioral Health Oversight Commission in its June 2008 Final Report, 
that reads: 

((The Commission recommends that the Department fulfill the mandate of the Act 
which stipulates ((consumer involvement in all aspects of service planning and 
delivery." To accomplish this, the Department should: 

a. Expand the training opportunities for consumers in developing leadership and 
advocacy skills. 

b. Provide for peer support positions integrated throughout the continuum of care 
by including these positions in all services where it is appropriate and including 
the cost of these positions in the rates paid for the service. 

c. Continue to broaden consumer advocacy & inclusion at all levels of the system. 

Approved June 22, 2009 Page 8 



Behavioral Health Oversight Commission Final Report 

d. Provide for consumer inclusion in developing consumer outcomes and systenl 
level research (NDHHS, 2008). 

2. Behavioral Health Workforce Shorta&e 

The Commission approved the following outline for "Behavioral Health Workforce Shortage": 

There is a behavioral health workforce shortage nationally and in the state of 
Nebraska. There are an inadequate number of psychiatrists and other mental 
health and substance abuse professionals to provide necessary services to 
consumers. Education and training are needed to grow the workforce. Collaborate 
with private, government and academic partners to investigate ways to cultivate a 
workforce, funding, and incentives for growing the behavioral health workforce. 

Discussion 

On December 9,2008, Dr. Steve Wengel and Dr. Susan Boust, practicing psychiatrists affiliated 
with the University of Nebraska Medical Center (UNMC), gave a presentation to the Behavioral 
Health Oversight Commission. The presentation presented an initiative that sought to . 
address the behavioral health workforce shortage and to increase the quality of care across 
the state. It proposed a Behavioral Health Education Center (Center) and education outreach 
to sites across the state that would be administered by UNMC. A new philosophy and training 
model would focus on resilience and recovery-oriented practices, treat co-occuring mental 
illness and substance abuse issues and focus on evidence-based practices including 
consumers and their families as well as other stakeholders as participants in developing the 
curriculum. 

A budget of approximately $1.9 million was referenced during the discussion. During the 
BHOC meeting, discussion occurred about t1silos" of professional training and the desire to 
more effectively move professionals from an institutional setting to a community-based 
setting, giving people in rural areas access to a psychiatrist via telehealth opportunities and 
improved opportunities for delivery of care through a multidisciplinary approach. There was 
an emphasis on peers as providers and the need to involve consumers in the planning process 
from the beginning. 

The Behavioral Health Oversight Commission voted unanimously on December 9, 2008 
to support the initiative as presented by Drs. Wengel & Boust. Also noting the BHOC 
supports consumer involvement from the beginning of the initiative. 

Lelislative Action 

On January 21, 2009, LB 603, a bill addressing the behavioral health workforce shortage was 
introduced by the Health & Human Services Committee and referred to the Health & Human 
Services Committee on January 23, 2009. A hearing was held on February 19, 2009. LB 603, 
which also included a number of other behavioral health issues, was passed by the legislature 
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on May 21} 2009 by a 41 (yes) and 2 (no) vote of the Legislature. LB 603 was signed into law 
by Governor Heineman on May 26} 2009. LB 603 addresses the behavioral health workforce 
shortage by establishing a Behavioral Health Education Center. The Center will: 

1. Provide funding for two additional medical residents in a Nebraska based psychiatry 
program beginning in 2010 until a total of eight additional psychiatry residents are 
added in 2013. Each of these residents would participate in rural training for a 
minimum of one year. Beginning in 2012} a minimum of two of the eight residents 
would be active in the rural training each year; 

2. Focus on training of behavioral health professionals utilizing the telehealth network 
that is already established throughout Nebraska. This is particularly helpful to rural 
areas in Nebraska; 

3. Establish learning collaborative partnerships with other higher education institutions 
in the state} hospitals, law enforcement} community-based agencies, consumers and 
their families in order to develop evidence-based} recovery-focused} interdisciplinary 
curriculum and training for behavioral health professionals delivering behavioral 
health services in community-based agencies} hospitals and law enforcement; 

4. Beginning in 2011} two interdisciplinary behavioral health training sites would be 
developed until a total of six sites have been developed. Each of theses sites would 
provide annual interdisciplinary training opportunities for a minimum of three 
behavioral health professionals. 

A total of $1}385,160 was appropriated from general funds to the University of Nebraska for 
fiscal year 2009-10 to administer this program. 

Recommendation 

The BHOC is pleased that LB 603 passed and acknowledges that there is more work 
required to address the behavioral health workforce shorta&e. in both rural and urban 
areas in Nebraska, but this is a great first step. 

3. Enhanced Communication and Partnerin& 

The Commission approved the following outline for "Enhanced Communication and 
Partnering" : 

Foster, encourage and promote creative ways to develop services and supports that 
consumers want and need while maximizing existing funding, using open 
communication and developing trusting relationships. We accomplish this by 
promoting partnerships and multi-dimensional communication among consumers, the 
divisions of the Department of Health and Human Services, the Behavioral Health 
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Regions, Regional Centers, Community-Based Agencies, peer providers, law 
enforcement and Behavioral Health Division advisory committees. 

Discussion 

The third point of the Strategic Vision Statement addresses the provision of: lIinclusive and 
transparent planning through genuine partnership and collaboration with a diverse group of 
stakeholders (including consumers) to promote a rational, strategic decision-making 
environment and process./I We recognize that the success of a transformed, recovery-based 
system is built upon core values and guiding principles. Critical to the ongoing success of a 
transformed system is open, transparent communication built upon trusting 
relationships between and among all stakeholders. As such, this strategic focus was 
adopted for emphasis. 

Communication. collaboration and cooperation are keys to system reform and transformation. 
As change elements are introduced within a system stakeholders at every level must have the 
opportunity to assist in the design of system components, provide input and direction in the 
identification of needed services and supports, and participate in the evaluation of the system. 
Consumers and their families must have credible opportunities to participate in 
transformation efforts. The system must provide opportunities for leadership development to 
assure that consumers and their families possess the tools to participate in ways that are 
meaningful to them. In Connecticut's mental health system transformation they identified 
that "listening to the suggestions and continuing guidance of those who need or use services is 
one of the most basic and essential characteristics of a recovery-oriented service system." 

The lines of communication must be open between and among all system partners and 
stakeholders to assure that system strengths, barriers, gaps and needs are freely shared and 
addressed in a timely manner. There are numerous opportunities for communication to occur 
within the Nebraska Behavioral Health System. Many times the effectiveness of 
communication is based in its intent, integrity, and positive regard for desired outcomes. 

Recommendation 

Open communication and development of trusting relationships is an area requiring more 
development during the strategic planning process. All communication points are either 
opportunities or missed opportunities depending on how system stakeholders and partners 
utilize the communication points. Opportunities are designed to enhance communication and 
partnerships at strategic intersects of the Nebraska Behavioral Health System. Opportunities 
for communication should be evaluated, refined and improved upon in the strategic 
planning process. Frequency of such communications should be defined during the 
planning process. . 
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Communication built System Partners: 
upon Trust-Based • Consumers and 
Working Relationships Families 
fosters effective: • Consumer and 

Family 

• Collaboration Organizations 

• System Outcomes • DHHS BH, 

• System Medicaid, & CFS 

Management • BH Regions 

• Alliances • Community-Based 

Shared: 

• Vision 

• Recovery 
Philosophy 

• Resources 
• Commitment 

to Excellence 
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Regulatory Reform to Reduce 
Administrative Costs in the Nebraska 
Behavioral Health System 
December, 2010 

The Behavioral Health Support Foundation gathered a Consensus Panel to develop a 

Regulatory Reform Initiative to reduce unnecessary administrative costs throughout the State 

of Nebraska's behavioral health care system. The foc'us of the Regulatory Reform Initiative is to 

ensure that regulatory rules pertaining to the system, as established in administrative rule and 

statute, are coordinated as much as possible and that duplicative and conflicting rules are 

modified to reduce cost and improve efficiency. The Regulatory Reform Initiative was 

developed in response to insights learned from the 2009 Nebraska Behavioral Health System 

Strategic Planning Initiative. Both Initiatives have been made possible through the funding and 

support of the Behavioral Health Support Foundation, a charitable foundation established by 

private sector donors to fund and support behavioral health services in communities 

throughout the State of Nebraska. A Consensus Panel consisting of consumers, consumer 

advocates, representatives from Division of Behavioral Health and Division of Medicaid and 

Long -Term Care, provider organizations, Regional Behavioral Health Authorities, and 

psychiatrists met regularly from August through November 2010 to review system regulatory 

requirements and develop recommendations for regulatory reform. (See attached listing of 

Consensus Panel members.) 

As a result of the Consensus Panel's work on this Regulatory Reform Initiative, five reforms 

have been identified: 

1. Deemed status for nationally-accredited programs 

2. Cost analysis prior to administrative rule change 

3. Licensure for rehabilitation professionals 

4. Establishing a transparent process for the allocation of behavioral health services funds 

to the Medicaid program 

5. Removing barriers to e-health 
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Recommendation #1: Deemed Status for 
Nationally-Accredited Programs 

Behavioral health organizations are subject to multiple layers 

of administrative rules, regulations, licensure requirements, 

reviews, and audits. Many of these are duplicative and 

overlapping. All are costly for the organization as well as each administrative authority charged 

with enforcement. Behavioral health organizations are required to be nationally accredited and 

therefore conform to national standards related to health and safety, organizational and 

business practices, treatment planning and delivery, and all other ~spects of program 

operations. 

Deemed status is a practice whereby health organizations already nationally-accredited are 

deemed to be in compliance with state and local standards. Deemed status is utilized across 

the country for purposes of eliminating costly redundancies, maximizing scarce government 

resources, coordinating mUltiple layers of regulation, increasing efficiency, and reducing cost. It 

is a practice already recognized and in place in various areas within the Nebraska Department 

of Health and Human Services, such as Adult Day Services for the elderly and the Special 

Enhanced Medical Assistance program for Woman and Children. It assures consistency and the 

current application of national accreditation standards regarding provider organization best 

practices. 

A solution is to administratively adopt or legislatively mandate deemed status for nationally 

accredited programs (The Joint Commission, Commission on Accreditation of Rehabilitation 

Facilities, COAl for identified Nebraska Health and Human Services licenses, rules, regulations, 

and service definitions applicable to all behavioral health programs, program plans, service 

expectations, staffing, and staffing ratios. This is a practice that contributes to maximizing the 

use of public and private sector dollars for direct client care. 
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Recommendation #2: Cost Analysis Prior to 
Administrative Rule Change 

Currently, there is no public cost benefit analysis when new rules, 

regulations, service definitions, contractual, or other 

requirements are proposed by the Nebraska Department of 

Health and Human Services. Without such analysis, behavioral 

health providers and taxpayers alike are subject to unfunded 

mandates and unanticipated costs, and public policy makers have 

no means of determining whether such costs are justified by the benefits to the public good. 

The Nebraska Legislature requires a fiscal impact statement on all proposed legislation, which 

is available to the public throughout the public hearing, debate, and voting process. There is no 

equivalent requirement for the Nebraska Department of Health and Human Services which 

establishes and implements rules, regulations, operational processes, and contractual 

requirements on a daily basis, all with significant financial impact to stakeholders. 

The Division of Medicaid and Long-Term Care and the Division of Behavioral Health have both 

recently proposed substantial rule, regulation, and service definition changes, which are 

currently at varying stages of the rule-making process. Any number of these changes as written 

are highly prescriptive and will result in significant rule expansion and resultant costs to 

provider organizations and businesses if adopted. Yet, there has been no formal cost/benefit 

analysis of these proposed rule changes. 

A solution is to adopt statutory language requiring a cost analysis and enumeration of 

anticipated benefits to provider organizations and businesses resulting from proposed 

administrative rule, regulation, service definition, or contractual changes and requirements 

imposed by divisions of the Nebraska Department of Health and Human Services. Upon 

completion of a cost benefit analysis, the State would be required to disclose the results to 

affected businesses and the public at large in a reasonable time prior to any public hearing. 
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Recommendation #3: Licensure for Rehabilitation 
Professionals 

Rehabilitation professionals should be allowed to sign off on 

medical rehabilitation services as this is consistent with their 

training and scope of practice to improve quality of care and 

reduce related costs. Federal Medicaid rules require a licensed 

professional to sign off on treatment plans. There currently is no 

license category in State statute for Master's trained rehabilitation 

professionals. As a result, services provided by Masters trained 

rehabilitation professionals must have a licensed mental health 

professional sign off on treatment plans, creating a costly duplication of functions without an 

identifiable improvement in quality of care. 

A solution is to create a licensure status for master level trained behavioral health 

rehabilitation professionals in Nebraska that meets the federal requirements. The State of 

Iowa has a rehabilitation program at Drake University in Des Moines, Iowa which has 

demonstrated excellent education for behavioral health rehabilitation professionals which may 

be used as a model here in Nebraska. A work group of behavioral health, rehabilitation and 

State Medicaid stakeholders should be established and convened to draft licensure criteria and 

quantify the advantages and disadvantages of creating a new rehabilitation professional 

category, resulting in proposed legislation. 
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Recommendation #4: Establish a 
Transparent Process for the Allocation of 
Behavioral Health Services Funds to the 
Medicaid Program 

Within the Division of Behavioral Health, a transparent 

and separate budgeting process needs to be established 

for the allocation of Division of Behavioral Health services (Program 38) funds to be used as 

matching funds for the Medicaid program (Program 348). 

There are no limitations on the total amount of Medicaid matching funds being taken from 

Program 38 (Division of Behavioral Health), as shown in the table below. 

1. There is no limitation on what Medicaid Matching funds from Program 38 can be used 

for, including service types or providers. 

2. The current system does not ensure fiscal responsibility and accountability in either 

the Medicaid or Behavioral Health appropriations. For example, Medicaid claimed to 

save several million dollars in Program 348 (Medicaid). Medicaid accomplished this in 

part, by using $8 million from Program 38 in FY 09. This is not a clear and tran'sparent 

method of accounting and reporting. 

3. Statutory language allowing the use of Program 38 funds as Medicaid match was 

repealed with LB 1083, yet the use of funds has expanded. See table below. 

4. Approval of Program 38 funds as Medicaid match is occurring without Regional and 

county approval of appropriations to community-based services. 

5. The result of this practice, if not changed, is reduced funding provided through 

Program 38. 

For the period from state FY95 through state FY09, the actual cost to the Division of Behavioral 

Health for Medicaid services increased from $1.0 million to approximately $8.3 million or 

728%. See table below: 

Proposed solutions include: 

1. Adopt statutory language that does not permit the use of Division of Behavioral Health 

appropriations as Medicaid match. 
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2. State accounting practices should clearly be a ble to identify program expenditures by 

program and report through a transparent process. 

3. All quarterly financial reports for Programs 38 and 348 should be provided to Regions, 

provider organizations, consumers, the Division of Behavioral Health, stakeholders, 

and the Legislature for review and comment. These reports shall clearly identify 

expenditures by service, number of persons served} and similar statistical categories. 

4. Any unexpended revenues from identified match funds should be retained by the 

Division of Behavioral Health and the Regional Behavioral Health Authorities to 

maximize utilization of funds. 
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Recommendation #5: Removing Barriers to 
E-Health 

There are issues with consumer access to behavioral health 

services within the State of Nebraska, especially in rural 

and frontier areas. The increased utilization of e-health 

would greatly improve consumer access to behavioral 

health services, but current regulations and policies limit 

this provision of service. Behavioral health service 

providers that are not part of a hospital or a Federally 

Qualified Health Center are experiencing barriers to 

providing e-health behavioral health services. Some private insurance companies do not cover 

e-hea Ith services. 

A solution is to convene a study group of interested behavioral health care providers, Nebraska 

Health and Human Service staff, and electronic health service industry professionals to identify 

barriers to the cost effective use of e-health service delivery. The study group can then make 

recommendations to appropriate state legislative and regulatory bodies, to establish specific 

rule changes to eliminate barriers and create a plan for the delivery of new e-health services. 

This process will need to include an overview of current e-health service regulations and 

policies at the state and federal level including private insurance coverage. 

E-health services can greatly reduce the cost of delivery of necessary health care to all citizens 

using behavioral health services, thus, allowing these savings to be utilized in other areas 

across the continuum of care. 
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The Regulatory Reform Initiative to Reduce Administrative Costs was funded by the Behavioral 

Health Support Foundation. The Behavioral Health Support Foundation is a charitable 

foundation established by private sector donors to fund behavioral health services in the 

community. For information, contact: Rhonda Hawks, BHSF Vice President, at 402-691-9518 or 

r haw k s_@!_~. n a ~~il . cQQ} 

The Nebraska Adult Behavioral Health System Consensus Panel was facilitated by OPEN MINDS. 

Founded in 1987, OPEN MINDS provides market research and management consulting 

specializing in the mental health, addictions, social services, disability support, and related 

public health sectors of the health and human services field. The OPEN MINDS mission is to 

provide payers and provider organizations serving consumers with complex health and human 

service needs with the market and management knowledge needed to improve their 

organizational efficiency and effectiveness. For further information, contact Monica E. Oss, 

Chief Executive Officer at 717-334-1329 or rnqnicaoss@open~ninds .com 

The Nebraska Adult Behavioral Health System Consensus Panel was created in January 2010 to 

develop strategies for improvement of the Nebraska behavioral health system, analyze the role 

of the public behavioral health stakeholders, and establish specific initiatives for system 

improvements. The Consensus Panel is comprised of 25 stakeholders representing a variety of 

organizations and community interests including consumers and families, consumer advocates, 

Division of Behavioral Health, Division of Medicaid and Long-Term Care, provider 

organizations, Regional Behavioral Health Authorities, and psychiatrists. The membership of 

the Nebraska Adult Mental Health System Consensus Panel Membership is listed on the 

following page. 
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Nebraska Adult Mental Health System Consensus Panel Membership 

Name . Title · Organization .. 

Mary Executive Director St. Monica's Behavioral Health Services 

Barry-Magsamen 

Connie Barnes Executive Director Behavioral Health Specialist, Inc. - Norfolk 

Beth Baxter Regional Program Administrator Region 3 Behaviora I Health Authority 

Susan J. Boust, Medical Director The Behavioral Health Education Center of 

M.D. Nebraska 

Carole Boye Chief Executive Officer Community Alliance 

Dr. linda Burkle Director of Divisional Social Services The Salvation Army - Western Division 

Roxie Cillessen Division of Medicaid and Long-Term Technical Advisor 

Care 

Pat Connell Vice President Boys Town National Research Hospital 

Sheri Dawson Division of Behavioral Health Technical Advisor 

Services 

Jonah Deppe Executive Director NAMI Nebraska 

Scott Dugan President & Chief Executive Officer Mid-Plains Center for Behavioral Healthcare 
Services, Inc. 

Shannon Engler Director of Mental Health Services Bryan LGH Medical Center 

Aimee Folker Community Stakeholder Consumer 

Ingrid Gansebom Regional Administrator Behavioral Health Authority, Region 4 

Rhonda Hawks Principal Behavioral Health Support Foundation 

CJ Johnson Regional Administrator Behavioral Health Authority, Region 5 

Jessica Jones Behavioral Health Clinical Director The Salvation Army - Omaha Social Services 

Patti Ju rjevich Regional Administrator Behavioral Health Authority, Region 6 

Sheree Keely Vice President of Behavioral Health Alegent Health - Omaha 

Services 

Vicki Maca Division of Behavioral Health Technical Advisor 

Services 

Dr. Donna Executive Director Nebraska Urban Indian Health Coalition, Inc. 
Polk-Primm 

Amy Richardson Vice President of Program Lutheran Family Services of Nebraska 

Nancy Rippen Community Stakeholder Consumer 

Jean Sassatelli Senior Director of Behavioral Health Catholic Charities of Omaha 

Kathy Sea crest Regional Administrator Behavioral Health Authority, Region 2 

Dean Settle Executive Director Lancaster Community Mental Health Center 

Rebecca Valdez Executive Director Latino Center of the Midlands 
~--------------~----------------------------~-----------------------------------~ 
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I. Introduction 

OPEN MINDS is pleased to present the Behavioral Health Support Foundation with the 
results of the work performed by the Consensus Panel in this Specifications and 
Procedures to Measure System Performance and Access to Care Report. (A listing of 
Consensus Panel members is attached.) The goals of the Consensus Panel convened 
by the Behavioral Health Support Foundation for the Enhanced Performance 
Measurement Initiative are to: 

• Understand the performance of the system - in total and by component 

• Provide information needed to make system budgeting decisions 

• Identify areas for system improvement 

• Identify best practices with good outcomes for future system investment 

• Improve the return on investment of public dollars by improving the performance 
of the system for consumers 

The Consensus Panel met in a series of collaborative meetings from August through 
November 2010 to identify and prioritize recommended performance measures for the 
adult behavioral health system. The intent of the Consensus Panel was to first create an 
initial measurement system platform that could lead to the future creation of a 
performance measurement scorecard to serve all age groups. The Consensus Panel 
recognizes that the child and adolescent behavioral health system can equally benefit 
from a performance score card. As such, the adult performance measures can easily be 
adapted for children and adolescents at any time in the future. 

