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SUMMARY FOR STATE OF NEBRASKA STRATEGIC PARTNERSHIP SESSION

The purpose of the Nebraska State Strategic Partnership Session (SPS) was to convene HRSA
grantees, appropriate stakeholders, and state and federal officialsto work collaboratively on an
issue vitd to the state.

The Nebraska Department of Health and Humans Services (DHHS) was approached by
representatives from HRSA/OPR earlier in 2007 asking Nebraska DHHS to partner with
HRSA/OPR on important public health issuesin Nebraska. In August, a second meeting occurred
where agreement was reached to conduct a facilitated conversation on two related behavioral
health topics. The first topic was “how to improve the Emergency Protective Custody (EPC)
process’ given the closure of the Regional Behavioral Health (BH) Treatment Centers throughout
Nebraska. The second topic was “how to improve the overall systems of care in Nebraska's
Behavioral Health Model.”

The objectives of this strategic partnership session included the following:

1. Assess Emergency Protective Custody (EPC) issues in Nebraska and identify suggested
changes.

2. Address how a community-based system of care can provide solutions.

3. Define what a community-based system of care should look like (telehealth, hubs.)

4. Provide conversation on Nebraska s mental health workforce shortages (both current and
projected) and the mal-distribution of that workforce statewide.

5. Share potential resources and best practices among stakeholders to help overcome current

challenges.

Identify “lessons learned.”

Include feedback on policy or programmatic change within HRSA that can better support

state-level grantees during health care reform.

No

The SPS agenda started by setting the stage with Nebraska’ s current status and the current
challenges occurring within the behavioral health care services sector. There were a number of
speakers who discussed various aspects and shared best practices. Thiswas followed with a
focused discussion in breakout sessions on the two overarching issues selected by the Nebraska
DHHS and HRSA/OPR.

The current status in Nebraska with respect to EPC isacritical issue. Local, county, and state law
enforcement officers are having difficulty accessing crisis beds in the hospitals contracted with
behavioral health regions for Emergency Protective Custody care. Law Enforcement officials on
occasion must contact more than one facility to find an available bed and transport persons who
have been placed in EPC.

A number of possible causes for the limited access to emergency beds have been identified:

e Capacity in community-based servicesis not adequate to meet demand and provide for
timely discharge of individuals from hospitals;
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e Extended lengths-of-stay at community-based services that serve as the step-down from
hospitals and regional centers limit access to services,

e Thediversionary services necessary to prevent the need for individuas to be EPC’'d are
inadequate;

e Thereisnot acentralized management of “Emergency System”;

e Thereisincreased demand for hospital beds for persons not being EPC' d;

e Thereislimited access to community-based services that support living in the community;
and

e Consumers cannot access services because of lack of funding (lack of insurance coverage).

The objective of the second breakout session was the identification of potential strategies for
devel oping community-based mental health/behavioral health services for Nebraska residents.

EXECUTIVE SUMMARY AND CONCLUSIONS

Both breakout sessions had similar responses regarding EPC and behavioral health issues. Seven
major categories summarized the issues, needs, and actions requested by the participants. Clearly,
the highest priority for Nebraskaisdeveloping a statewide, aswell asregional, strategic plan
to addresstheir critical issuesand bring parity to the system.

1)

2)

3)

Attendees requested an overall State plan to (1) eliminate regional disparities; (2) create a
uniform definition of roles, responsibilities, and handoffs; and (3) discuss the economic impact.
Primary issues here were the disparity between the two major urban areas' challenges and the
rural areas of Nebraska. A state strategic plan would not only have to introduce financial parity
for providers and law enforcement agencies but also address the issues of remote Nebraska
regions crossing state borders to provide behavioral health (BH) facilities and services. Regions
wanted to help develop the plan at the regional level on a preliminary basis and then have ideas
rolled into a comprehensive strategic plan.

The State Strategic Plan should not only provide vision, mission, and purpose for BH, but use
the “Logic Model” presented by C.J. Johnson to create appropriate benchmarks for data driven
decisions. Each region should have some specific benchmarks based on their demographics
and level of services but other benchmarks should be based on statewide initiatives for
improving the BH system.

The plan should also address and implement some methodology for single point of contact for
service delivery, bed availability, and entry into the system. A web-based system or call-in
hotline number were both considered. Such a system could also be helpful in communicating
additional resources, such as peer services, services for wait-listed clients, and community
alternative services, such as clerical counseling or homeless shelters.
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4)

5)

6)

7)

8)

A critical issue was training, not only for Law Enforcement, but also for providers and
community services. De-criminalizing the process of entry into the BH system was paramount
to clients and service agenciesaswell. The Crisis Intervention Team training (CIT) received
the highest recommendation at each breakout session. Extending this training to awareness of
other services, processes and new tools would create a stronger network of support for the BH
system. Increasing the Assertive Community Training (ACT) teams was mentioned by athird
of the breakout groups, as well asthe use of CRT (Crisis Response Teams) who have CIT
training and full awareness of area services.

Using state employees from previous BH state facilities as Regional Treatment Staff would be
an effective and economic answer for many rural regions. Following Minnesota's lead of
selling or donating the old regional centers back to the communities for re-use was also well
received.