The development of the recommended performance measurement system was based 
on: 

1. Determining the availability of dependable data to make decisions within and about 
the behavioral health system 

2. Assessment of performance measurement in other state systems 

3. Assessment of the performance measurement and related data collection across the 
Nebraska behavioral health system, including: 

• Division of Behavioral health 

• Division of Medicaid and Long Term Care 

lei::: Specifications and Procedures to Measure System Performance & Access to Care 
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• Magellan Behavioral Health 1 

• Regional Behavioral Health Authorities 

• Provider organizations 

4. Understanding the current use of standard performance measurement instruments 
in the system 

The Consensus Panel recommended the following system performance measures by 
domain and for inclusion in the Nebraska behavioral health system dashboard: 

Domain One -- Consumer Outcomes: 

1. Profile of adult clients by employment status 

2. Profile of adult consumers living in a private residence at time of adrnission (stability 
in housing) 

3. Consumers arrested and booked by local law enforcement 

Domain Two -- Consumer Perception of Service and Recovery: 

1. Consumer outcomes 

Domain Three -- Consumer Continuity of Care & Access to Care: 

1. Number of adults served by the Nebraska Behavioral Health System 

2. Access/penetration rate to behavioral health services by rural populations 

3. Percent of discharges, where treatment team recommended community services 
are available, when patient is discharge ready 

4. System service utilization 

Domain Four -- Cost Effectiveness & Efficient Use of System 

1. Per use~ expenditures for behavioral health services 

2. Ratio of administrative cost to service cost and administrative cost versus service 
spending 

3. Consumer admissions into inpatient behavioral health services in a year 

I Magellan Health Services is the current ASO. However a different ASO may be contracted in the future. 
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4. Consumers using outpatient behavioral health services in a year 

5. Consumer average length of stay 

6. Decreased rate of readmissions to state psychiatric hospitals within 3~-days 

7. 180 day readmission rate/community tenure 

Note that the domain of "clinical outcomes" was omitted from this report. The 
Consensus Panel invested considerable time and discussion on this domain and 
determined that additional work would be needed to identify an operational definition 
and measurable performance outcomes for this domain. A clinical outcomes domain will 
be evaluated for inclusion in the performance dashboard at a Jater time. 

Following are the specifications and procedures for each performance measure by 
domain. 
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II. Consumer Outcomes: Performance Measurement Domain One 

To create a profile of adult clients by employment status at the time of 
g(:j{:£JX~~';,i~~1~,~¥i~:I admission to services: 

• By service type 

• By region 

• Statewide 

• By diagnostic group (mental health, substance abuse, co-occurring 
disorder) 

These profiles will be created for both Medicaid clients and clients funded 
;cFE~~·~· ,;~~,<,4ji'e~~~1~·~'9:llil by the Division of Behavioral Health. 

: - ."-

Excel spreadsheet 

This is a quarterly and annual report. Data will be obtained from the 
following sources: 

• Magellan Behavioral Health 

• NBHS NOMS Report 

• Division of Behavioral Health 

• Division of Medicaid and Long Term care 

Unless specifically indicated otherwise, the following definitions apply: 

Services: Inpatient, residentiat outpatient, comlnunity rehabilitative, and 
supportive services 

Employment: Known employment status includes: elnployed and 

unemployed 

T~rgetNebraskaUel1chmark 
. for thisMe~sute 

NOMS 2009 state data 

. . . , 

Targ~tNatiotialBel1chp1ark NOMS 2009 national data 

fotthisMeasure 

. ...... .. ,. ....... ...... . 
::~ 
••• 1... 
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, Data Elements -1-1. Profile of Adult Clients by Employment Status 

-
\" , •• "ij, . 

• By service type 

The number of adults consumers employed by service type, per quarter, 
at the time of admission, divided by the total number of adult consumers 

at the time of admission, by service type, per quarter, expressed as a 
percentage 

The percentage of adult consumers employed at the time of admission: 

• By region 

The number of adult consumers employed by region, per quarter, at the 
time of admission, divided by the total number of adult consumers at the 

time of admission by region, per quarter, expressed as a percentage 

The percentage of adult consumers employed at the time of admission: 

• Statewide 

The number of adult consumers employed statewide, per quarter, at the 
time of admission, divided by the total number of adult consumers at the 
time of admission, statewide, per quarter, expressed as a percentage 

QpaIific~tionsrDefinitions 
, \t ,_ . ~ , _ . , 

- The percentage of adult consumers employed at the time of admission: 

. 
••• r •• 
•• .,1 •• 
' ..... .... .... .•.. ' .... 
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• By diagnostic group 

TI1e number of adult consumers employed by diagnostic group, per 

quarter, at the time of admission, divided by the total number of adult 

consumers at the time of admission, by diagnostic group, per quarter, 
expressed as a percentage 

Specifications and Procedures to Measure System Performance & Access to Care 
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Consumer Outcomes -1-2: Profile of Adult Consumers Living in Private Residence at Time of 
. Admission (Stability in Housing) 

To create a profile of adult clients living in a private residence at time of 

admission: 

• By service type 

• By region 

• Statewide 

• By diagnostic group (mental health, substance abuse, co
occurring disorder) 

These profiles will be created for both Medicaid clients and clients 
funded by the Division of Behavioral Health. 

Excel spreadsheet 

~~~.~~~~~t~~1~iJ!~~~§:1 This is a quarterly and annual report. 

Data will be obtained from the following sources: 
j~~ , ~,...., r ";'· 

.• , 1- ' " . ..... 

• Magellan Behavioral Health 

• NBHS NOMS Report 

• Division of Behavioral Health 

• Division of Medicaid and Long Term Care 

Unless specifjcally indicated otherwise, the following definition applies: 

Stable Housing: Adult mental health consumers living in private 
residence 

Services: Inpatient, residential, outpatient, comnlunity rehabilitative, and 
su pportive services 

Note: Also includes Jail/Correctional Facility and I-Iomeless or Shelter 

status. 

Target Nebraska Benchmark NOMS 2009 state data for Profile of Client's Change in Living Situation 

for this Measure (including homeless StCltuS) Measure 

Target National Benchmark NOMS 2009 national data for Profi1e of C1ient's Change in Living 
for this Measure Situation (including homeless StCltuS) Measure 

. .:::r.: • SpeCi fications and Procedures to Measure System Performance & Access to Care 
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Data Elements -1-2: Profile of Adult Consumers Living in Private Residence at Time of Admission 
. (Stability in Housing) . 

• '. Y ,. 

Qualifications/Defi!litions 
. ' . . . . . i' ' . ; ~.: ': ' : ' 

~A ~ • • 

. Qualifications/ Definitions 

Formula 

Qualifications/Definitions . 

Formula 

The percentage of adult clients living in a private residence at time of 
admission: 

• By service type 

The number of adult clients who were living in a private residence by 
service type, per quarter, at the time of admission divided by the total 
number of adult clients at the time of admission, by service type, per 

quarter, expressed as a percentage 

The percentage of adult clients living in a private residence at time of 
admission: 

• By region 

The number of adult clients who were living in a private residence by 
region, per quarter, at the time of admission divided by the total number 

of adult clients at the time of admission, by region, per quarter, expressed 
as a percentage 

The percentage of adult clients living in a private residence at time of 
admission: 

• Statewide 

The number of adult clients who were living in a private residence 
statewide, per quarter, at the time of admission divided by the total 

nUlnber of adult clients at the time of admission, statewide, per quarter, 

expressed as a percentage 

The percentage of adult clients Jiving in a private residence at time of 
admission: 

• By diagnostic group 

TIle number of adult clients who were living in a private residence by 
diagnostic group, per quarter, at the time of admission divided by the 

total number of adult clients at the time of admission, by diagnostic 

. [ group, per quarter, expressed as a percentage 
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To assess the total number of mentally ill consumers who have been 

~;;Sf~~;~~I}:~~t~~~;~tf,~:~~1 arrested and booked by local law enforcement and percentage by total 
population: 

• Statewide 

• By diagnostic group (mental health and substance abuse) 

~~~~~~~~~~~$~~~~_E __ x_ce_l_s_p_r_e_a_d_sh __ ee_t ______________________________________________ ~ 

•. T~!g¢'t} Nati~nal ,~e,n~h1?a!k _ 
for. i~,~~ ; M.¢~s~J;e 

This is a quarterly and annual report. 

Data will be obtained from the following source: 

• Division of Behavioral Health - Criminal justice data base, crossed 
with the Magellan data base for community behavioral health 

Collect data for one year both statewide and regionally and establish 
benchmark measure. 

Not applicable 

. =;:.r.: .• ... ,) . .. 
::~ 
•• It\.., 
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To assess the number of mentally ill consumers who have been arrested 
and booked by a local law enforcement agency into local jail: 

• Statewide 

The sum of mentally ill conSUD1ers who have been arrested and booked 

by local law enforcement agency into local jail statewide 

To assess the number of mentally ill consumers who have been arrested 

and booked by a local law enforcement agency into local jail: 

• By diagnostic group 

~:' ; ' . .l',C""'.-;"" ''' '''''.1 The sum of mentally ill consumers who have been arrested and bool<ed 

... ~., "" .. :". :;,-

QJlalificationsl Definitions, " 
"'t. •• "' .;" , • :" 1' ,.. , . ~ . \ .. -" -.- ' ,":" "; 

- " , ....• . I 

Foilllrtla 

. 

by local law enforcement agency into local jail by diagnostic group 

To assess the total percentage of mentally ill consumers who have been 

arrested and booked by local law enforcement agency into local jail 

• State'wide 

The percentage of mentally ill consumers who have been arrested and 
booked by local law enforcement agency into local jail statewide, divided 

by the total population of adults arrested/booked 

To assess the total percentage of mentally ill consumers who have been 
arrested and booked by local law enforcement agency into jail 

• By diagnostic group 

The percentage of mentally ill consumers who have been arrested and 

booked by local law enforcement agency into local jail by diagnostic 
group, divided by the total population of adults arrested/booked 

=;:r.:-
•• Jt,l_ • 
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III. Consumer Perception of Service & Recovery: Performance 
Measurement Domain Two 

Consumer Perception of Service & Recovery - 2-1: Consumer Outcomes 
'/ • ••• f · .f .. 

. Purpose 

. . 
. . ~ .. ~ 

' :-.. - 1 . . , ;, " "t. 

Required Submission Type 
.. ',' .. . ..' ".." .. 

BQTH Comments/ 

Recommendations 

To assess the number and percentage of adult consumers responding 
positively to the Outcome Section questions on the Annual Nebraska 

Consumer and Family Survey. Survey questions listed below: 

As a result of services I received: 

1. I deal more effectively with daily problems 

2. I am better able to control my life 

3. I anl better able to deal with crisis 

4. r am getting along better with my family 

5. I do better in social situations 

6. I do better in school and/or work 

7. My housing situation has improved 

8. My synlptoms are not bothering me as much 

Responding positively to the Outcome Sections Questions is defined as a 
consumer's average s.core for the above questions being at least agree (4), 

from the following responses: strongly agree (5), agree( 4), neu tral (3), 

disagree (2) and strongly disagree (1) 

• By Region 

These profiles will be created for both Medicaid clients and clients funded 
by the Division of Behavioral Health. 

Excel spreadsheet 

This is a quarterly and annual report. 

Data will be obtained froln the fol1owing source: 

• Division of Behavioral Health / Nebraska Annual Consumer 

and Fanlily Survey 

Target l\Iebraska Benchmark Collect data for one year by region and establish benchnlark measure 

for this M~asure 

. Targ¢tNationaLBenchmark Not applicable 

I ~ fotthis Measure ./ 

» :::r.: • 
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. . . ~ , 
~ I ' 

: Qualifica:tio~s; DefinitiQns , 

Formula 

. ~._ ~;_ - .. . ,Jo' .... ; r ~ 

Data Elements - 2-1: Consumer Outcomes 

To assess the number of adult consumers responding positively to the 
following question from the Outcome Section of the Annual Nebraska 

Consumer and Family Survey: 

• I deal more effectively with daily problems 

Total number of consumers who responded positively (strongly agree 

or agree) to this question, by region 

, ,",' -. , '" Percentage of adult consumers responding positively to the following 
'.' ~ 

",.. (,_- i _ . . ' . ,"; ' _ ":.~ " ", ~ /' / ."'" question from the Outcome Section of the Annual Nebraska Consumer 
c?~~:!mA~g()rj~{ ~efj,!}~t.~~ns . .. ... and F ami! y Survey: 

, .. .. :\ . ',-- • I deal more effectively with daily problems 

" QlJ.al~fi~ationsl Defitliti~ns 

Formula 

.' Qualification.sIDefiniti()ns 

Formula 

Qualificationsl Definitions 

. 

The number of consumers who responded positively (strongly agree or 
agree) to the this question divided by the total number of consumers 
who answered this question, by region, expressed as a percentage 

To assess the number of adult consumers responding positively to the 
following question from the Outcome Section of the Annual Nebraska 
Consumer and Family Survey: 

• I am better able to control my life 

Total number of consumers who responded positively (strongly agree 

or agree) to this question, by region 

Percentage of adult consumers responding positively to the following 
question from the Outcome Section of the Annual Nebraska Consumer 
and Family Survey: 

• I am better able to control my life 

The number of consumers who responded positively (strongly agree or 
agree) to the this question divided by the total number of consun1ers 
who answered this question, by region, expressed as a percentage 

To assess the number of adult consumers responding positively to the 
following question frOD1 the Outcome Section of ,the Annual Nebraska 
Consulner and Family Survey: 

• I am better able to deal with crisis 

:::r.:-
' ... ., .. 
:::t .... ~. 
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I " .. I " 

' \ "" , 

'. . ';" ..,': ~·,t,\ '>~ .' . ::~, ,~. ,~. 
·}Q'U~hticqti9;nsFD.~£inltl6hs: ' 
:.~ ":" '. ".' .. : . " ' ,: . ~ " .; --: . .'.' :., : '-:- :: ~ . , ' . , '" . (" " . . . . " . , " 

-. ,," 

. Foronila 

Qualificati6nsl Definitions 

Formula 

. QualificationslDefinitiOns 

Fonnul~ 

Q~aIifications/ Definitions 

Total number of consumers who responded positively (strongly agree 

or agree) to this question, by region 

Percentage of adult consumers responding positively to the following 

question from the Outcome Section of the Annual Nebraska Consumer 
and Family Survey: 

• I am better able to deal vvith crisis 

The number of consumers vvho responded positively (strongly agree or 
agree) to the this question divided by the total number of consumers 

who answered this question, by region, expressed as a percentage 

Percentage of adult consumers responding positively to the following 
question from the Outcome Section of the Annual Nebraska Consumer 
and Family Survey: 

• I am getting along better with my family 

The number of consumers who responded positively (strongly agree or 
agree) to the this question divided by the total number of consumers 
who answered this question, by region, expressed as a percentage 

To assess the number of adult consumers responding positively to the 
following question from the Outcome Section of the Annual Nebraska 
Consumer and Family Survey: 

• I do better in social situations 

Total number of consumers who responded positively (strongly agree 

or agree) to this question, by region 

Percentage of adult consumers responding positively to the following 
question from the Outcome Section of the Annual Nebraska Consumer 
and Family Survey: 

• I do better in social situations 

. 
==:r.: • .. ., .. 
.::~ ...... 
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: Fo riIllll a 

' . . . ., 

Qualific:ations/Defil1~tions 

Formula 

~~-Cip.~lj~i~a'!·R~~(\~,~fin~t.~~.ns .. 
. , ' ': - .~~ I , • • 

Formula 

... Qtl~lificationsl Definitions 

Formula 

Qualifications/Definitions ' 

Forn1ula 

Qualifications/ Definitions 

I 

The number of consumers who responded positively (strongly agree or 
agree) to the this question divided by the total number of consumers 

who answered this question, by region, expressed as a percentage 

To assess the number of adult consumers responding positively to the 
following question from the Ou tcome Section of the Annual Nebraska 

Consumer and Family Survey: 

• I do better in school and/or work 

Total number of consumers who responded positively (strongly agree 

or agree) to this question, by region 

Percentage of adult consumers responding positively to the following 

question from the Outcome Section of the Annual Nebraska Consumer 
and Family Survey: 

• I do better in school and/or work 

The number of consumers who responded positively (strongly agree or 
agree) to the this question divided by the total number of consumers 
who answered this question, by region, expressed as a percentage 

To assess the number of adult consumers responding positively to the 
following question from the Outcome Section of the Annual Nebraska 
Consumer and Family Survey: 

• My housing situation has improved 

Total number of consumers who responded positively (strongly agree 

or agree) to this question" by region 

Percentage of adult consumers responding positively to the following 
question from the Outcorne Section of the Annual Nebraska Consumer 
and Family Survey: 

• My housing situation has improved 

The number of consumers who responded positively (strongly agree or 

agree) to the this question divided by the total number of consumers 

who answered this question, by region, expressed as a percentage 

To assess the number of adult consumers responding positively to the 
following question from the Outcome Section of the Annual Nebraska 

I 

Consumer and Family Survey: 

_ • My symptoms are not bothering D1e as much 

. 
aa:.r; a • 
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-... . .... 

Total number of consumers who responded positively (strongly agree 

or agree) to this question, by region 

Percentage of adult consumers responding positively to the following 

question from the Outcome Section of the Annual Nebraska Consumer 
and Family Survey: 

• My symptoms are not bothering me as much 

J~~;f£~i. r, .~;;; ~ ; •• ·',i.'~'" :",,"t;- Li-,'~,!!; 
The number of consumers who responded positively (strongly agree or 
agree) to the this question divided by the total number of consumers 
who answered this question, by region, expressed as a percentage 

. '::::: ..• 
::!i ...... , 
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IV. Consumer Continuity of Care & Access to Care: Performance 
Measurement Domain Three 

Consumer Continuity of Care & Access to Care - 3-1: Number and Percentage of Adults Served by the 
.'. . Nebraska Behavioral Health System . 

The total number and percentage of adults served in the Nebraska public 
behavioral health system: 

• By region 

• Statewide 

• By service 

• Diagnostic group (mental health, substance abuse, co-occurring 
disorder) 

These profiles will be created for both Medicaid clients and clients 
funded by the Division of Behavioral Health. 

Excel spreadsheet 

This is a quarterly and annual report. 

Data will be obtained from the following sources: 

• Magellan Behavioral Heal th 

• NBHS NOMS Report 

• Division of Behavioral Health 

• Division of Medicaid and Long Term Care 

Unless specifically indicated otherwise, the following definition applies: 

Services: Inpatient, residential, outpatient, community rehabilitative, 
and supportive services 

T~rget N~Rraska Bel}cbma.rk. NOMS 2009 state data 
· · f~rJpi$tM.ea$~;¢;>~. ~~. ",", ":~":~:;;;' ' 

Targ~JNatiOIl(;l16enchl1l~ik 
for fhl's Meas~Je . . .. ' , " , 

. 

NOMS 2009 national data 
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The total number of adults served in the Nebraska public behavioral 

Qu.alificationsf[)efinitiOlls " ." health system: 

· .'".;i;;;.'i: :Ii~';:~i~,-..i:¥",,"h'. 1 

QuaHfication~ID·efiniti~~s .. 

Formula 

Qualificatiol1s/Definitions 
. - I ~ 1· .. . 

Formula 

Qualifications/Defini Hons 

• By region 

Total number of adults served in the Nebraska public behavioral health 

system by region, per quarter 

The percentage of adults served in the Nebraska public behavioral health 

• By region 

The number of adults served in the Nebraska public behavioral health 
system by region, per quarter, divided by the total number of adults 
living in the region, per quarter, expressed as a percentage 

The total number of adults served in the Nebraska public behavioral 
health system: 

• Statewide 

Total number of adults served in the Nebraska public behavioral health 

system statewide, per quarter 

The percentage of adults served in the Nebraska public behavioral health 

system: 

• Statewide 

The number of adults served in the Nebraska public behavioral health 
system statewide, per quarter, divided by to the total number of adults 

living in the state, per quarter, expressed as a percentage 

The total number of adults served in the Nebraska public behavioral 

health system: 

• By service 

. ... ,.. .. 
... AI •• 
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Total number of adults served in the Nebraska public behavioral health 

system by service, per quarter 

The percentage of adults served in the Nebraska public behavioral health 

system: 

• By service 

The number of adults served in the Nebraska public behavioral health 

system by service, per quarter divided by the total number of adults 

served, per quarter 

The total number of adults served in the Nebraska public behavioral 
health system: 

• By diagnostic group 

Total number of adults served in the Nebraska public behavioral health 

system by diagnostic group, per quarter 

The percentage of adults served in the Nebraska public behavioral health 
system: 

• By diagnostic group 

F(),rm til a 
The number of adults served in the Nebraska public behavioral health 
system by diagnostic group, per quarter divided by the total number of 
adults served, per quarter 

. ::::: .. 
:::t 
•• al-. 
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MINDS 
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Consumer Continuity of Care & Access to Care - 3-2: Access/Penetration Rate to Behavioral Health 
Services by Rural/Frontier Populations 

-.. .- .. ~ 

The number and percentage of adults living in rural/frontier areas 

receiving behavioral health services: 

• By region 

• Statewide 

• By service 

• By diagnostic group (mental health, substance abuse, co-occurring 
disorder) 

These profiles will be created for both Medicaid clients and clients funded 
by the Division of Behavioral Health. 

Excel spreadsheet 

This is a quarterly and annual report. 

Data will be obtained from the following sources: 

• Magellan Behavioral Health 

• NBHS NOMS Report 

• Division of Behavioral Health 

• Division of Medicaid and Long Term Care 

Unless specifically indicated otherwise, the following definition applies: 

Services: Inpatient, residential, outpatient, community rehabilitative, and 

supportive services 

TargerN.ebf'~sk~ Be.nchmatk .' NOMS 2009 state data 
forthls'M;aSure'" ,:. ~. ~. . . 

" -., .~ -_ . -l, ' . ' f; ~ ", ' .. . 
1 L • • ,~. 

" ·r··" 

Target N.afiorialBenchmark 
for this Measute ~ 

, . . . . . . T : : 

. 

NOMS 2009 national data 

=::r.: • 
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Data Elements - 3 .. 2: Access/Penetration Rate to Behavioral Health Services by Rural/Frontier 
Populations 

Qu alifi ca Hon sl Defi nHions 

•. , QuaJif{ca.JiollSJ. 

ForIl"lula .. . 

Qu aHficaJi ons/ 

Definitions · 

Formula 

Qualifications! 

Definitions 

Fornlula 

Qualifications! 

I Definitions 

. 

The number of adults living in rural/frontier areas receiving behavioral 

health services 

• By region 

Total number of adults living in rural/frontier areas receiving behavioral 

health services by region, per quarter 

The percentage of adults living in rural/frontier areas receiving behavioral 

health services: 

• By region 

The number of adults living in rural/frontier areas receiving behavioral 

health services by region, per quarter divided by the total population of 

adults living in rural/frontier areas by region, per quarter, expressed as a 
percentage 

, . The number of adults living in rural/fronber areas receiving behavioral 

heal th services: 

I 

• By Statewide 

Total number of adults living in rural/frontier areas receiving behavioral 
health services statewide, per quarter 

The percentage of adults hving in rural/frontier areas receiving behavioral 
heal th services: 

• By Statewide 

The nUlnber of adults living in rural/frontier areas receiving behavioral 

health services statevvide, per quarter divided by the total population of 

persons living in rural/frontier areas, statewide, per quarter, expressed as 

a percentage 

The nUlnber of adults living in rural/frontier areas receiving behavioral 

heal th services: 

• By Service 

iii::. · 
::~ ...... , 
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: . .... Total number of adults living in rural/frontier areas receiving behavioral 

heal th services by service, per quarter 

The percentage of adults living in rural/frontier areas receiving behavioral 
health services: 

• By Service 

TI1e number of adults living in rural/frontier areas receiving behavioral 

health services by service, per quarter divided by the total population of 

persons living in rural/frontier areas, per quarter, expressed as a 
percentage 

The number of adults living in rural/frontier areas receiving behavioral 

heal th services: 

• By Diagnostic group 

Total number of adults living in rural/frontier areas receiving behavioral 

health services by diagnostic group, per quarter 

The percentage of adults living in rural/frontier areas receiving behavioral 
hea1th services: 

• By Diagnostic group 

The number of adults living in rural/frontier areas receiving behavioral 
health services by diagnostic group, per quarter divided by the total 
population of persons living in rural/frontier areas, per quarter, expressed 
as a percen tage 
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Ta~g~tN·~bt~sl<aJ~~~. (2.hin~i# 
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." 1"- .... ' ...... , .. 

T ~rger N a ti 9rta1 B~nchm(lrk 
for this Measure . .. : ., 

. 

To assess the percentage of adult discharges, where treatment team 

recommended community services are available when patient is: 

• Discharge ready 

• Approved for payment 

• Not approved for payment 

These profiles will be created for both Medicaid clients and clients 
funded by the Division of Behavioral Health. 

Excel spreadsheet 

This is a quarterly and annual report. 

Data will be obtained from the following sources: 

• Psychiatric hospitals and psychiatric inpatient units 

Unless specifically indicated otherwise, the following definition applies: 

Available: Community based non inpatient program or service has 
available opening and can receive the client 

Discharge ready: Client no longer meets acute inpatient criteria 

Approved for payment: Client funding source has approved payment 
for specified lower level of care 

Not approved for payment: Client funding source has not approved 
payment for specified lower level of care 

Collect data for one year both statewide and regionally and establish 
benchmark measure 

Not applicable 

:::r.:-.. ., .. 
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QilalificationslDeJipitioris " 
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FOTIllula 

The percentage of discharges, where treatment team recommended 
community services are available when patient is: 

• Discharge ready 

The number of discharges, where treatment team recommended 

community services are available when patient is discharge ready, per 
quarter divided by the total number of discharges, per quarter, expressed 

as a percentage 

The percentage of discharges, where treatment team recommended 

community services are available when patient is: 

• Approved for payment 

The number of discharges, where treatment team recommended 
community services are available when patient is discharge ready and 
approved for payment, per quarter divided by the total number of 
discharges, per quarter, expressed as a percentage 

The percentage of discharges, where treatment team recommended 
community services are available when patient is: 

• Not approved for payment 

The number of discharges, where treatment team recommended 
community services are available when patient is discharge ready and 

not approved for payment per quarter divided by the total number of 
discharges, per quarter, expressed as a percentage 

. ... ,. .. 
•••. 1 •• • 11..,_ • 
:::~ ... ~" 
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To assess the Magellan count of services registered, billed and paid 

• By region 

• Statewide 

• By service 

• By diagnostic group (mental health, substance abuse, co
occurring disorder 

These profiles will be created for both Medicaid authorized clients and 

"-'--'F'~"'~"r"<" " ';'''' l:'~;, .:,.~ri:'J;ij:~g~lfiti~~t;;~1.~~;!~::!~0il clients registered/authorized by Division of Behavioral Health. 

I -"j 

Excel spreadsheet 

This is a quarterly and annual report. 

Data will be obtained from the following sources: 

• Magellan Behavioral Health 

• NBHS NOMS Report 

• Division of Behavioral Health 

• Division of Medicaid and Long Term Care 

Services: Inpatient, residential, outpatient, community rehabilitative, and 
supportive services 

Collect data for one year both statewide and regionally and establish 
benchmark measure 

Not applicable 

T~rgetN~!iQrial B~n,~h~~t:k 
foythis:'Measure .... ,-' . 
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QualigcatiorislDefinitions -

Formula 

Data Elements - 3-4: System Service Utilization 

Total nUlnber of services registered, billed and paid, by region, per 
quarter 

To assess the Magellan count of services registered, billed and paid: 

• Statewide 

Total number of services registered, billed and paid, statewide, per 

quarter 

To assess the Magellan count of services registered, billed and paid: 

• By service 

Total number of services registered, billed and paid, by service, per 
quarter 

To assess the Magellan count of services registered, billed and paid: 

• By diagnostic group 

Total number of services registered, billed and paid, by diagnostic group, 

per quarter 

. :::r.: • .. ., .. 
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V. Cost Effectiveness & Efficient Use of System Resources; 
Performance Measurement Domain Four 

Cost Effectiveness & Efficient Use of System Resources - 4-1: Per User Expenditures for Behavioral 
, " - Health Services 

1"1 , f. 
;. - . 

To assess per user spending for behavioral health services: 

• By state 

• By region 

• Diagnostic group (mental health, substance abuse and co
occurring disorders) 

These profiles will be created for both Medicaid clients and clients 
funded by the Division of Behavioral Health. 

This is a quarterly and annual report. 

Data will be obtained from the following sources: 

• Magellan Behavioral Health 

. ' I • NBHS NOMS Report 

• Division of Behavioral Health 

• Division of Medicaid and Long Term Care 

:rargeJNe,?raska Benchmark 
for this Measu.re 

Collect data for one year both statewide and regionally and establish 
benchmark measure 

Not applicable 

, T~rge,tNatiqnaIBerichmark 

for this Measure 
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To assess the state'\-vide per user spending for behavioral health services: 

Actual behavioral heal th state expenditures divided by the number of 
consumers who receive behavioral health services statewide, per quarter 

To assess per user spending for behavioral health services: 

• By region 

r~lt~:tig~;f~~tif~MC;1~r~~r~t:~Sj~;:/?~~7if!~;tit~:~~,:0t~~~:~'ff?1 Actual behavioral health state expenditures divided by the number of 

. 
... r- a • ::::-. ...... 
••• t .. -
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M1NDS 

consumers who receive behavioral health services by region, per quarter 

To assess per user spending for behavioral health services: 

• By diagnostic group 

Actual behavioral health state expenditures divided by the number of 
consumers who receive behavioral health services by diagnostic group, 

per quarter 
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To assess the ratio of administrative costs to service costs 

• DBH: Administrative costs versus service spending 

• Regions: Administrative costs versus service spending 

• Medicaid: Magellan fee versus behavioral health spending 

Excel spreadsheet 

> ,,"-'c, .,',~"j,",,·o' ;. 1 This is a quarterly and annual report. 

Data will be obtained from the following sources: 

• DBH: Administrative costs versus service spending 

• Regions: Administrative costs versus service spending 

• Medicaid: Magellan fee versus behavioral health spending 

Collect data for one year both statewide and regionally and establish 
benchmark measure 

'·1--.,.,·_·w 
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To assess the ratio of administrative costs to service costs 

• DBH: Administrative costs versus service spending 

Total DBI-I administrative costs divided by overall spending on 
services, per quarter 

To assess the ratio of administrative costs to service spending 

• Regions: Administrative costs versus service spending 

Total administrative costs divided by overall spending on services, per 

quarter 

To assess the ratio of administrative costs to service costs 

• Medicaid: Magellan fee versus behavioral health spending 

Total administrative fees divided by overall spending on behavioral 
heal th services, per quarter 
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To assess the number and percentage of adults admitted into inpatient 
behavioral health services annually: 

• By region 

• By diagnostic group (mental health, substance abuse, co
occurring disorder) 

These profiles will be created for both Medicaid clients and clients 
funded by the Division of Behavioral Health. 

Excel spreadsheet 

This is a quarterly and annual report. 

Data will be obtained from the following sources: 

• Division of Behavioral Health 

• Division of Medicaid and Long Term Care 

• Psychiatric hospitals and inpatient psychiatric units 

• Lincoln Regional Center (90-beds) 

NOMS 2009 data 

, NOMS 2009 data 

. ... ,.. ... 
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Data Elements - 4-3: Adult Admissions into Inpatient Behavioral Health Services in a Year 

-~~ " '!;:~~<'" :"/·'£<::·';:'1!li:'YY.~~:i'>.;tJ To assess the number of adult admissions into inpatient behavioral 

Q~~hf~cath~n~~.Q.~t!rf~i_QI).s:" . <~' health services annually: 
~1' ':. • ! _ ,:~ ~ oJ • ~ -;.., ~ :{ !-~I~ ~I • ~~.'" ~ ~ .. 1"7 '1l--;:.of I • 

'Foririula 
. .' 

91falifica tions! 

Definitions 

. 

. ·· ··4 

• By region 

Total number of adult admissions to inpatient behavioral health services 

annually, by region 

To assess the percentage of adult admissions to inpatient behavioral 
health services annually: 

• By region 

The number of adult admissions into inpatient behavioral health 
services by region, annually divided by the total number of all 

admissions to behavioral health services, annually, expressed as a 
percentage 

To assess the nunlber of adult admissions into inpatient behavioral 
health services annually: 

• By diagnostic group 

Total number of adult admissions to inpatient behavioral health services 

annually by diagnostic group 

To assess the percentage of adult admissions to inpatient behavioral 
health services annually: 

• By diagnostic group 

The number of adult admissions to inpatient behavioral health services 
by diagnostic group, annually divided by the total nunlber of all 
admissions to behavioral hea] th services annually, expressed as a 

percentage 

:e:::.'· 
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To assess the number and percentage of adult consumers admitted to 
community based non-residential outpatient and community based 

.,',' .',"'.-"." ," <1 behavioral health services: 

• By region 

• By diagnostic group (mental health, substance abuse, co
occurring disorder) 

These profiles will be created for both Medicaid clients and clients 
funded by the Division of Behavioral Health. 

Excel spreadsheet 

[~~~~~~~~ml~[~I;~~~;*~[~~1 This is a quarterly and annual report. 

Data will be obtained from the following sources: 

• Magellan Behavioral Health 

• NBHS NOMS Report 

• Division of Behavioral Health 

• Division of Medicaid and Long Term Care 
~: ,'':,."..; 

Tq.rget>:N~hia·skc;l ·~~hChl11a1;k i. Collect data for one year both statewide and regionally and establish 
for this:M~~slJr~: ' ,~, benchmark measure 

Not applicable 

. Target National B~:n(h111'arK 

£bflhis M~asur~ 

. ::::: .. 
::~ ....... 
OPEN 
M1NDS 
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Data Elements - 4-4: Adult Consumers Using Residential Community Based and Non-Residential 
. Community based Behavioral Health Services in a Year 

., -
,-; . , 

. QualificatiQn~/ Definitiqn$ 
" ._ ", oj , . • 

... :;':. 

t:,\!j~i::<,~:~~'.l};t;c:.i.~\ ?A'~ Y ';;'::'l;;:!,<t'~· 
·.Fointula 

Qualifications! . 

D.efinitions 

Formula 

Qualifications! 

Definitions 

Formula · 

To assess the number of adult admissions to non-inpatient/non

residential outpatient and community based behavioral health services: 

• By region 

Total number of adult admissions to non-inpatient/non-residential 

outpatient and community based behavioral health services by region, 
per quarter 

To assess the percentage of adult admissions to non-inpatient/non
residential outpatient and community based behavioral health services: 

• By region 

The number of adult admissions to non-inpatient/non-residential 
outpatient and community based behavioral health services by region, 
per quarter divided by the total number of adult admissions to 
behavioral health services, per quarter, expressed as a percentage 

To assess the number of adult admission to non-inpatient/non
residential outpatient and community based behavioral health services: 

• By diagnostic group 

Total number of adult admissions to non-inpatient/non-residential 
outpatient and community based behavioral health services by 
diagnostic grou p, per quarter 

To assess the percentage of adult admissions to non-inpatient/non
residential outpatient and comn1unity based behavioral health services: 

• By diagnostic group 

The number of adult admissions to non-inpatient/non-residential 
outpatient and con1munity based behavioral health services by 

diagnostic group, per quarter divided by the total number of adult 
admissions to behavioral health services, per quarter, expressed as a 

percentage 

. 
••• r •• ::=:a. 
:::1 ........ 
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To assess the average length of stay of consumers in the inpatient, 
residential, outpatient levels of care: 

• By region 

• Diagnostic group (mental health, substance abuse~ co-occurring 

disorder) 

• By service type 

These profiles will be created for both Medicaid clients and clients 
funded by the Division of Behavioral Health. 

Excel spreadsheet 

This is a quarterly and annual report. 

_., .... ,c, . ..,.>v, .• _i~.~,f!j~t~g~-A1~~tl Data will be obtained from the following sources: 
.;~~·~~~~K~:~~~~~$w~~2~ill~1 

. - , .. , .' : " 

• Magellan Behavioral Health 

• NBHS NOMS Report 

• Division of Behavioral Health 

• Division of Medicaid and Long Term Care 

• Lincoln Regional Center (90-acute beds) 

Service type: Inpatient Outpatient, Residential: secure, intermediate, 
dual diagnosis, psychiatric residential rehabilitative, short-term, 

therapeutic and half way house 

Ta'-l'g~tNeb!as~a l?,enchmar# Collect data for one year both statewide and regionally and establish 
, '. •• •• • , "';"o.! • • ~. J j 

for this ·l\t1ea.Sl:q·e benchmark measure 

Not applicable 

!arget ~~tiQI,l'11 ' ~enchmark_ ' 
. for thfsM~as1.lre 

. :::r.:' • 
•• If) •• 

:::l ....... 
OPEN 
M1NDS 
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Data Elements - 4-5: Consumer Average Length of Stay 

'~;;~~;.~:~~'~~j1:~~:t~~~'~l:J~~~;:=~nY;-/Ts:~::Y:~:~"~~:::' ) 'i~~' 

... ~;~1ii~f:t[o~1i~;ft~~~~~~.~· · 
To assess the average length of stay of consumers in inpatient, 

outpatient, and residential settings: 

• By region 

Computation of the average length of stay for adult consumers by 

inpatient, outpatient, residential settings by region, per quarter 

To assess the average length of stay of consumers in inpatient, 

outpatient, and residential settings: 

• By diagnostic group 

Computation of the average length of stay for adu~t consumers by 
inpatient, outpatient, and residential settings by diagnostic group, per 
quarter 

To assess the average length of stay of consumers in inpatient, 

;Q~~lificaHo!1sj bei~riitjQ'ns,: ·.. outpatient, and residential settings: 
:'>-:.":':" ,;,c'/.,'.:/_;, ::;~ ">' ,,~ '.~ /·!7-{7.':"::·) • By service 

Computation of the average length of stay for adult consumers by 
{ ~ 

inpatient, outpatient, and residential (secure, intermediate, dual ':-0' 01; 

'Formula-· 
diagnosis, psychiatrjc residential rehabilitative, short-term, therapeutic, 
half way house) settings by service, per quarter 

. 
,5::::. • 
:::~ .... ~ .. 
OPEN 
MINDS 
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To obtain the percentage of individuals readmitted to psychiatric 
hospital within 3D-days of discharge from inpatient psychiatric hospital: 

• By region 

• By diagnostic group (ll1ental health, substance abuse, co

occurring disorder) 

These profiles will be created for both Medicaid clients and clients 
L:~~~t~t",;f}~~;';:~;a funded by the Division of Behavioral Health. 

Excel spreadsheet 

This is a quarterly and annual report. 

Da ta will be obtained from the following sources: 

• Magellan Behavioral Heal th 

• NBHS NOMS Report 

• Division of Behavioral Health 

• Division of Medicaid and Long Term Care 

• Lincoln Regional Center (90-acute inpatient beds) 

• Inpatient psychiatric hospitals (HEDIS) 

NOMS 2009 state data 

NOMS 2009 national data 
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To obtain the percentage of individuals readmitted to the psychiatric 
hospital within 3D-days of discharge from inpatient psychiatric hospital: 

• By region 

" .. " ..... " ...... / .. , ... , The number of individuals readmitted to the psychiatric hospital within 
3D-days of discharge from inpatient psychiatric hospital by region, per 
quarter divided by the total number of consumers discharged from 

t;;'i~~~i~~~~~~t~~}~i~'~~;t'~~~~~:~Pi,!:J~1 psychiatric hospitals, per quarter, expressed as a percentage 

To obtain the percentage of individuals readmitted to the psychiatric 
hospital within 3D-days of discharge from inpatient psychiatric hospital: 

• By diagnostic group 

:>~t;~~:.i'2,:f' ;:~;;;);;.i'::;~: 1 The number of individuals readmitted to the psychiatric hospital within 

("f{i;~:::.:;~:<';~~j,;!3>!~>1 3D-days of discharge from inpatient psychiatric hospital by diagnostic 
group, per quarter divided by the total number of adults discharged 

from psychiatric hospitals, per quarter, expressed as a percentage 
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To assess the percentage of days consumers are in the community and 
not in an inpatient setting 180 days after discharge from an inpatient 
psychiatric hospital: 

• By region 

• By diagnostic group 

These profiles will be created for both Medicaid clients and clients 

~~~i~~J·JJ3';~~iii!::iJ:i~j l funded by the Division of Behavioral Health. 
~~~~~~ 

. :::r.: • ... -. 
::~ 
••• 1... 

OPEN 
MINDS 

Excel spreadsheet 

This is a quarterly and annual report. 

Data will be obtained from the following sources: 

• Magellan Behavioral Health 

• NBHS NOMS Report 

• Division of Behavioral Health 

• Division of Medicaid and Long Term Care 

• Lincoln Regional Center (90-acute beds) 

NOMS 2009 state data 

NOMS 2009 national data 

Specifications and Procedures to Measure System Performance & Access to Care 
December 8, 2010 39 



To assess the percentage of days consumers are in the community and 
not in an inpatient setting after discharge from an inpatient psychiatric 
hospital: 

• By region 

The number of days consumers are in the community and not in an 

inpatient setting 180 days after discharge from an inpatient psychiatric 

';~;;~[1:f~~fP~~~k,&~¥i.~~~H~1;t#~~i~~~~t~1~1, hospital by region, per quarter, divided by 180, expressed as a 

. 
••• P" •• ... , .. 
••• J •• 

:::t 
•• ItI.., 

To assess the percentage of days consumers are in the community and 
not in an inpatient setting after discharge from an inpatient psychiatric 

Il~)~l'tt'~4JiIQ)~$l~!JJ~X~j[JUJIJ)J1t.$:;;~~(;::~;·1 hospital: 

• By diagnostic group 

The number of days consumers are in the community and not in an 
inpatient setting after discharge from an inpatient psychiatric hospital 
by diagnostic group, per quarter divided by 180, expressed as a 
percentage 
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VI. Consensus Panel Membership List 

Name Title Organization 

Mary 
Barry-Magsamen Executive Director S1. Monica's Behavioral Health Services 

Connie Barnes Executive Director Behavioral Health Specialist, Inc. - Norfolk 

Beth Baxter Regional Administrator Behavioral Health Authority, Region 3 

Susan J. Boust, M.D. Medical Director The Behavioral Health Education Center of Nebraska 

Carole Boye Chief Executive Officer Community Alliance 

Dr. Linda Burkle Director of Divisional Social Services The Salvation Army Western Division 

Roxie Cillessen Division of Medicaid and Long-Term Care Technical Advisor 

Pat Connell Vice President Boys Town National Research Hospital 

Sheri Dawson Division of Behavioral Health Services Technical Advisor 

Jonah Deppe Executive Director NAM I Nebraska 

Scott Dugan President & Chief Executive Officer Mid-Plains Center for Behavioral Healthcare Services, Inc. 

Shannon Engler Director of Mental Health Services Bryan LGH Medical Center 

Aimee Folker Community Stakeholder Consumer 

Ingrid Gansebom Regional Administrator Behavioral Health Authority, Region 4 

Rhonda Hawks Principal Behavioral Health Support Foundation 

CJ Johnson Regional Administrator Behavioral Health Authority. Region 5 

Jessica Jones Behavioral Health Clinical Director The Salvation Army Omaha Social Services 

Patti Jurjevich Regional Administrator Behavioral Health Authority, Region 6 

Sheree Keely Vice President of Behavioral Health Services Alegent Health - Omaha 

Vicki Maca Division of Behavioral Health Services Technical Advisor 

Donna Polk-Primm Executive Director Nebraska Urban Indian Health Coalition, Inc. 

Amy Richardson Vice President of Program Lutheran Family Services of Nebraska 

Nancy Rippen Community Stakeholder Consumer 

Jean Sassatelli Senior Director of Behavioral Health Catholic Charities of Omaha 

Kathy Seacrest Regional Administrator Behavioral Health Authority. Region 2 

Dean Settle F)(p.r.lltivp D!rector I ~nr.~<::tp.r Community Menta! Health Center 

Rebecca Valdez FXf!ClltiVf! Director Latino Center of the Midlands 

. U:r.: • ..... ..... ... 
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Audit Summary and Committee Recommendations 

Audit Summary 

With the passage of the Nebraska Behavioral Services Act 
(LB 1083) in 2004, the Legislature undertook statewide behavioral 
health reform, which emphasized community-based services. The Act 
provides the structure for the administration and provision of 
community-based behavioral health services in Nebraska, including 
the promulgation of rules and regulations, authority to set service 
rates, and requirements for audits and oversight. The Act authorizes 
several entities to play roles in the provision of community-based 
behavioral health services, including the Department of Health and 
Human Services Division of Behavioral Health (Division), regional 
governing boards in six regions across the state, regional staff, and 
service providers. 

This performance audit examined whether: (1) funds intended to pay 
for community-based behavioral health services differentiated from . 
funds intended to pay for administrative costs; (2) administrative 
responsibilities between the Division and the regions are clear and 
efficient; and (3) oversight mechanisms are adequate. Audit staff 
identified a number of concerns, many of which are described as part 
of the following recommendations from the Legislative Performance 
Audit Committee. 

Committee Recommendations 

The Committee is extremely concerned about the audit findings, 
which it believes demonstrate serious failings in the Department's 
implementation of the 2004 Nebraska Behavioral Health Services Act 
(LB 1083). Six years after enactment of LB 1083, the Department has 
failed to develop a statewide comprehensive plan for behavioral 
health services, which would provide the behavioral health regions 
and others with needed guidance about the goals for behavioral 
health reform in the state. In addition, the Department has failed to 
promulgate regulations as required. Under LB 1083, the behavioral 
health regions are required to follow the Department's regulations as 
part of the balance between the Department's broader authority over 
behavioral health compared to each region's narrower responsibility 
for the services within its boundaries. The absence of regulations 
undermines the Department's role in this regard. 

The Committee is equally disturbed by some smaller, yet significant, 
findings. For example, the agency's attempt to justify a previous 
Director's bypassing statutory controls on competitive bidding by 
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citing the agency's broad authority to "integrate and coordinate the 
public behavioral health system" strains reason. Under this 
interpretation, a Director could avoid Of!Y statutory requirement by 
claiming it was necessary for the integration and coordination of the 
system. 

Similarly, the Director's response to inconsistencies in policies 
relating to audits of behavioral health services that are purchased by 
the behavioral health regions reflects a lack of concern for the 
oversight that the Department should be providing. Audit staff found 
that two regions were permitted to use an error rate double that being 
used by other regions, and that another region's policies contained no 
sanction provision for violation of the policies. In response, the 
Director claimed that "the audits met minimum standards yet we do 
not require uniformity." This contradictory statement makes no sense 
and fails to explain why fundamental procedures, such a single 
allowable error rate and the presence of sanctions, would not be 
considered "minimum standards." 

Also of concern to the Committee are the number of instances in 
which the agency's written response to the draft audit report 
provided information that was either contradictory to what audit staff 
had been told during the audit or was entirely new. It causes 
additional work for both the agency and the audit staff that could 
have been avoided if the full and correct information had been 
provided during the data gathering phase of the audit. 

The Committee concludes that the audit identifies significant 
problems and that the agency's response to the audit findings is 
insufficient, in some cases failing to take the identified problem 
seriously. The Committee makes the following specific 
recommendations. 

Recommendation 1: 
The Committee will ask the Auditor of Public Accounts to conduct 
an audit of, at a minimum, whether the Department and regions are 
maintaining the appropriate separation between funds designated for 
services and those designated for administration. The Auditor may 
also wish to consider whether the Department has established 
appropriate internal controls over the funds that flow to the regions. 

Recommendation 2: 
The Committee will forward its concerns about the need for DHHS 
to develop a comprehensive strategic plan for behavioral health 
services to the Legislature'S Health and Human Services Committee 
for follO'w-up. 

r 



Recommendation 3: 
The Committee has begun a preaudit inquiry into the timeliness of 
regulation promulgation by state including DHHS. 

Discussion: The Administrative Procedure Act, which governs the 
regulation promulgation process, contains no deadline for 
completion of regulations that are required by statute. Consequently, 
six years after enactment of LB 1083, the Committee finds itself in 
the frustrating position of being unable to find the Department in 
violation of any statute although the Committee fully believes that 
the lengthy delay has undermined the legislature's intention that 
regulations be in place to facilitate LB 1083's implementation. 

In his written response to the draft audit report, the Director noted 
that the development of the LB 1083 regulations has been 
coordinated with related regulations and that the draft regulations 
have been revised five times to incorporate stakeholder input. 
Committee appreciates that efficiencies may be gained by such 
coordination and that input prior to initial of the formal rulemaking 
process may be beneficial for complex regulations. f-Iowever, such . 
efforts must be balanced with the reality that regulations cannot serve 
their intended purpose if they are not promulgated within a 
reasonable period of time after a statute's enactment. The Committee 
hPlllP'l:TPC that six years after enactment is unreasonable. 

Recommendation 4: 
The Committee directs the audit staff to follow-up and report back 
to the Committee on when the draft regulations implementing LB 
1083 are scheduled for public hearing, which Director suggested 
would happen in "early 2010." 

Recommendation 5: 
The Committee believes that services provided by regions when 
competitive bidding fails to produce a qualified bidder should 
subsequently be put out for competitive bid and will draft legislation 
for the 2011 legislative session to accomplish that. 

Recommendation 6: 
The Committee directs audit staff to follow-up to determine whether 
all of the financial and program audits required of the regions take 
place this year as the Department indicates will happen, in contrast to 
inconsistencies in completing audits in the past. If the Department 
finds in the future that it is unable to conduct all of these audits due 
to staffing concerns, as it reports has happened in the past, the 
Committee recommends that the Department notify the Committee 
immediately. 
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Recommendation 7: 
The Committee recommends that the Department revise the 
minimum standards for audits of services purchased by behavioral 
health regions to include a single allowable error rate and a sanction 
policy for noncompliance. The Committee requests that the 
Department provide a copy of the revised standards to the 
Committee with the implementation plan due following the release of 
this report. 

Recommendation 8: 
The Committee recommends that the Division review the behavioral 
health regions' policies for all types of audits and ensure that those 
policies comply with minimum standards established by the Division. 

Audit Section Findings 

Section II: Separation of Administrative and Service Funds 

Finding #1: DHHS and the regional authorities differentiate in 
budget proposals and year-end accounting reports the funds spent on 
administrative costs from the funds spent for services. 

Finding #2: Although regions do not require service providers to 
account separately for funds spent on administrative costs and 
service costs, larger providers in three regions do report separate 
figures. 

Discussion: Assessing whether expenditures are being properly 
recorded as administrative or services is a 'financial audit function, 
which the Performance Audit Section is not authorized to undertake. 

Section III: Clarity and Efficiency of Administrative 
Responsibilities 

Finding #3: Statute clearly delineates that the regions have some 
autonomy with regard to the services provided within their 
boundaries, but they must operate within a framework established by 
the Division. 

Finding #4: Clarity of the responsibilities between the Division and 
the regions is likely harmed by the weaknesses in the Division's 
planning efforts identified by Behavioral Health Oversight 
Commission (BHOC) and the absence of updated regulations. 

Discussion: Comprehensive planning for the delivery of an 
appropriate array of services across the state was a critical element of 
LB 1083's vision for shifting behavioral health care to community-



based services. Similarly, properly promulgated regulations would 
provide uniform definitions and processes for the regions to follow. 

Finding #5: The responsibilities of the Division and regions with 
regard to selection of service providers are efficient to the extent 
that the Division has appropriate processes in 

Finding #6: The Division acknowledged one instance in which the 
Director deviated from the cOlnpetitive bidding requirements due to 
a provider withdrawing mid-contract. This is a deviation that the 
Nebraska Behavioral Health Services Act does not appear to allow. 

Discussion: Division representatives told us that they did not intend 
to from the competitive bidding reguirements in the future. 

Finding #7: The Division's interpretation of the statute that allows 
regions to provide services in the absence of qualified bidders has 
created an extension of the grandfather because once a region 
begins providing a service, it never has to reopen the service to 
competitive bidding. 

Discussion: This is a policy issue for the Committee's consideration. 

Section IV: Oversight 

CPA Audits 

Finding #8: The regions complied with the requirements to have 
yearly financial audits. 

Finding #9: The Division takes several to ensure audits of the 
regions are scheduled, conducted, and reviewed. 

Finding #10: The Division was not compliant with the contractual 
requirement to audit regionally provided on a yearly basis. 
One of the six regions had no services purchased audits between 
2005 and 2008. 

Finding #11: This noncompliance also raises questions about the 
effectiveness of the Division's review and monitoring of the audit 
timeline submitted with regional budget plans. 

Discussion: Division representatives told us they do not have 
enough staff to conduct all of the required audits. As the state is 
facing a significant budget deficit in current biennium, this 
problem may get worse. 

5 



6 

Finding #12: Some regions' policies for conducting services 
purchased audits varied inappropriately from the Division's policies. 

Discussion: It is within the Division's authority to ensure that the 
region's audit policies conform to minimum standards established by 
the Division. 

Program Fidelity Audits 

Finding #13: The Division is substantially compliant with the 
requirement to conduct timely program fidelity audits of regionally
provided services. 

Finding #14: All six regions had adequate procedures for program 
fidelity audits. 

Consumer Input 

Finding #15: The Division conducts several consumer outreach 
activities, including an annual survey that suggests consumers are 
generally satisfied with the services they received. 

Finding #16: The Division responds to recommendations from 
different consumer groups. 

Data Reporting and AnalYsis 

Finding #17: The Division is compliant with a requirement that it 
collect and report on the status of people in need of and receiving 
behavioral health services. 

Finding #18: Division staff do not analyze program fidelity audit 
information to note trends in identified weaknesses for either specific 
providers or groups of providers. 

Finding #19: The Division's lack of formal data analysis was noted 
as an area of concern in a 2007 review by the federal Center for 
Substance Abuse Treatment. 

Finding #20: By not compiling consumer feedback from the 
helpline, the Division is missing an opportunity to increase consumer 
involvement in the behavioral health system. 

Discussion: According to Division representatives, they review data 
from program fidelity audits and consumer outreach activities to 
identify immediate problems but do not compile and analyze the 
information to identify patterns or trends that develop over time. 



Finding #21: There are adequate· mechanisms in existence to 
oversee the behavioral health delivery system; however some are not 
functioning as well as they should be. This is particularly concerning 
since the Behavioral Health Oversight Commission (BHOC), which 
had the broadest oversight responsibility, has been eliminated. 
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INTRODUCTION 

In June 2009, the Legislative Performance Audit Committee directed 
the Legislative Performance Audit Section to conduct a performance 
audit of the Department of Health and Human Services Division of 
Behavioral Health's (Division) administration of the behavioral health 
system and answer the following questions: 

1. I-Iow are funds that are intended to pay for community-based 
behavioral health services differentiated from funds intended 
to pay for administrative costs? 

2. Are the administrative responsibilities of the Department of 
Health and Human Services and the regional administrations, 
in regards to community-based behavioral health, clear and 
efficient? 

3. What oversight mechanisms exist in the community behav
ioral health system and are these mechanisms adequate to en- . 
sure proper functioning of the system? 

Section I of this report provides an overview of Nebraska's behav
ioral health system. Sections II through IV answer the specific ques
tions posed for this audit. Section V contains our findings and rec
ommendations. 

We conducted this performance audit in accordance with generally 
accepted government auditing standards. Those standards require 
that we plan and perform the audit to obtain sufficient, appropriate 
evidence to provide a reasonable basis for our findings and conclu
sions based on our audit objectives. We believe that the evidence ob
tained provides a reasonable basis for our findings and conclusions 
based on our audit objectives. 

In conducting this analysis, we reviewed the Nebraska Behavioral 
Health Services Act, rules and regulations, and Division policies and 
internal documents. We also interviewed Division staff. The Division 
provided the financial data cited in this report. Audit staff did not in
dependently verify the financial data. 

We appreciate the cooperation and assistance of Division staff during 
the audit. 
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SECTION I: Behavioral Health Services in Nebraska 

In this section we give a brief background of Nebraska's behavioral 
health system, including statutory responsibilities of each entity in
volved. 

Nebraska's Community Behavioral Health System 

Nebraska's behavioral health system was established in 1974, with 
elements of centralization and local control designed to meet the ser
vice needs of Nebraska citizens. The current system is comprised of 
the Division, groups of counties that make up regional behavioral 
health authorities (regions), and behavioral health service providers, 
which can be regions or private contractors.! 

A major restructuring of the state's behavioral health system occurred 
in 2004, with the Legislature's passage of LB 1083, the Nebraska Be
havioral Health Services Act. The Act sought to address an over
reliance on the state's regional centers, and move toward community . 
based services. The Behavioral Health Oversight Commission 
(BHOC) noted in its 2008 report that, "Consistent with advances in 
research and treatment, evolving best practices, the legal and civil 
rights of those with mental illness or other disability as established in 
the U.S. Supreme Court Olmstead decision, and the advocacy of con
sumers, families, and professionals alike, LB 1083 envisioned and 
mandated the provision of services closer to home, family, and sup
port services and in the least restrictive setting." 

The Division 

By law, the Division must direct the administration and coordination 
of the behavioral health system. The Division does so by overseeing 
the regions, including approving regional budgets and auditing re
gions' behavioral health programs and services.2 Additionally, the Di
vision sets the reimbursement rates for services and consumer fees, 
and is required to conduct statewide planning to ensure that an ap
propriate array of community-based behavioral health services are 
provided. 3 The Division is also responsible for adopting the rules and 
regulations to carry out the Act, which the regions must follow. 4 

To facilitate consumer feedback and provide state oversight, the Di
rector of Behavioral Health must appoint a chief clinical officer and 
establish an Office of Consumer Affairs. s We will discuss the Divi
sion's oversight activities in Section IV of this report. 
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The Regions 

The state is divided into six behavioral health regions, as shown be
low. Acting under the Interlocal Cooperation Act, the counties in 
each region are required to establish a behavioral health authority. 6 

One county board member from each county in a region serves on 
the regional governing board. The counties must provide a portion of 
the funding for the operation of their region's behavioral health au
thority and for the provision of behavioral health services in the re-

. 7 
gion. 
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Regional Governing Boards and Authorities 

Each regional governing board oversees a regional behavioral health 
authority and is required to appoint a regional administrator to ad
minister and manage the region.8 Each region is responsible for the 
development and coordination of publicly-funded behavioral health 
services within its service area. In doing so, it must ensure that these 
actions follow the rules and regulations established by the Division. 9 

Each region must: 

~ submit budgets to the Division for approval; 
~ plan to ensure that an appropriate array of community-based 

behavioral health services are provided in the regions; 
~ coordinate and conduct audits of programs and services; 



Notes 

);> provide annual reports and other reports required by the Di
ViSion; 

);> initiate and oversee contracts for behavioral health services; 
);> encourage consumer involvement "in all aspects of service 

planning and delivery within the region;" and 
);> coordinate its activities with the Division's Office of Con

sumer Affairs. 10 

In addition to their statutory responsibilities, the regions sign con
tracts with the Division that provide further details about the regions' 
responsibilities in financial processes, oversight and other areas. 

The regions are allowed to provide services under certain circum
stances, which we discuss in more detail in Section III of this re
port. II 

Private C'ontractors 

Additionally, regions enter into contracts with individual private con
tractors. The same rules and regulations that apply to the regions also . 
apply to service providers. 12 The Division requires certain elements 
to be included in the contracts between the regions and service pro
viders, including the submission of budget plans, participation in re
porting and recordkeeping, and participation in oversight activities 
such as audits of programs and services. 13 

1 The Nebraska Comprehensive Community Mental Health Act was enacted in 1974 with LB 302. 
2 Neb. Rev. Stat. § 71-806(1). 
3 Neb. Rev. Stat. § 71-806(1). 
4 Neb. Rev. Stat. § 71-806(2). 
5 Neb. Rev. Stat. § 71-805(1-2). 
6 Neb. Rev. Stat. § 71-808(1). 
7 Neb. Rev. Stat. § 71-808(3). Counties in each region consult with their regional governing board to determine the 
amount of funding to be provided by each county. 
8 Neb. Rev. Stat. § 71-808(1 and 2). 
9 Neb. Rev. Stat. § 71-809(1). 
10 Neb. Rev. Stat. §§ 71-809(1) and 71-808(2). 
11 Neb. Rev. Stat. § 71-809(2). 
12 The introductory language of 204 NAC Ch. 4 states: "The requirements under this chapter apply to Regional Govern
ing Boards (hereafter referred to as 'region') as well as an organization or individual (hereafter referred to as 'provider') 
receiving community mental health funds directly from the Department or from the Department through a Regional 
Governing Board." 
13 FY2008-2009 Contract, Section IV: Contractor Duties and Responsibilities (Subsections A and F) and Section IX: 
Audits, Services Purchased and Program Fidelity Verification Requirements. 
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SECTION II: Behavioral Health Administrative Costs 

In this section we describe how funds that are intended to pay for 
community-based behavioral health services are differentiated from 
funds intended to pay for administrative costs associated with provid
ing those services. 

The Department of Health and Human Services Division of Behav
ioral Health (Division), regions, and providers all have administrative 
duties and accompanying costs. Following is a discussion of how the 
entities account for their administrative costs. 

The Division 

The Division maintains separate budgets for state-level behavioral 
health administrative funds and funds it provides to the regions. For 
FY2008-09, the Division spent $2.1 million (consisting of both state 
and federal funds) to administer Nebraska's behavioral health sys
tem. 1 According to Division staff, the administrative costs constitute . 
approximately 1.2 percent of total behavioral health system expendi
tures. 2 

The Regions 

The regions receive funding for administrative and service-provision 
costs from the Division and from the counties that make up each re
gion. For FY2008-09, the Division distributed $87.3 million to the 
regions. 3 

By law, each county must contribute to the regional authority one 
dollar for every three dollars appropriated from the General Fund. In 
FY2008-09, the regions received approximately $117 million from 
these sources, almost $5 million of which was used for administrative 
expenses. Division staff noted that most regions use county matching 
funds to pay for their administration costs. 4 

Rules and regulations require the regions to submit yearly budget 
plans/ which include estimated expenditures for mental health ser
vices, substance abuse services, and administration. 6 After the fiscal 
year has ended, regions are required to submit reports of their actual 
expenditures to the Division. 7 Division staff said that they compare 
the reports of actual expenditures when they review the regions' 
budget estimates for the upcoming fiscal year. 8 

For FY2008-09, the regions spent between 3.0 and 11.5 percent of 
their total revenue for administrative expenses (shown in Table 1). 
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'Percentage of Funds 
Actual Actual Revenue 

Region ~ : ~ Administrative (state, local, and 
Used 

Specifically for r" lr Totals other fund sources) 
'0 Adminis t~atiofl *. 

1 $691,918 $6,010,114 11.5% 
2 $356,880 $7,084,505 5.0% 

3 $592,747 $19,159,500 3.0% 
4 $537,794 $15,440,723 3.5% 

5 $1,431,018 $29,324,749 4.9% 

6 $1,269,503 $40,073,688 3.2% 

Total $4,879,860 $117,093,279 ---

Table prepared by the Legislative Audit Office using data provided by the Division of Behavioral 
Health. 
* Administrative includes both coordination costs and administration costs under the "System Coor
dination" section of the budget form. 

Private Service Providers 

Like the regions, each private service provider submits a budget plan 
with its contract, including estimated expenditures for mental health 
services, substance abuse services, and administration. 9 Private pro
viders apply for reimbursement from the regions after they have pro
vided a service. 10 

According to Division staff, providers' administrative costs typically 
run between 15 and 20 percent, although some organizations, such as 
hospitals, have administrative costs that are often more than 20 per
cent for their total expenditures. 11 Audit staff did not verify these 
percentages. 

A survey of regional administrators found that although the regional 
budget plan guidelines do not require providers to report administra
tive costs separately, some providers do. Three of the six regions 
noted that larger providers gave separate figures for administrative 
and services costs, both in budgets and in year-end actuals. The other 
three regions said that their providers do not. All six regions noted 
that because most providers are small enterprises and are paid on a 
unit cost or fee-for-service basis, they cannot provide separate figures 
like the larger providers. 

FINDING: DHHS and the regional authorities differentiate in 
budget proposals and year-end accounting reports the funds 
spent on administrative costs from the funds spent for serviceso 



FINDING: Although regions do not require service providers 
to separately account for funds spent on administrative costs 
and service costs, larger providers in three regions do report 
separate figures. 

Notes 

1 Budget Status Report from the Nebraska Information System as of June 30, 2009 for Agency 25, Program 268. E-mail 
from Sue Adams, October 14,2009. 
2 Meeting with Scot Adams, Vicki Maca, Susan Adams, and Karen Harker, June 18,2009. 
3 Budget Status Report from the Nebraska Information System as of June 30,2009 for Agency 25, Program 38. 
4 Meeting with Scot Adams, Vicki Maca, Susan Adams, and Karen Harker, June 18, 2009. 
5 203 NAC Ch. 4-003. 
6 Behavioral Health Division form lOa. 
7 FY2008-2009 Contract, Section IV: Contractor Duties and Responsibilities (Subsection F). 
8 Telephone conversation with Susan Adams, September 11,2009. 
9 FY2008-2009 Contract, Section IV: Contractor Duties and Responsibilities (Subsection A). 
10 Telephone conversation with Susan Adams, September 11,2009. 
11 Meeting with Scot Adams, Vicki Maca, Susan Adams, and Karen Harker, June 18, 2009 and telephone conversation 
with Susan Adams, September 11,2009. 
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SECTION III: Administrative Responsibilities 

In this section, we discuss whether the administrative responsibilities 
of the Department of Health and Human Services Division of Be
havioral Health (Division) and the regional administrations, in re
gards to community-based behavioral health, are clear and efficient. 

Administrative Structure 

By law, the Division is the "chief behavioral health authority" for 
Nebraska, responsible for the overall administration of the public be
havioral health system, including coordinating and overseeing the 
work of the regions. 1 The Division must approve or disapprove re
gional budgets and plans and audit the regional authorities and all be
havioral health programs and services. 2 Further, the Division is re
quired to adopt and promulgate rules and regulations to carry out the 
Act and to conduct strategic planning plan for the delivery of behav
ior health services. 3 In short, the Division is responsible for ensuring 
that the necessary types of services are available throughout the state. . 

In contrast, each region is responsible for coordinating and oversee
ing the network of community-based service providers within its 
geographic boundaries, thus executing a critical role in serving its 
residents. The legislative history for LB 1083 reflects the Legislature's 
intention that the regions exercise local control within the framework 
set out by the Division. For example, Senator Jim Jensen, Chair of 
the Health and Human Services Committee and introducer of LB 
1083, stated: 

We don't want to tell communities what to do. They 
need to decide for themselves what is best for their 
community. Then the state has the overall plan.4 

However, regions do not have unlimited control over the services 
provided within their boundaries. They must follow the provisions of 
the Act, the rules and regulations promulgated by D HHS, and the re
quirements of contracts they sign with the Division. 

Clarity of Authority 

We found that the responsibilities of the Division and regions 
seemed clear, at least in statute. To determine whether they were clear 
in practice, we asked Division representatives and regional adminis
trators whether their responsibilities under the Act (as described 
above) were clear to them. The Division representatives and some 
regional administrators told us there were times when their responsi-

9 
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bilities were not clear; however, they provided no specific examples 
of problems they had encountered. From our own analysis we identi
fied two practical problems that are likely to contribute to confusion 
about responsibilities. 

FINDING: Statute clearly delineates that the regions have 
some autonomy with regard to the services provided within 
their boundaries, but they must also operate within a frame
work established by the Division. 

Inadequate Comprehensive P fanning 

By law, the Division is responsible for the "conlprehensive statewide 
planning for the provision of an appropriate array of community
based behavioral health services and continuum of care."s In 2008 
and 2009, the Behavioral Health Oversight Commission (BH OC), 
created by the Legislature to help oversee implementation of LB 
1083, called into question the extent of the Division's planning. 
BHOC found that "many of the goals and responsibilities as set out 
in LB 1083 have not been accomplished," noting that many of the 
108 deliverables identified in D HHS' "LB 1 083 Behavioral Health 
Implementation Plan" remained "incomplete and! or unaddressed al
together." Some of these issues, according to BHOC, include: 

~ a plan for integrating the administration of behavioral 
health programs; 

~ a comprehensive statewide plan for behavioral health 
servlces; 

~ services that are research based, focus on recovery, 
and include peer support; 

~ a quality improvement plan; and 
~ a methodology for measuring consumer, process, and 

system outcomes. 6 

To address these shortcomings, BHOC recommended that the Divi
sion adopt a strategic vision for behavioral health that would lead to 
the "establishment of trusting and effective partnerships with key 
stakeholders in the system." BHOC said such planning was "impera
tive." Division staff confirmed that the Division has not completed 
comprehensive statewide planning and coordination for community
based behavioral health services.7 

Through our survey, we found that some regional administrators 
lieve that the lack of a comprehensive statewide plan for the provi
sion of services created some instances of confusion between the Di
vision and the regions. According to one of the regional representa-



tives, the absence of the plan "creates a void in vision, direction and 
leadership."s 

Regulations Not Promulgated 

An issue closely related to inadequate comprehensive planning is the 
lack of updated rules and regulations. As of the writing of this report, 
the promulgation of rules and regulations to implement the reforms 
of LB 1083 has not been completed-five years after of the 
bill. Although the Division and regions provided no examples of 
problems arising from this issue, updated rules and regulations with 
accurate statutory citations seems to us to be a resource that could 
add increased clarity to operating the community-based behavioral 
health system. 

FINDING: Clarity of the responsibilities between the Division 
and the regions is likely harmed by the weaknesses in the Divi
sion planning efforts identified by BROC and the absence of 
updated regulations. 

System Efficiency 

The behavioral health system's most important goal is the provision 
of services to those who them. Therefore, to determine the 
ciency of the system, we examined whether the Division has in place 
the required processes for the selection of service providers (we did 
not assess the efficiency of the delivery of individual services). To 
conduct this analysis, we reviewed relevant portions of the Act, rules 
and regulations, the regions' processes for contracting with service 
providers, and the circumstances in which regions may provide ser
vices without conducting a competitive bidding process. 

S eroice Provision 

As mentioned earlier in this report, the regions must provide an ap
propriate array of services, either through private providers or them
selves. When not providing a service itself, a region must conduct a 
competitive bidding process to select the service provider(s). 

Bidding Procedures 

Pursuant to a section of the Act often referred to as the "grandfather 
clause," a region can provide a service, without first conducting a 
competitive bidding process, if it provided the service on July 1, 
2004. 9 Currently, although private contractors provide most of the 
services in the system, all six regions provide some services under the 
grandfather clause. 10 

11 
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For services not covered by the grandfather clause, regions must 
conduct a competitive bidding process. Bidders participating in the 
process are assessed by region staff, as part of the request for pro
posal (RFP), to determine if they Ineet the "enrollment of providers" 
requirements set by the Division. 11 These requirements are: demon
stration of capacity, state certification or national accreditation, an 
on-site visit, and primary source verification. 12 

If a provider meets the bidding requirements and is accepted by the 
region, it must sign a contract, agreeing to participate in required fi
nancial processes and other oversight activities. The provider then 
carries out a service and applies for reimbursement from the region. 

FIND IN G: The responsibilities of the Division and regions 
with regard to the selection of service providers are efficient to 
the extent that the Division has appropriate processes in place. 

Director's "Exemption" 

Division staff noted that the Division Director once allowed a devia
tion from the competitive bidding procedures (they termed it a 
"waiver") when a provider unexpectedly withdrew from an active 
contract. 13 The Director believed this was necessary because the 
community could not do without the particular service for the time it 
would take to conduct the bidding process. 14 

Nothing in the plain language of the Act authorizes such a waiver. 
Although the currently promulgated rules and regulations make pro
vision for a waiver, such action pertains only to certain chapters of 
that title of the administrative code, none of which address the actual 
bidding process. 15 Use of the waiver in this instance seems unsup
ported by statute. Division staff, including the Director, said that they 
are not inclined to. grant a waiver in an instance such as this again. 

FIND IN G: The Division acknowledged one instance in which 
the Director deviated from the competitive bidding require
ments due to a provider withdrawing mid-contract. This is a 
deviation that the Nebraska Behavioral Health Services Act 
does not appear to allow. 

Failure to Find a Provider 

In addition to providing services under the grandfather clause, a re
gion may provide a service if the bidding process does not identify a 
qualified bidder and the Division director authorizes the region to 
provide the service. 16 According to Division representatives, when a 
region is authorized to provide a service because there was no quali
fied bidder, it does not need to open that service for bidding again. 17 

• 



We found that the Act itself and the legislative history of LB 1083 are 
both silent on whether the intended for regions to indefi
nitely provide a service under these circumstances, as they are al
lowed to do for grand fathered services. 

FINDING: The Division's interpretation of the statute that al
lows regions to provide services in the absence of qualified bid
ders has created an extension of the grandfather clause because 
once a region begins providing a service, it never has to reopen 
the service to competitive bidding. 

Notes 

1 Neb. Rev. Stat. § 71-806 (1). 

Neb. Rev. Stat. § 71-806 (1) (d) and (i). 
3 ~cb. Rev. Stat. § 71-806 (1) (c) and (2). 

4 History, LB 1083 (2004), remarks by Sen. Jim Jensen, March 17,2004, pg. 11633. 
5 Neb. Rev. Stat. § 71-806 (1) (c). 

6 Behavioral Health Oversight Commission Final Report, June 2009, pg. 7. 
7 and telephone conversation with Sue Adams, September 10,2009. 
8 Written statements from regional administrators. 
9 Neb. Rev. Stat. § 71-809 (2). The Division used the Budget Planning Document, which describes services provided by 
each submitted by the regions during the fiscal year previous to the July 1, 2004, as the baseline of services pro-
vided regions prior to the implementation of LB 1083 (Meeting with Scot Adams, Vicki Maca, and Sue Adams, 
October 6,2008). 
10 Plan documents from all six regions provided by the Division. 
II Neb. Rev. Stat. § 71-809 (2) (a-c) 
12 Network Management Review document. Demonstration of Capacity: Examines necessary facility licenses, profes
sional licenses, insurance, fiscal viability, Medicaid enrollment (if services are eligible), and program plans for services 
provided in network. Program plans must contain: entry and criteria; assessment procedures; discuss how con
sumer input is completed; staffing; and quality improvement processes. State certification or national accreditation: New 
orCIV1dlers must apply for State Certification or State Certification through National Accreditation. On-site visit: Verifies 
information used to demonstrate capacity, examines clinical record keeping practices, and conducts a data audit to verify 
information reported to the Division. For providers without national accreditation, a quality assurance review is also 
necessary. Primary source verification: All documents used to meet requirements are compiled and verified by network 
management. 
13 with Scot Adams, Vicki Maca, and Sue Adams, October 6, 2008; E-mail from Sue Adams, December 8, 2008, 
with answers approved by Scot Adams. 
14 with Scot Adams, Vicki Maca, and Sue Adams, October 6, 2008. 
15 NAC Title 204, Chap. 2. 
16 Neb. Rev. Stat. § 71-809 (2) (a-c). 
17 E-mail from Sue Adams, December 8, 2008, with answers approved by Scot Adams. 
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SECTION IV: Behavioral Health Oversight Mechanisms 

In this section, \ve discuss the oversight mechanisms that exist in the 
community behavioral health system and whether these mechanisms 
are adequate to ensure proper functioning of the system. 

The Oversight Environment 

There are several oversight mechanisms in place at various levels of 
the behavioral health system and that are executed by the Division, 
the regions, or independent contractors. These mechanisms include: 

~ financial oversight (CPA audits and services purchased au
dits); 

~ programmatic oversight (reviews of budget plans, program 
fidelity audits, audits from other entities such as the Legisla
ture or accreditation organizations); 

~ consumer-based activities such as conferences and helplines; 
and 

~ input from advisory groups. 

Consumer-based 
Oversight 

Consumer Affairs activities 
Regional consumer activities 

Ombudsman 

Financial Oversight 
CPA audits 

Services-purchased audits 
DHHS budget reviews 

Behavioral 
Health 

Oversight 

Advisory Groups 
SHOC 

Advisory committees 

Programmatic Oversight 
Program Fidelity Audits 
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Financial Oversight 

Budget Reviews 

As part of its oversight responsibilities, the Division must review and 
approve regional budgets. 1 Division staff use budget plans submitted 
by the regions to examine, among other items, the spectrum of ser
vices provided and estimated administrative costs. Division staff also 
compare the list of services provided to a master list of services to 
ensure that the provisions of the so-called "grandfather clause" are 
followed by regions that are providing services themselves. Division 
staff noted that they work closely with regional staff during budget 
submission and that it is routine for them to ask for more informa
tion from the regions regarding budget issues. 2 Staff also said that 
they ask the regions to either submit more information or re-submit 
budget plans to address issues. 3 

CPA Audits 

Each region and private service provider must have an independent, 
annual financial audit conducted by a certified public accountant. 4 

We found that all regions complied with the requirement to have 
yearly financial audits. None of the audits reviewed identified any is
sues that rose to the level of "material" significance. We did not de
termine whether each private service provider also had a financial au
dit. 

The Division takes several steps to ensure audits of the regions are 
scheduled, conducted, and reviewed. Regions submit an audit time
line with their budget plans indicating when audits will occur, which 
Division staff said they check against incoming audits. Once com
pleted, the regions send audit reports to the Division. According to 
the Division, staff review the audit reports, noting any deficiencies on 
a cover sheet that must also be signed by the reviewer. 5 

FINDING: The regions complied with the requirements to 
have yearly financial audits. 

FINDING: The Division takes several steps to ensure audits of 
the regions are scheduled, conducted, and reviewed. 

Services -purchased Audits 

Services-purchased audits, required annually for each service, assess 
whether providers actually delivered the services they billed to the 
Division or the regiorts. Division staff audit region-provided services; 
region staff audit subcontractor-provided services. We reviewed the 



auelits conducted by the Division, but lacked the time to examine the 
audits done by region staff of subcontractors. 

Similar· to the CPA audits, the Division requires regions to submit a 
timeline for completion and reviews the report once completed. 
When we reviewed the services-purchased auelits performed by Divi
sion staff from 2002 to 2008, we found that the Division conducted 
nine reviews of five regions' services during that time. Contrary to 
contract, no region's services were auelited yearly.6 Division staff ex
plained that Division understaffing has meant fewer audits. Division 
staff could not offer a clear explanation of why Region 3 did not have 
a services-purchased auelit by the Division from 2005-2008, although 
staff reiterated that personnel levels were an issue starting in 2006.8 

This noncompliance also raises questions about the Division's review 
and monitoring of the auelit timeline submitted with regional budget 
plans. 

FINDING: The Division was not compliant with the contrac
tual requirement to audit regionally provided services on a 
yearly basis. One of the six regions had no services purchased . 
audits between 2005 and 2008. 

FINDING: This noncompliance also raises questions about the 
effectiveness of the Division's review and monitoring of the au
dit timeline submitted with regional budget plans. 

The Division's and the regions' written procedures for reporting au
elit results are similar, however variations exist. Variations found in
cluded a region with no sanctions policy and two regions that allow a 
ten percent error rate in services-purchased auelits, rather than the 
five percent rate set by contract. The contract requires reviewers to 
evaluate at least two percent of purchased services. If the error rate 
exceeds five percent, reviewers must increase the sample size to five 
percent. 

FINDING: Some regions' policies for conducting services pur
chased audits varied inappropriately from the Division's poli
cies. 

Programmatic Oversight 

In addition to oversight of behavioral health services expenditures, 
the Division and regions exercise oversight by tracking the use of 
broad categories of services. Further, the Division and regions con
duct program fidelity auelits that assess whether services sufficiently 
meet the needs of consumers. 
Information SysteJns and Reporting 
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By law, the Division must maintain an information system for "all 
persons receiving state-funded behavioral health services.,,9 Data re
quired to be collected by the system includes the number of persons: 

);> receiving regional center services; 
);> ordered by a mental health board to receive inpatient or 

outpatient treatment and receiving regional center services; 
);> voluntarily admitted to a regional center and receiving 

regional center services; 
);> waiting to receive regional center services; 
);> waiting to be transferred from a regional center to 

community-based services or other regional center services; 
~ admitted to behavioral health crisis centers. lO 

Currently, the Division contracts with ~1agellan Behavioral Health 
for what it calls a "management information system" for community
based services.l1 Providers enter information directly into the Web
based application. The Division, regions, and providers can access 
the reports developed by the information system. 12 The Division also 
uses Magellan to track services for consumers at the Lincoln Regional 
Center, but, according to Division staff, this is not at the level of 
specificity required by statute. 13 According to Division staff, to com
ply with statute in this regard, the regional centers generate their own 
weekly data reports that are then sent to the Division. 14 All of these 
sources of data are used to develop reports to the Legislature and the 
Governor, as required by law. 1s 

FIND IN G: The Division is compliant with a requirement that 
it collect and report on the status of people in need of and re
ceiving behavioral health services. 

Program Fide/iry Audits 

A program fidelity audit reviews program plans and delivered ser
vices. The audits assess whether service providers have processes to 
ensure consistency in service quality and compliance with applicable 
grant requirements, and with state and federal laws and regulations. 16 

Contracts require audit teams - comprised of HHS and, or, region 
staff members to review provider records, including clinical re
cords, and "other programmatic and clinical details of the service." 
The reviewers must examine "sufficient" clinical records and other 
documentation to verify that the service provider complied with at 
least 95 percent of state standards, the minimum benchmark set by 
the Division for program fidelity audits. 17 

18 

The Division and the regions must complete program fidelity audits 
at least once every three years for each service offered by a pro-



vider.19 If a region provides the services, Division staff conducts the 
audit; if the region subcontracts for services, region staff conducts 
the audit and submits the results to the Division. 20 

Although the Division has done program fidelity audits since 2002, 
timeframe requirements were not placed in contracts until 2006 after 
a review of auditing procedures by a D HHS workgroup. 21 Prior to 
2006, the only major requirement in audit guidelines stated that the 
regions could not conduct program fidelity audits on themselves, but 
instead had to used a neutral entity, with some regions using peer re
viewers from a state behavioral health groUp.22 Now, programs must 
be reviewed at least once every three years. 23 

According to the Division, between 2006 and 2009, only one pro
gram was not audited. 24 Division staff noted that a lack of personnel 
has limited completion of program fidelity audits in the past. 25 How
ever, staff also noted that the Division "demonstrates growth" and 
improvement in this area while operating within its appropriations. 26 

FINDING: The Division is substantially compliant with the . 
requirement to conduct timely program fidelity audits of re
gionally-provided services. 

In conducting program fidelity audits Division staff uses a workbook 
outlining standards, definitions and audit procedures. Contract re
quires each region to develop written procedures and formats for re
porting results of their audits of subcontractors. 27 All six had minimal 
but adequate written procedures from one sentence to three sen
tences of instruction. 

FIND IN G: All six regions had adequate procedures for pro
gram fidelity audits. 

Regions submit their program fidelity audit reports to the Division 
for review. Division staff stated they review these audits primarily to 
correct any issues identified in the audits. 28 Division representatives 
told us they do not analyze the information to discern trends in iden
tified weaknesses among providers. 29 

FINDING: Division staff do not analyze program fidelity audit 
information to note trends in identified weaknesses for either 
specific providers or groups of providers. 

The federal Center for Substance Abuse and Treatment, in a 2007 re
view to determine federal block grant compliance, also identified this 
lack of formal analysis. In their subsequent report, the reviewers em
phasized the importance of data analysis and concluded that N e
braska had "no systematic process for analyzing and reporting data 
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for decision-making" and "no formal plan exists for improving ana
lytical and management capacity for data usage.,,30 The reviewers 
wrote that "data appear to be underutilized due to limited personnel 
resources" in the Division. 31 

FINDING: The Division's lack of formal data analysis was 
noted as an area of concern in a 2007 review by the federal Cen
ter for Substance Abuse Treatment. 

Consumer-based Activities 

In addition to audits and other reviews, consumer input provides an
other level of oversight of the community-based behavioral health 
system. Consumers, as the direct recipients of services, have a singu
lar role in the assessment of those services. 

Office of Consumer Affairs 

Recognizing the important role consumers could play in their treat
ment' 2004 reform legislation increased consumer involvement in 
the behavioral health system. 32 The Legislature created the Office of 
Consumer Affairs (Office) within the Division and gave it the 
mission of planning, facilitating, and strengthening consumer 
involvement in behavioral health issues. 33 The Office has four staff 
members, including a Program Administrator, who must be a current 
or former consumer of behavioral health services. 34 

Office staff conduct several activities designed to inform and respond 
to behavioral health services consumers. 35 These activities include 
organizing an annual conference for consumers, adminstrating e-mail 
listservs for consumers and providers, conducting a yearly consumer 
satisfaction survey, and operating a consumer helpline. 36 Division 
staff noted that more than 100 consumers attend the annual 
conference and that the help line typically receives between 300 and 
700 phone calls each year. 37 

Each year the Office conducts a survey of "persons receiving mental 
health and/or substance abuse services" in the behavioral health 
system. 38 The survey asks consumers, both adults and 
children/ adolescences (parents or guardians often responding), to 
report on their satisfaction with several factors, including service 
access, quality and appropriateness of service, outcomes, participation 
in treatment planning, and general satisfaction. In 2008, the survey 
had a 31 % response rate for adults and a 42% response rate overall. 39 
In the survey, consumers gave generally positive reviews of the 
system. Adults responding to the 2008 survey reported 72.0-81.90/0 
satisfaction with various services offered and outcomes. Responding 



youth and their parents reported 58.4-82.0% satisfaction with various 
services offered and outcomes. 40 

FINDING: The Division conducts several consumer outreach 
activities, including an annual survey that suggests consumers 
are generally satisfied with the services they received. 

Although the Division conducts several outreach activities with con
sumers, it is missing opportunities to take advantage of some of the 
sources of data available to it. For example, Division staff acknowl
edged that they do formally compile information from consumers at 
the annual conference, but not from the consumer helpline. 41 Not 
compiling this data is missing an opportunity to maximize consumer 
involvement in the system. 

FINDING: By not compiling consumer feedback from the 
helpline, the Division is missing an opportunity to increase 
consumer involvement in the behavioral health system. 

Consumer Input at the Regional Level 

In addition to the state-level Consumer Affairs Office, the Division 
requires each region to have a designated consumer specialist on staff 
to deal with consumer issues on the local leveL 42 Regional consumer 
specialists also field consumer calls regarding services concerns and 
can often guide consumers through their local behavioral health 
system more easily than the state-level employees. 43 The regional 
specialists and Office staff communicate regularly to discuss 
consumer Issues. 

Regions are also required to have grievance procedures in place as 
part of their accreditation process. Currently, according to Division 
staff, all regions are accreditted and have met the requirement. As the 
Division is not accredited, it is not required to have grievance 
procedures; however, Division staff said that there has been a call for 
state-level grievance procedures, which would address concerns 
about services provided by the regions. 44 

Office if the Public Counsel (Ombudsman) 

In 2008, the Legislature gave the Office of the Public Counsel (Om
budsman) the authority to investigate complaints from consumers of 
services provided by both the regions and private providers. The in
vestigatory authority granted applied only to consumers who were 
patients of a state regional center within the prior 12 months. 45 

The legislation also created the position of deputy public counsel for 
institutions, which has purview over state regional centers, the Bea-
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trice State Development Center and the state veterans' facilities. Dur
ing floor debate, Sen. Mike Flood said the extended authority would 
give the Ombudsman the ability to determine if a patient had re
ceived the appropriate care from one end of the services continuum 
to the other. 46 

Advisory Resources 

Behavioral Health Oversight Commission 

The Legislature established the Behavioral Health Oversight Com
mission (BHOC) with the passage of LB 1083 (2004).47 Until July 
2008, the BHOC reported to the Legislature; after that date, it re
ported to the Director of Behavioral Health until it sunset on June 
30,2009. 48 

BHOC was required to oversee and support implementation of LB 
1083 by providing advice and assistance to the Division relating to 
the implementation of the Act. In addition, BHOC promoted the 
interests of consumers and their families, and was required to provide 
reports and engage in other activites as directed by the Division. 49 

As mentioned earlier in this report, in June 2008, BHOC published a 
report that noted the accomplishments of recent behavioral health re
form efforts, but also contained findings and recommendations for 
future efforts. In its report, BHOC found that "many of the goals 
and responsibilities as set out in LB 1083 have not been accom
plished." 50 In June 2009, BHOC released its final report, which reit
erated many of the issues noted in its 2008 report and called for the 
adoption of a statewide strategic plan for behavioral health. 51 

FINDING: BHOC found that "many of the goals and respon
sibilities as set out in LB 1083 have not been accomplished." 

With the elimination of BHOC in June 2009, there is no central en
tity providing a check on the high-level progress of the Division to
ward implementing the goals of LB 1083. As noted in a previous per
formance audit report, with the sunset of BHOC, there is no desig
nated entity to review service reduction or discontinuation notices 
made by the Division.52 

Specialized Advisory Committees 

LB 1083 also established two specialized behavioral health-related 
advisory committees: the State Advisory Committee on Mental 
Health Services and the State Advisory Committee on Substance 



Notes 

1 Neb. Rev. Stat. § 71-806 (1) Cd). 

Abuse Services. 53 Members of both committees are appointed by the 
governor. 

By law, the committees hold regular meetings and are charged with, 
among other duties, providing advice and assistance to the Division 
and promoting the interests of behavioral health consumers and their 
families. They are also required to provide reports and engage in 
other activities as directed by the Division. 54 Thus the committees, 
part of a behavioral health system designed to be responsive to indi
vidual consumers statewide, have a vital oversight role in that system. 

Committee members develop recommendations during quarterly 
meetings attended by Division staff. The meeting agendas and min
utes, posted on the DHHS Web site, typically identify any new rec
ommendations as well as the Division's response to recommenda
tions from prior meetings. 55Generally, the Division responds to both 
committees' new recommendations at the following meeting. 

FINDING: There are adequate mechanisms in existence to 
oversee the behavioral health delivery system; however some . 
are not functioning as well as they should be. This is particu
larly concerning since the Behavioral Health Oversight Com
mission, which had the broadest oversight responsibility, has 
been eliminated. 

2 Meeting with Scot Adams, Sue Adams, Willard Bouwens, and Bob Zagozda, August 28, 2008. 
3 Meeting with Scot Adams, Sue Adams, \X'illard Bouwens, and Bob Zagozda, August 28, 2008. 
4 NAC Title 204, Chapter 4, 004 and NAC Title 203, Chapter 4,006; Contract Number DHHSBH-09-REGION 1. 
5 Written communication from Sue Adams, October 29,2009. 
6 Our review included both standard services purchased audits and those performed as part of ' the Division's Profes
sional Partner Program for regional youth wraparound services. 
7 Telephone conversation with Sue Adams, September 30,2009. 
8 \X'ritten communication No.2 from Sue Adams, October 27,2009; written communication from Sue Adams, October 
28,2009. 

23 



9 Neb. Rev. Stat. §71-810 (1). 
10 Neb. Rev. Stat. §71-810 (7) (a-h). 
11 Written communication from Sue Adams, October 30, 2009. 
12 Written communication from Sue Adams, October 30, 2009. 
13 Written communication from Sue Adams, October 30, 2009. 
14 Written communicat;ion from Sue Adams, October 30, 2009. 
15 Written communication from Sue Adams, October 30, 2009; Neb. Rev. Stat. §71-810 (7) 
16 Nebraska Behavioral Health System Audit Orientation Workbook. 
17 Regional Contract for Behavioral Health and Network Management Services, pg. 12. (Each region has the same com
ponents in its contract, including audit requirements, but the contracts are separate documents.) 
18 Nebraska Behavioral Health System Audit Orientation Workbook. 
19 Nebraska Behavioral Health System Audit Orientation Workbook. 
20 Regional Contract for Behavioral Health and Network Management Services, pg. 11. The contract allows to 
have approved "neutral" parties conduct these audits instead of DHHS. 
21 Written communication from Sue Adams, October 27,2009. 
22 Meeting with Scot Adams, Vicki Maca, Sue Adams, and Bob Zagozda, April 2, 2009; Written communication from 
Sue Adams, October 27,2009. 
23 Nebraska Behavioral Health System Audit Orientation \X7orkbook. 
24 Written communication from Sue Adams, October 27,2009. 
25 Meeting \\rith Scot Adams, Vicki :Maca, Sue Adams, and Bob Zagozda, April 2, 2009. 
26 Written communication from Sue Adams, October 27,2009. 
27 In a meeting with Scot Adams, Vicki Maca, Sue Adams, and Bob Zagozda, April 2, 2009, we were told that if a region 
changes or revises its audit procedures, regional staff are required to report this to DHHS when they submit their annual 
budget plan. 
28 Meeting with Scot Adams and Sue Adams, May 6,2009. 
29 Meeting with Scot Adams and Sue Adams, May 6,2009. 
30 Technical Review Report: Performance Partnership Grant Core Technical Review, September 28, 2007, Division of 
State and Community Assistance Center for Substance Abuse Treatment, pgs. 3-4. 
31 Technical Review Report: Performance Partnership Grant Core Technical Review, September 28, 2007, Division of 
State and Community Assistance Center for Substance Abuse Treatment, pg. 21. 
32 Neb. Rev. Stat. §71-803 (3) (d). 
33 http://www.dhhs.ne.gov/beh/mh/mhadvo.htm 
34 Neb. Rev. Stat. §71-805(1-2). 
35 http://www.dhhs.ne.gov/beh/mh/mhadvo.htm 

• 36 Meeting with Scot Adams and Sue Adams, May 6, 2009. 
37 Meeting with Scot Adams and Sue Adams, May 6,2009. 
38 Nebraska 2008 Behavioral Health Consumer Surveys Summary of Results, pg 1. 
39 Nebraska 2008 Behavioral Health Consumer Surveys Summary of Results, pg 6. 
40 Nebraska 2008 Behavioral Health Consumer Surveys Summary of Results, pg 7. 
41 Meeting with Scot Adams and Sue Adams, May 6, 2009. 
42 FY09 Regional Budget Plan Guidelines for Behavioral Health Serdces, pg. 13. The Division required each to 
"identify the individual with responsibility for Regional Consumer and Family Systems Coordination" in its 2009 Budget 
Plan. The Uniform Application FY 2008--State Implementation Report, Community Mental Health Services Block 
Grant states that the regional consumer specialists were first required in 2007. 
43 Meeting with Scot Adams and Sue Adams, May 6, 2009. 
44 Meeting with Scot Adams and Sue Adams, May 6, 2009. 
45 Legislative History, LB 467 (2008), remarks by Sen. Mike Flood,January 17,2008, pg. 46. 
46 Ibid., pg. 37. 
47 Neb. Rev. Stat. § 71-818. 
48 LB 928 (2008) 
49 Behavioral Health Oversight Commission of the Legislature Final Report - June 2008, pg. 1. 
50 Behavioral Health Oversight Commission, Final Report,June 2008. 
51 Behavioral Health Oversight Commission, Final Report draft,June 2009. 
52 Department of Health and Human Services: Statutory Compliance in Closing the Lincoln Regional Center Commu-
nity Transition, released _____ _ 
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53 Neb. Rev. Stat. §71-814 and §71-815. Neb. Rev. Stat. §71-816(3-4) also establishes the State Committee on Problem 
Gambling. 
S4 Neb. Rev. Stat. §71-814(2) and 71-815(2). 
55 Section staff reviewed the meeting minutes from both committees for the last two years. For the State Advisory Committee on 
Mental Health Services, we reviewed the meeting minutes from Aug. 7,2007, to Nov. 4, 2008. The minutes were unavailable for the 
meetings of Feb. 6, 2007, May 1, 2007, Feb. 5, 2009 and May 7, 2009. For the State Advisory Committee on Substance Abuse Ser
vices, we reviewed the meeting minutes from Feb. 21, 2007, to Jan. 13,2009. 
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FROM: 

RE: 

DATE: 

State of Nebraska 

Legislative Fiscal Office 
PO Box 94604, State Capitol 

Lincoln, NE 68509-4604 

MEMO 

Martha~erJiL'1 ' ~i ~ \ " . . ,: 7 

Michael Calv1~ ! ' .' dy SO'" 

PerformancelA'udit - Community-based Behavioral Health 

November 23, 2009 

RECEIVED 

NOV 242009 

LEGISlATIVE AUDfT 

This memo is in response to your request of November 2 asking for our opinion as to whether the 
recommendations from the performance audit on "Community-based Behavioral Health: Funds, 
Efficiency and Oversight" can be implemented with existing appropriations. 

It appears to us that all of the recommendations can be implemented with existing staff and 
resources of the Department of Health and Human Services or the Auditor of Public Accounts. 
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BACKGROUND MATERIALS 

The "background materials" provided here are materials (in addition to the Section's report) that 
were available to the Committee when it issued the findings and recommendations contained in Part 
III of this report. They include: 

>- the Section's draft findings and recommendations (provided for context); 
>- the agency's response to a draft of the Section's report; 
>- the Legislative Auditor's summary of the agency's response. 



These are the Office's draft recommendations on 
which the Committee's final recommendations (in 
Part 1) are based. 

Section V: Findings and Recommendations 

Section II: Separation of Administrative and Service 
Funds 

Finding #1: D HHS and the regional authorities differentiate 
in budget proposals and year-end accounting reports the 
funds spent on administrative costs from the funds spent for 
servIces. 

Finding #2: Although regions do not require service 
providers to account separately for funds spent on 
administrative costs and service costs, larger providers in 
three regions do report separate 

Discussion: Assessing whether expenditures are being 
properly recorded as administrative or services is a financial 
audit function, which the Performance Audit Section is not 
authorized to undertake. 

Recommendation: The Con1mittee may wish to consider 
asking the Auditor of Public Accounts to assess whether the 
Division's and regions' expenditures for administration and 
delivery of services are being recorded appropriately. 

Section III: Clarity and Efficiency of Administrative 
Responsibilities 

Finding #3: Statute clearly delineates that the regions have 
some autonomy with regard to the services provided within 
their boundaries, but they must operate within a framework 
established by the Division. 

Finding #4: Clarity of the responsibilities between the 
Division and the regions is likely harmed by the weaknesses 
in the Division's planning efforts identified by BHOC and 
the absence of updated regulations. 

Discussion: Comprehensive planning for the delivery of an 
appropriate array of services across the state was a critical 
element of LB 1083's vision for shifting behavioral health 
care to community-based services. Sin1ilarly, properly 
promulgated regulations would provide uniform definitions 
and processes for the regions to follow. 
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Recommendation: The Performance Audit Committee may 
wish to establish statutory deadlines for the Division's 
completion of the comprehensive planning process and the 
updating of the regulations implementing LB 1083. 

Finding #5: The responsibilities of the Division and regions 
with regard to the selection of service providers are efficient 
to the extent that the Division has appropriate processes in 
place. 

Finding #6: The Division acknowledged one instance in 
which the Director deviated from the competitive bidding 
requirements due to a provider withdrawing mid-contract. 
This is a deviation that the Nebraska Behavioral Health 
Services Act does not appear to allow. 

Discussion: Division representatives told us that they did 
not intend to deviate from the competitive bidding 
requirements in the future. 

Recommendation: If a future for such deviations 
arises, the Committee may wish to introduce legislation to 
allow them, for emergencies or other designated situations. 

Finding #7: The Division's interpretation of the statute that 
allows regions to provide services in the absence of qualified 
bidders has created an extension of the grandfather clause 
because once a region begins providing a service, it never has 
to reopen the service to competitive bidding. 

Discussion: This is a policy issue for the Committee's 
consideration. 

Recommendation: If the Committee believes that services 
provided by region when competitive bidding fails to produce 
a qualified bidder should at some future point be put out for 
competitive bid, it may wish to introduce legislation to 
accomplish that. 

Section IV: Oversight 

CPA Audits 

Finding #8: The regions complied with the requirements to 
have yearly financial audits. 

Finding #9: The Division takes several steps to ensure 
audits of the regions are scheduled, conducted, and reviewed. 



Recommendation: None. 
S eroices Purchased Audits 

Finding #10: The Division was not compliant with the 
contractual requirement to audit regionally provided services 
on a yearly basis. One of the six regions had no services 
purchased audits between 2005 and 2008. 

Finding #11: This noncompliance also raises questions 
about the effectiveness of the Division's review and 
monitoring of the audit timeline submitted with regional 
budget plans. 

Discussion: Division representatives told us they do not 
have enough staff to conduct all of the required audits. As the 
state is facing a significant budget deficit in the current 
biennium, this problem may get worse. 

Recommendation: If the Division cannot complete all of 
the required services purchase audits, the Division should 
develop a plan that ensures some services in all regions are 
audited regularly. 

Finding #12: Some regions' policies for conducting services 
purchased audits varied inappropriately from the Division's 
policies. 

Discussion: It is within the Division's authority to ensure 
that the region's audit policies conform to minimum 
standards established by the Division. 

Recommendation: The Division should immediately review 
the region's audit policies for all types of required audits and 
require regions to comply the Division's standards. 

Program Fideli!] Audits 

Finding #13: The Division is substantially compliant with 
the requirement to conduct timely program fidelity audits of 
regionally-provided services. 

Finding #14: All six regions had adequate procedures for 
program fidelity audits. 

Recommendation: None. 
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Consumer Input 

Finding #15: The Division conducts several consumer 
outreach activities, including an annual survey that suggests 
consumers are generally satisfied with the services they 
received. 

Finding #16: The Division responds to recommendations 
from different consumer groups. 

Data Reporting and AnalYsis 

Finding #17: The Division is compliant with a requirement 
that it collect and report on the status of people in need of 
and receiving behavioral health services. 

Finding #18: Division staff do not analyze program fidelity 
audit information to note trends in identified weaknesses for 
either specific providers or groups of providers. 

Finding #19: The Division's lack of formal data analysis was 
noted as an area of concern in a 2007 review by the federal 
Center for Substance Abuse Treatment. 

Finding #20: By not compiling consumer feedback from the 
helpline, the Division is missing an opportunity to increase 
consumer involvement in the behavioral health system. 

Discussion: According to Division representatives, they 
review data from program fidelity audits and consumer 
outreach activities to identify immediate problems but do not 
compile and analyze the information to identify patterns or 
trends that develop over time. 

Recommendation: The Division should develop a plan for 
increasing its analysis of audit results and consumer input. If 
such analysis cannot be conducted on all data every year, the 
Division should ensure that each type of data is analyzed at 
least every other year. 

Oversight GenerallY 

Finding #21: There are adequate mechanisms in existence to 
oversee the behavioral health delivery system; however some 
are not functioning as well as they should be. This is 
particularly concerning since the Behavioral Health Oversight 



Commission, which had the broadest oversight responsibility, 
has been eliminated. 

Recommendation: The Division should make additional 
efforts to ensure that the existing mechanisms 
under its authority are used to their fullest extent. 

Recommendation: The Committee may wish to consider 
having audit staff conduct intensive followup for a period of 
time to ensure that improvements in the oversight system 
occur. 
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Nebraska Department of Health 
and Human Services 

December 3,2009 

Division of Behavioral Health 

Martha Carter, Legislative Auditor 
Legislative Audit and Research 
State Capitol, Room 1201 
Lincoln, NE 68509 

Dear Ms. Carter: 

State of Nebraska 
Dave Heineman, Governor 

RECEIVED 

DEC 032009 

lEGISLATIVE AUDIT 

Thank you for your recent report, "Community-based Behavioral Health: Funds, 
Efficiency, and Oversight," dated November 2, 2009. 

I write to provide the Division of Behavioral Health (DBH) response. I will make some 
general comments then respond to the findings and recommendations. First, I appreciate the 
positive nature of this Report. 

Second, the creation of multiple entities (regions and the DBH) allows each entity to 
address needs of the local consumers, while also taking into account the level of professional 
staff available since that factor and others differ across the state. Nebraska's behavioral health 
system continues to evolve over time as does any large system that strives to improve services to 
individuals. Thus, the goal is to achieve reasonable assurance of accountability, efficiency and 
oversight. These regional differences may account for the mUltiple responses that were provided 
to an inquiry from the LPAC) but does not by itself indicate system weakness or lack of 
oversight, though such multiplicity almost always makes management more complex. 

Third, I would note that while the title of the draft report suggests a review of the entire 
community-based system, the report touches only upon the regions and DBH. The 2010 
appropriation to DBH is approximately $170 million. Program 038, Aid, is approximately $100 
million. Of this, approximately $75 million is with the regions. The remainder (25%) is spent 
on other community-based services, which is not addressed in your report. 

My response focuses on the Findings and Recommendations listed on page 27 of the draft 
report. I make no comment on 21 of the 32 Findings and Recommendations. 

With regard to Finding 2, all agencies which receive an independent financial audit will 
separate out administrative costs from program costs for that agency according to generally 
accepted accounting principles. Thus, it is not accurate to note that these are not identified. 
Each agency and each region has this information, and while it may not be aggregated, there is 
not a business reason to do so. 

With regard to Finding 4, I take exception to use of the phrase, "likely harmed." The 
report provides no basis for such a conclusion. It provides evidence of the variety with which 
each region approaches the issues. It should be noted that systems planning has been ongoing 
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and abundant during recent years. I would direct the reader to the DBH web site for documents 
in this category. .In particular, I would urge attention to the annual Mental Health Block Grant 
appl ication which provides a rich assortment of detail concerning the strengths, weakness, 
opportunities and threats facing the system while also focusing attention onto 17 specific goal 
areas, which reflect growth, change and accomplishment. Regions have taken this infonnation 
and do have strategic plans which address the unique needs of the consumers in their region. 

Further, DBH has had a contract with the University of Nebraska to facilitate a statewide 
strategic planning process since November, 2008. Additional considerations have caused the 
delay of this process, but not to the harm of the system. Some of these considerations have 
included an offer from the private sector to conduct a strategic planning process, national 
healthcare refonn debate, and the downturn of the economy in the nation and Nebraska. 

DBH has coordinated its efforts with the Division of Medicaid and Long-Tenn Care 
(DMLTC) so that DBH and DML TC regulations are considered jointly for the public to focus its 
attention to the relationship between both sets. The regulations in DBH have been revised five 
times to address issues raised by stakeholders and further meetings continue to coordinate with 
the DMLTC regulations to provide consistency across the agency. This is significant work that 
has taken considerable time and received much public input. We continue to receive input as late 
as last week. 

With regard to the Recommendations associated with Findings 3 and 4, we expect the 
revised rules and regulations to be completed in early 2010. 

With regard to Finding 6, as I was not the director during this time period, I cannot speak 
to what circumstances or considerations led to the deviation from the competitive bidding 
requirements. DHHS could not find a prohibition in statute for the Director's actions. Sections 
71-805, 71-806 and 204 NAC Chapter 2 grants the Director broad accountability to "integrate 
and coordinate the public behavioral health system." While it was an unusual action, it appears 
to have best served the system's emergency needs in that particular area at that time. If current 
law doesn't allow for handling such emergencies, the law could be revised. 

With regard to Finding 10 & 11, I would like to note that all FY 2010 audits have been 
scheduled with regions. Staff reductions during prior years did hamper the DBH capacity to 
perfoun all of its assigned functions, notably, 5 (all managers) of27 positions (including support 
positions) were eliminated between 2005 and 2008, exactly the period ofbehaviora1 health 
refoun implementation. At the same time, funding to regions increased by nearly 50%. 
Workloads and resource trends were in opposition to one another. Recent reorganizations have 
helped. Present budget reductions increase the need for DBH to give priority to all functions 
expected of it, focusing attention onto the most important areas. 



Martha Carter 
December 3, 2009 
Page 3 

With regard to Finding 12, we believe the audits met minimum standards yet we do not 
require unifonnity. This is not to say that anyone of these approaches is "inappropriate" or 
wrong. The majority of services audits are complete. Regions are in compliance. Nothing of 
substantial concern was reported. 

With regard to Finding 18, we believe that DBH staff do compile and analyze program 
fidelity infonnation to note trends. Conversations about program performance fonn the heart of 
working agendas for the Division Quality Improvement Team (DQIT), Magellan Quality 
Improvement Team (MQIT), and Statewide Quality Improvement Team (SQIT). These data 
improvement teams involve regions, providers, consumers,and Magel1an. Minutes with analysis 
therein are available. These teams have been working since 2007 and earlier under various other 
names. 

With regard to Finding 19, the 2007 Corrective Action Plan noted a multitude of actions 
that were the result of analysis in this area. The State is not now within a Corrective Action 
relationship with CSAT/SAMHSA. This Finding is dated. 

With regard to Finding 20, we believe that DBH compiJes consumer data from the annual 
conference. Phyllis McCaul has done this. 

With regard to the Recommendation for these Findings, the DBH continues to increase 
still further the level of consumer involvement in these and other activities in the wake of the 
hiring of Carol Coussons de Reyes, the new Administrator for the Office of Consumer Affairs in 
May, 2009. DBH wishes to note that a Quality Improvement Team has been established within 
the past 2 years. Its activities relate to regions, Magellan, providers, consumers, regional centers, 
and the federal government. All quality processes are coordinated within this team. From these 
processes, we see improvements to data - its collection, analysis, and distribution - on an 
ongoing basis. 

In conclusion, the Division appreciates the work of the audit team and its efforts over the 
past eight months. We believe the report is more complete with this response. We understand 
that in such a complex system, not all priorities will be shared and valued alike. The report 
serves as a basis for public discussion of the type of commWlity based behavioral health system 
the citizens of Nebraska may want to develop and to fund in the future. 

very{1JjJL_ 
Scot L. Adams, Ph.D., Director 
Division of Behavioral Health 
Department of Health and Human Services 
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Committee Members: 
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December 22, 2009 

Mr. Scot Adams, Director 
Division of Behavioral Health 

Legislati ve Audit Office 
P.O. Box 94945. State Capitol 

Lincoln, NE 68509-4945 
402-471-2221 

Department of Health and Human Services 
P.O. Box 95026 
Lincoln, NE 68509-5026 

Dear~ 

Section Staff: 
Martha Carter, Legislative AudilOr 

Don Arp, Jr., Analyst 
Clarence Mabin, Analyst 

Dana McNei~ Analyst 
Stephanie Meese. Legal Counsel 
Sandy Harman, Committee Clerk 

Thank you for your written response to the draft report titled Community-based Behavioral Health: 
Fllnds, EJftcieng, and Oversight. There are three topks addressed in your report that contain new or 
different information from what our staff were told during the audit. We will need additional 
information on these topics as explained below. 

Finding 4 and Discussion: Clarity of the responsibilities between the Division and the regions is 
likely harmed by the weaknesses in the Division's planning efforts identified by BHOC and the 
absence of updated regulations. Comprehensive planning for the delivery of an appropriate array of 
services across the state was a critical element of LB 1083's vision for shifting behavioral health care 
to community-based services. Similarly, properly promulgated regulations would provide uniform 
definitions and processes for the regions to follow. 

Division Response (in part): DBH has had a contract with the University of Nebraska to facilitate 
a statewide strategic planning process since November, 2008. Additional considerations have caused 
the delay of this process, but not to the harm of the system. Some of these considerations have 
included an offer from the private sector to conduct a strategic planning process, national healthcare 
reform debate, and the downturn of the economy in the nation and Nebraska. 

Audit staff comment We were not told about this contract during the course of the audit. 

Finding 18: Division staff do not compile or analyze program fidelity audit information to note 
trends in identified weaknesses for either specific providers or groups of providers. 

Division Response: We believe that DBH staff do compile and analyze program fidelity 
infonnation to note trends. Conversations about program performance form the heart of working 
agendas for the Division Quality Improvement Team (DQ 11), Magellan Quality Improvement 
Team (M:QI1), and Statewide Quality Improvement Team (SQI1). These data improvement teams 
involve regions, providers, consumers, and Magellan. :M:inutes with analysis therein are available. 
These teams have been working since 2007 and earlier under various other names. 
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Audit staff comment: This response is different from what we were told during the audit, when 
DHHS representatives told us that they do not look for trends in the program fidelity data. At a May 
6, 2009, meeting, DHHS staff said that they would use a program fidelity audit to see if a region was 
struggling. Audit staff asked if DHHS analyzed the results of the audits in any way, to which the 
Division director said that this is a regional function and should be done on that level as problems 
with providers would impact whether their contracts are renewed through the regions. Audit staff 
also asked if the' audit information was used to look at whether a Region has a tendency to pick bad 
providers. Division staff said that they are concerned about outcomes-how many people have been 
helped, served-and not about the process. 

Finding 20 and Discussion: By not compiling consumer feedback from the annual conference and 
helpline, the Division is missing an opportunity to maximize consumer involvement in the 
behavioral health system. According to Division representatives, they review data from program 
fidelity audits and consumer outreach activities to identify immediate problems but do not compile 
and analyze the information to identify patterns or trends that develop over time. 

Division Response: We believe that DBH compiles consumer data from the annual conference. 
Phyllis McCaul has done this. 

Audit staff comment: During a May 6, 2009 meeting, audit staff asked Division staff if they gather 
input from consumers at the conference and report on it in any way. The Division director said that 
attendees fill out written evaluation fonus, but said there's no formal report on the conference. 
Division staff made no mention of any compilations done by Ms. McCaul. 

Additional Information Request 

In order for us to determine whether changes need to be made to the draft report, please provide us 
with: 

• all materials produced out of the Division's contractual relationship with the University; 

• minutes and any other documentation of the analyses conducted related to program 
fidelity audits; and 

• Ms. McCaul's most recent compilations of consumer feedback. 

Please also explain in your response why this information was not provided to us during the COUIse 
of the audit. 

We would appreciate receiving your response by January 8, 2009, if possible. If you have any 
questions, please contact me at 471-0072 or Don Arp at 471-0040. 

Sincerely, 

Martha Carter 
Legislative Auditor 

cc: Performance Audit Committee members 
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Dear Ms. Carter: 
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Dave Heineman. Governor 
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r write in response to your letter of December 22, 2009 seeking additional information on 
the Draft Report entitled, Community Based Behavioral Health: Funds, Efficiency and 
Oversight. Additional information that you requested is provided in attachments. 

Your first topic involves planning efforts by the Division of Behavioral Health (DB H). 
The requested draft documents from the University concerning strategic planning are enclosed, 
as are other documents related to planning done by DBH, as Appendix A. 

The topic of strategic planning was discussed with the Behavioral Health Oversight 
Commission and with regions during the past year. The issue also was discussed with the staff 
of the Legislative Performance Audit Committee (LPAC). We mentioned we had been preparing 
to engage overall strategic planning, though I do not recall if we discussed the relationship with 
the University specifically. We mentioned the original documents and plans from the 
implementation phase ofLB 1083, which are still available on the DHHS web site. We also said 
that some of the regions have conducted their own strategic planning efforts. The DBH supports 
the regions' efforts to create plans that address their specific regional needs and resources. Thus, 
the Nebraska Behavioral Health System - the composite of the DBH, regions, network providers 
and consumers - has a wide variety of planning processes. Our discussions with LPAC staff 
were intended to illustrate that planning is conducted in many ways and levels. 

My concern is that the word "harmed" seemed to have little solid basis, as no harm was 
identified. 

The next topic in your letter involved the analysis of audit data. Additional information 
related to analysis of data is enclosed as Appendix B. 

This issue may reflect a difference of understanding of the focus of audits specifically 
and the oversight function more generally. Audits are reviewed internally by staff. Significant 
information goes through the quality processes as noted in our response, such that the phrase 
"does not ... analyze ... " seems to us to be inaccurate. 
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Additionally, I believe that I said the DBH is " ... concerned about outcomes and LESS 
about the process," rather than "not" concerned as written in the draft report. I wish also to note 
that the examples I am cited as having said are not outcomes, but process objectives, and indicate 
that we did indeed talk about concern for process. 

I thought it important to provide additional, specific, infonnation to improve the Draft 
Report's accuracy. 

Additional information in Appendix B complements that provided to LPAC staff during 
its interview process and nothing in this letter is intended to negate those comments. 

I believe this issue highlights a fundamental dynamic at play. The interplay between the 
DBH and the regions is complex. At times we are a unified system, at other times we act 
competitively. Both relationships are appropriate depending on the specific situation and are 
sanctioned in statute. I believe the Draft Report presents an overly simplified approach to these 
dynamics, perhaps causing some misinterpretation of the issues noted herein. 

The third topic you identify related to compilation of data from the annual consumer 
conference and helpHne. Ms. McCaul's report is enclosed as Appendix C. I simply did not think 
of this report at the time of the interview. The larger topic at the time was whether or not 
consumers have input to the D BH as part of a balanced oversight and monitoring function 
described in LB 1083 and this had already been amply documented with your staff. In this light, 
the Finding was a surprise and caused me to review our files. 

Thank you for your efforts to help us improve the publically-funded behavioral health 
system in Nebraska. 

Enclosures: 

Scot L. Adams, Ph.D., Director 
Division of Behavioral Health 
Department of Health and Human Services 



LEGISLATIVE AUDITOR'S SUMMARY 
OF AGENCY RESPONSE 

This summary meets the statutory requirement that the Legislative Auditor "prepare a brief 
written summary of the response, including a description of any significant disagreements 
the agency has with the Section's report or recommendations." 1 

On December 3, 2009, the Director of the Department of Health and Human Service Divi
sion of Behavioral Health (Director) submitted the agency's response to a draft of the Per
formance Audit Section's audit report. The Director's response disagreed with a number of 
findings and other statements contained in the draft report. The response also included new 
information that had not been provided during the data gathering portion of the audit as 
well as some information that directly contradicted what we were told during that time. Fol
lowing receipt of the Director's response, we requested additional information on some of 
the new items and received that information on January 8, 2010. 

Before discussing the remaining substantive issues, we note for the Committee that receiving 
new or contradictory information in the agency's response to a draft report decreases the 
efficiency of the audit process. It causes additional work for both the agency and the audit 
staff that could have been avoided if the full and correct information had been provided dur
ing the data gathering phase of the audit. 

A detailed response to each of the Director's concerns is attached to this response. What 
follows is a description of the substantive areas in which remain in disagreement with the 
Director. 

Need for a Strategic Plan and Up-to-Date Regulations 

The draft report contained a finding that the absence of a statewide comprehensive strategic 
plan for service delivery and out-of-date regulations "likely harmed the clarity of responsibili
ties between the Division and the regions." The Director disagreed with this finding, citing a 
lack of evidence to support it. However, the draft report cited (1) representatives of some 
behavioral health regions, one of whom suggested that the absence of a strategic plan "cre
ates a void in vision, direction, and leadership" and (2) the final report of the Behavioral 
Health Oversight Commission, created by the Legislature to oversee implementation of LB 
1083, which criticized the absence of a "comprehensive statewide plan for behavioral health 
services." 

In addition, although we did not raise this issue in the draft report, the manner in which the 
Division closed the Lincoln Regional Center Community Transition Program (CTP) also 
demonstrates the lack of clarity caused by the absence of a comprehensive statewide strategic 
plan and current regulations. The Director has publicly stated that the closing of CTP was 
long envisioned by the Department as part of the LB 1083 implementation. Had a compre
hensive statewide plan for services been in place, it presumably would have included the ex
pected closing of this program, allowing consumers and providers to plan accordingly. In-

1 Neb. Rev. Stat. sec. 50-1210. 

1 



stead, the closing came as a surprise to many. In addition, had regulations been updated, 
there might well have been less confusion about whether or not the treatment provided 
through CTP constituted a "service" and if it triggered a requirement for legislative notifica-
• 2 

hon. 

In his written ~esponse, the Director explains that proposed regulations have been sub-
ject to considerable public input. Specifically, he states that: 

DBH has coordinated its efforts with the Division of Medicaid and Long-Term Care 
(DMLTC) so that DBH and DMLTC regulations are considered jointly for the pub
lic to focus its attention to the relationship between both sets. The regulations in 
DBH have been revised five times to address issues raised by stakeholders and fur
ther meetings continue to coordinate with the DMLTC regulations to provide con
sistency across the agency. 

Audit staff appreciate the importance of obtaining input in developing regulations but ques
tion whether the formal rulemaking process-which requires a public hearing and the Attor
ney General's approval of an agency's interpretation of the statutes-should be delayed al
most six years beyond a statute's enactment. The absence of official regulations for several 
years leaves those who must comply with the law without the detailed guidance regulations 
are intended to provide. 

Director's Discretion 

The draft report also contain a finding (#6) that in one instance a previous Director had es
sentially waived statutory competitive bidding requirements when a provider stopped provid
ing services while still under contract. The report noted that such a deviation does not ap
pear to be authorized under the Nebraska Behavioral Health Services Act. Audit staff rec
ommended that if the Legislature wants the Director to make such exceptions in emergency 
cases, it should authorize it explicitly. 

The Director disagreed with this finding, stating that "DHHS could not find a prohibition in 
statute for the Director's actions. Sections 71-805, 71-806 and 204 NAC Chapter 2 grants 
the Director broad accountability to "integrate and coordinate the public behavioral health 
system. tfn 

We disagree with the Director's interpretation that the broad authority to "integrate and co
ordinate the public behavioral health system" allows the director to bypass statutory controls 
on competitive bidding. Taken to the extreme, this interpretation would allow a Director to 
avoid a'!)' statutory requirement simply by claiming that the violation was necessary for the 
integration and coordination of the system. We stand by our recommendation that if the 
Legislature's believes the Director should have such authority, it should adopt legislation to 
explicitly grant it. 

2 Additional issues related to closure of the CTP program are discussed in the report "HHS Statutory Compli
ance in Closing the Lincoln Regional Center Community Transition Program." 

2 



Attachment: Additional Information Relating to the Agency Response to Draft Behavioral Health Audit Report 

Line 
# 

2 Finding #2: Although regions do not require 
service providers to account separately for 
funds spent on administrative costs and 
service costs, larger providers in three regions 
do report separate figures. 

Finding 4 regarding strategic planning. 

Response Letter 
Third, I would note that while the title of the draft report 
suggests a review of the entire community-based system, the 
report touches only upon the regions and DBH. The 2010 
appropriation to DBH is approximately $170 million. 
Program 03 8, Aid, is approximately $100 million. Of 
approximately $75 million is with the regions. The remainder 
(25°/0) is spent on other community-based services, which is 
not addressed in vour report. 
With regard to Finding 2, all agencies which receive an 
independent financial audit will separate out administrative 
costs from program costs for that agency according to 
generally accepted accounting principles. Thus, it is not 
accurate to note that these are not identified. Each agency 
and each region has this information, and while it may not be 
aggregated, there is not a business reason to do so. 

Further, DBH has had a contract with the University of 
Nebraska to facilitate a statewide strategic planning process 
since November, 2008. Additional considerations have 
caused the delay of this process, but not to the harm of the 
system. Some of these considerations have included an offer 
from the private sector to conduct a strategic planning 
process, national healthcare reform debate, and the 
downturn of the economy in the nation and Nebraska. 

Audit 

The title accurately reflects the review conducted, 
which was dictated by the concerns of the 
Committee relating to DHHS and the regions. 

This response directly contradicts what we were 
told a representative of each region during the 
audit. A few recions told us that noted that larger 

distinction; however others 
noted there is no requirement in budget 

to differentiate between 
administrative costs and service costs of the 
providers. And although D HHS believes there is 
no "business reason to do so/' aggregating 
information that allows for a comparison between 
budgeted administrative costs versus actual 
administrative costs over time could provide for 
the detection of improper administrative fees and 

a safeguard that money allocated for 
services is not being depleted by administrative 
costs. 
Department representatives did not mention this 
contract during the audit. After learning about it in 
the Division's response to the draft audit report, 
we requested, and the Division provided, 
additional information it. \\fe note that the contract 

provides for the University to facilitate 
"strategic planning meetings"; it contains no 
objective for development of a comprehensive 
stratecic plan. 

1 



Linee 
# 

Finding #10: The Division was not 
compliant with the contractual requirement to 
audit regionally provided services on a 
basis. One of the six had no services 
purchased audits between 2005 and 2008. 

Finding #11: This noncompliance also raises 
questions about the effectiveness of the 
Division's review and monitoring of the audit 
timeline submitted with regional budget 

Finding #12: Some regions' policies for 
conducting services purchased audits varied 
inappropriately from the Division's policies. 

Finding #18: Division staff do not compile 
or analyze program fidelity audit information 
to note trends in identified weaknesses for 
either specific providers or groups of 
providers. 

With to Finding 10 & 11, I would like to note that all 
FY 2010 audits have been scheduled with remons. Staff 
reductions during prior years did hamper the 
to perform all of its assigned functions, notably, 5 (all 
managers) of 27 (including support positions) were 
eliminated be!:\Veen 2005 and 2008, the period of 
behavioral health reform implementation. At the same 

to regions increased by nearly 50%. Workloads and 
resource trends were in to one another. Recent 
reorganizations have Present budget reductions 
increase the need for DBH to give priority to all functions 
expected of it, attention onto the most important 
areas. 
With regard to Finding 12, we believe the audits met 
minimum standards yet we do not uniformity. This is 
not to say that anyone of these approaches is 
"inappropriate" or wrong. The majority of services audits are 
complete. Regions are in compliance. Nothing of substantial 
concern was reported. 

to Finding 18, we believe that DBH staff do 
and analyze program fidelity information to note 

Conversations about program performance form the 
heart of working for the Division Quality 
Improvement Team (DQIT) , Quality 
Improvement Team (MQIT) , and Statewide Quality 
Improvement Team (SQIT). These data improvement teams 
involve providers, consumers, and 
"Minutes analysis therein are available. These teams have 
been working since 2007 and earlier under various other 
names. 

Audit Staff ResDonse 
The Division's to accomplish of the statutorily 

reviews in FY 2010, which we support, 
does not alter the fact that those 
were not met in the past. 

The vanaoon in audit standards reported in the 
draft report were allowing !:\vo regions to use an 
error rate that was double the rate used by the other 
four regions, and allowing one to use a 

:y that contained no sanction policy. We 
continue to believe that these are, in fact, 
inappropriate variations and despite the Director's 
statement to the contrary, he provides no 
reason why these elements should not be UUJ'''VJ'lJ.l. 

This response directly contradicts what DHHS 
representatives told us during the audit. At a 
6, 2009, DHHS staff told us that they 
would use a program fidelity audit to see if a region 
was struggling. Audit staff asked ifDHHS analyzed 
the results of the audits in any way, to which the 
Division director said that this is a 
function and should be done on that 
problems with providers would impact 
their contracts are renewed through the regions. 
Audit staff also asked if the audit information was 
used to look at whether a Region has a tendency to 

bad providers. Division staff said that they are 
concerned about outcomes-how manv neonle 

2 



Line 
# 

Finding #19: The Division's lack of formal 
data was noted as an area of concern 
in a 2007 review by the federal Center for 
Substance Abuse Treatment. 
Finding #20: not compiling consumer 
feedback from the annual conference and 
helpline, the Division is missing an 
opportunity to maximize consumer 
involvement in the behavioral health system. 

Recommendation: The Division should 
a plan for increasing its analysis of 

audit results and consumer input. If such 
analysis cannot be conducted on all data every 
year, the Division should ensure that each 
type of data is analyzed at least every other 
year. 

DHHSReSDonse Letter 

With regard to Finding 19, the 2007 Corrective Action Plan 
noted a multitude of actions that were the result of 

With regard to 20, we believe that DBH compiles 
consumer data from annual conference. Phvllis McCaul 
has done this. 

With regard to the Recommendation for these Findings, the 
DBH continues to increase still further the 1evel of consumer 
involvement in these and other activities in the wake of the 
hiring of Carol Coussons de Reyes, the new Administrator 
for the Office of Consumer Affairs in May, 2009. DBH 
wishes to note that a Quality Improvement Team has been 
established within the past 2 years. Its activities relate to 
regions, Magellan, providers, consumers, regional centers, 
and the federal government. All quality processes are 
coordinated within this team. From these processes, we see 
improvements to data - its collection, analysis, and 
distribution on an onQ"oinQ" basis. 

Note: Concerns raised relative to 4 and 6 are addressed in the memo that accompanies this table. 

Audit Staff Resrionse 
helped, served-and not about the 

cited to show a trend in DHHS 

This response directly contradicts what DHHS 
representatives told us during the audit. During a 

6, 2009, meeting, audit staff asked Division 
staff if they input from consumers at the 
conference and on it in any way. The 
Division director that attendees fill out written 
evaluation forms, but said there's no formal report 
on the conference. Division staff made no mention 
of anv comoilations done bv Ms. McCaul. 
Again, the audit response was the first mention of 
this aualirv improvement team. 

3 



Performance Audit Committee Reports: 1994 to 2010 

• Department of Health and Human Services: Statutory Compliance in Closing the Lincoln Regional 
Center Community Transition Program (November 2009) 

• Department of Economic Development's Job Training Grant Program: Statutory Compliance 
(November 2009) 

• The State Foster Care Review Board: Authority, Conflicts of Interest, and Management Practices 
(December 2008) 

• Personal Services Contracts: An Examination of Compliance and Oversight (October 2008) 
• The Nebraska Information Technology Commission: An Examination of Statutory Compliance and 

the Project Review Process (November 2007) 
• The Nebraska Lottery's Implementation of LB 1039 (February 2007) 
• The State Department of Education's Student-based Teacher-led Assessment and Reporting 

System (February 2007) 
• The Lincoln Regional Center's Sex Offender Services Program (August 2006) 
• The Public Employees Retirement Board and the Nebraska Public Employees Retirement Systems: 

An Examination of Conlpliance, PIONEER, and Management (August 2006) 
• The Nebraska Medicaid Program's Collection of Improper Payments (May 2005) 
• The Lincoln Regional Center's Billing Process (December 2004) 
• Nebraska Board of Parole {September 2003} 
• Nebraska Department of Environmental Quality: Administering the Livestock Waste Management 

Act (May 2003) 
• HHSS Personal-Services Contracts {January 2003} 
• Nebraska Habitat Fund (January 2002) 
• State Board of Agriculture (State Fair Board) (December 2001) 
• . Nebraska Environmental Trust Board (October 2001) 
• Nebraska Department of Roads: Use of Consultants for Preconstruction Engineering (June 2001) 
• Department of Correctional Services, Inmate Welfare Fund (November 2000) 
• Bureau of Animal Industry: An Evaluation of the State Veterinarian's Office (March 2000) 
• Nebraska Ethanol Board (December 1999) 
• State Foster Care Review Board: Compliance with Federal Case-Review Requirements (January 

1999) 
• Programs Designed to Increase The Number of Providers In Medically Underserved Areas of 

Nebraska (July 1998) 
• Nebraska Department of Agriculture (June 1997) 
• Board of Educational Lands and Funds (February 1997) 
• Public Service Commission: History of Structure, Workload and Budget (April 1996) 
• Public Employees Retirement Board and Nebraska Public Employees Retirement Systems: 
• Review of Compliance-Control Procedures (March 1996) 
• Leaking Underground Storage Tank Program (December 1995) 
• School Weatherization Fund (September 1995) 
• The Training Academy of the Nebraska State Patrol and the Nebraska Law Enforcement Training 

Center (September 1995) 
• Nebraska Equal Opportunity Commission (January 1995) 
• The Interstate Agricultural Grain Marketing Commission (February 1994) 
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SENATOR TIM GAY 

District 14 
1001 Hogan Drive 

Papillion, Nebraska 68046 

Legislative Address: 
State Capitol 

PO Box 94604 
Lincoln, Nebraska 68509-4604 

(402) 471-2730 

May 19, 2010 

Senator John Harms, Chainnan 
Legislative Perfonnance Audit Committee 
Nebraska Legislature 
Nebraska State Capitol 
1445 K Street 
Room 2017 
Lincoln, NE 68509 

Dear Senator Harms, 

COMMITIEES 

Chairperson - Health and Human Services 
Transportation and Telecommunications 

We are in receipt of the report dated April 2010, Committee Report, Vol. 16, No.3 
entitled "Community-Based Behavioral Health: Funds, Efficiency and Oversight". 
Thank you for conducting a thorough audit of several areas in the behavioral health 
system. 

Of particular interest is the recognition, in numerous areas of the report, of the lack of a 
strategic plan on the part of the Department of Health and Human Services Division of 
Behavioral Health. We echo these concerns and would like to take this opportunity to 
update you on our involvement in trying to further the strategic planning process. 

Rhonda Hawks served as the Chair of the Behavioral Health Oversight Commission . 
(BHOC) from July 1, 2008 through June 30, 2009. (See Final Report of BHOC 
attached.) The charter which was adopted in August of 2008 for the BHOC was to 
"provide a Strategic Vision for behavioral health for the state of Nebraska recognizing 
limited resource availability and the importance of an environment ofrecovery for all 
behavioral health consumers." During its term, the BHOC adopted three areas of 
strategic focus which are highlighted in the document. It is our view that in the absence 
of a strategic plan by the Department of Health and Human Services Division of 
Behavioral Health we would continue to experience the problems identified in the 
performance audit report. 

When the BHOC report was distributed in June, 2009, Rhonda Hawks, Howard Hawks 
and Ken Stinson offered to mobilize the private sector to provide financial resources and 
professional support by seeking out and paying for those with expertise and objectivity to 



facilitate a strategic planning process that would lead various stakeholders in a discussion 
of what we have and what we need~ per the guidelines offered by the BHOC. 

To further the strategic planning process, Open Minds, a consulting firm that is well 
regarded for its national expertise in behavioral health, was hired by the Behavioral 
Health Support Foundation (a private sector foundation whose principals are the Stinsons 
and Hawks). ,Open Minds conducted a Consensus Panel process during the period of 
December, 2009 through its conclusion in March, 2010. A broad group of stakeholders 
invited to pmticipate in the Consensus Panel included 26 representatives of these varied 
groups: 

• Consumers (2); 
• All Regional Program Administrators (6); 
• State Division of Behavioral Health and Medicaid representatives (2); 
• Community-Based Agency Leaders (12); 
• UNMC Psychiatrist (1); 
• Hospital Executives (2); 
• Private Sector Leader (1). 

The Consensus Panel was led by the CEO of Open Minds and focused on priorities 
within the behavioral health system across the state of Nebraska and garnered critical 
input, lively discussion and support from the Consensus Panel. Voting was utilized to 
agree on the three top priorities that should be the focus of a strategic plan: 

1. Assure accountability of the behavioral health system by developing performance 
measurement for best use of funding. In this way, programs that have the most 
successful outcomes are funded; thus, "the most bang for the buck" services are 
maintained. 

2. Develop standards for timely access to behavioral health services for all 
Nebraskans. What are acceptable wait times to enter various services? This 
anal ysis results in more efficient use of services; there mayor may not be a 
shortage of services; some collaborations may result from this analysis to 
streamline delivery of services to consumers. 

3. Optimize the use of available funding for the behavioral health services by 
initiating regulatory reform to reduce redundant costs and burdens in the delivery 
system. This is meant to capture the cost savings associated with eliminating 
duplicative audits; inconsistency in credentialing of staff between federal and 
state standards, etc. 

The infonnation compiled through this process is in the Nebraska Behavioral Health 
System Strategic Planning Report commissioned by the Behavioral Health Support 
Foundation prepared by Open Minds dated March 15, 2010. The repolt is included for 
your information. 

In April~ with input from several mernbers of the Health and I-Iuman Services Committee 
and the Legislative Performance Audit Committee, Senator Gay introduced an interim 
study, LR 513. LR 513 directs the Health and Human Services Comn1ittee of the 



/ 
Legislature to address the Division's completion of a strategic plan including the three 
focus areas highlighted above. 

After several conversations, we have concluded both our respective goals could be met 
with the assistance of the Behavioral Health Support Foundation who has agreed to 
engage Open Minds to fully develop the three focus areas of a strategic plan as 
established by the Consensus Panel. We believe this is a great example of public/private 
partnerships that aim to help the state determine funding and service delivery priorities in 
a challenging economic environment. 

If you have any questions, please call either Senator Gay at 402-643-2739 or Rhonda 
Hawks at 402-691-9518. 

;;;-~ 
Senator Tim Gay 
Chair, HHS Committee 

CC.: Governor Dave Heineman 
Kerry Winterer, CEO DHHS 
Senator Kathy Campbell 
Senator Annette Dubas 
Senator Jeremy Nordquist 

------,~l~ 
Rhonda A. Hawks 
Principal, Behavioral Health Support 
Foundation 

Martha Carter, Legislative Auditor 



-

• ... " .. ••• r •• •••••• •••• ••• t-... ~ ... 
OPEN 
MINDS 

Scope of Work 
Create A Regulatory Reform Initiative To Reduce 
Administrative Costs 
For The Behavioral Health Support Foundation 

June 7,2010 

Following the recent Nebraska Behavioral Health System's strategic planning initiative, the OPEN 
MINDS team identified the need to create a regulatory reform initiative to reduce administrative 
costs throughout the Nebraska Behavioral Health System. The focus of this initiative is to assure 
that regulatory rules, as established in administrative rule and statute, be coordinated as much as 
possible and that duplicative or uncoordinated and conflicting rules are modified. 

This proposal outlines an approach and methodology for identifying specific rules and regulations 
that could be streamlined to reduce the administrative costs of the Nebraska Behavioral Health 
System without negatively affecting quality. 

Proposed Workplan & Timeline 

In order to establish regulatory reform that supports the delivery system, the OPEN MINDS team 
will convene the Nebraska Consensus Panel and facilitate a discussion to develop a master list of 
high cost regulations and legal requirements and will prioritize that list in terms of system costs. 
This information will be analyzed to determine whether DBH and/or Medicaid rule changes are 
needed for Nebraska and whether legislative action is required. 

The following page outlines OPEN MINDS proposed approach, methodology, and timeline to 
conducting this initiative. 

lilr:=:- Scope of Work for Establishment of Regulatory Reform that Supports the Delivery System 
June 7.2010 

2:N~s 



1. OPEN MINDS will develop a communication for stakeholder public 
comment on regulatory reforms that would specifically result in system 
savings and efficiencies- request that representatives from DBH, 
provider organizations, regional directors and psychiatrists submit at 
least two issues related to ulato relief 

2. OPEN MINDS will summarize submissions from stakeholders to 
prepare for on-site meeting on regulatory reforms that would 
s ecificall result in stem savin s and efficiencies 

3. OPEN MINDS will facilitate a one-day on-site meeting with the 
Nebraska Consensus Panel to review the summary of regulatory 
issues and prioritize regulatory reform recommendations. These 
recommendations would likely fall into three categories: 

• Medicaid regulatory changes for consideration 
• DBH regulatory changes for consideration 
• Legislative initiatives for consideration 
• Licensin and credentialin 

4. OPEN MINDS will develop a summary report on regulatory reform 
including: 

• A listing of areas of regulatory duplication 
• Proposed Medicaid regulatory changes 
• Proposed Division of Behavioral Health regulatory 

administrative rule changes 
• Le islative initiatives Uirl statuto cha es 

5. OPEN MINDS will convene a half-day meeting with the Nebraska 
Consensus Panel to review the final summa re ort. 

Engagement Fees: 

June 18, 2010 

June 25,2010 

July 14, 2010 

July 23, 2010 

August 5, 2010 

The estimated cost of creating system regulatory reform and legislative initiatives is $34,000, 
including expenses . 

• saar::. - Scope of Work for Establishment of Regulatory Reform that Supports the Delivery System 2 
==::1. C)PI~N June 7,2010 
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