Minnesota' s 16-bed facilities that were highlighted in Wes Kooistra' s presentation were
referenced frequently throughout the day. There appeared to be a high level of support by the
respondents that this regionalized approach should be considered in the Nebraska State
Strategic Plan.

Address the issues surrounding patients who are discharged from acute in-patient care with
only seven days of medications, yet are unable to schedule follow-up outpatient psychiatric
appointment for 4-6 weeks. The audience identified this circumstance as the key factor in
patients having to “re-enter” the BH system, mainly viaanother EPC. The benefit of managing
these patients through medication and quicker follow-up appointments would, the group felt,
assist in aleviating the bed shortages and would result in fewer EPC calls for law enforcement.

Recommended Next Steps:
a. Convene aworking group, led by Nebraska DHHS, to develop alist of standards.

b. Gainindividual and regional feedback through the development of an Implementation
Plan. Each region would work with Nebraska DHHS to define critical needs, prioritize
budgeting and support allocation requests, and establish the implementation timeline.
Nebraska DHHS will suggest plan adjustments as appropriate.

c. Roll theregional plans and innovations into the Nebraska Statewide Plan.
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POPULATION-BASED INDICATOR #1:
“How to Improve the EPC Model for Nebraska”

Local, county, and state law enforcement officers are having difficulty accessing crisis bedsin the
hospitals contracted with behavioral health regions for Emergency Protective Custody care. Law
enforcement officials on occasion must contact more than one facility to find an available bed and
transport persons who have been placed in EPC. Although the information provided by law
enforcement officialsis largely anecdotal there isahistory of complaints from law enforcement
regarding the availability of emergency beds in the state’ s emergency behavioral health system.

M eetings with hospital administrators and regional representatives to develop solutions to the problem
began in September, 2006. The plan focused on three major strategies: (1) increase the number of
acute hospital bedsin order to provide easier access to services; (2) reduce the length of hospital stays,
and (3) adjust the service array and capacity within the regions to facilitate the movement of
consumers out of the hospitals. The following additional information further clarifies the current
situation:

1 More than 200 regional center beds have been closed since FY 2003.

2. A fundamental element of the emergency system is the participation of private hospitals.
The decision was made early in the Behavioral Health reform planning process to replace
the inpatient services at regiona centers by contracting with hospitals for an average of 25
days of inpatient care prior to the consumer returning to the community or being moved to
the regional center. The number of reported EPCs has decreased from FY02 to FY07. The
first significant decrease in EPCs occurred between FY 02 and FY 04 when the total was
reduced by 329 (-11 %.) InFY 2007, the number of EPCs decreased by 12.5%.

3. Available hospital information indicates although the number of EPCs has been reduced
over time these individuals are remaining in the emergency department longer. In one
hospital persons who have been committed now have an average length of stay 3 days
longer than the length of stay for committed individualsin 2005. The length of stay for
individuals who were “voluntary” (not EPC’ d) or about 75% of the admissions, has
remained steady.

4, Access to hospital beds for persons needing to be EPC’ d has been reduced over the last few
months. Mary Lanning Hospital in Hastings has reduced capacity by 5 beds because of
remodeling. Faith Regional Hospital capacity in Norfolk has been reduced by 3 beds for
the renovation required to add 10 new beds. Douglas County Hospital has reduced capacity
by 10 beds for remodeling. Assuming the average length of stay for each consumer is 10
days, approximately 650 more people could have been served in these beds

5. Hospitals have proposed opening Norfolk Regional Center (NRC) beds temporarily to
handle “overflow” when the system was at its peak demand for inpatient beds. Funding and
psychiatric coverage is not available for the expansion of NRC services.
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The lack of access to emergency and acute care in private hospitals has become a national
issue. Hospitals are inundated with individual s seeking psychiatric and health care asa
result of inadequate community resources, reduction in insurance coverage, and other
structural issues resulting from awide variety of causes.

BREAKOUT GROUP FEEDBACK:

With over 100 participants and 12 tables of breakout responses, the feedback has been condensed to
reflect the most popular reactions from the groups. The first section denotes suggestions given by
more than five (5) tablesto highlight the majority voice and to allow a more effective action plan. The
full feedback responses are found in Addendum A, which lists all additional feedback within the
context of the eight questions used to guide discussion during the breakout sessions.

The group consensus said that Nebraska should:

A.

Develop apublic commitment at all levelsto the vision, values, and principles of the NBHS
with true collaboration of stakeholders, building on common ground, providers included and
state as an integral partner (Minnesota model).

Implement the following ideas from the presentation by CJ Johnson (see attached addendum
for full presentation):

v Use of datato drive decisions.

v’ Critical Response Teamsin rural areas.

v Consumer input.

Implement the Minnesota model for web-based database (a central access system for bed
availability) to alow tracking of available bed space.

Replace the closed/closing large hospital facilities with regionally located, 16-bed unitsin the
communities. Move existing state staff to the facilities. Encourage a competitive process for
where facilities will be built or located (Minnesota model). Thisincludes the use of the
Intensive Residential Treatment (IRTS), which move patients to lower level of care but not
“dumping” them out of care.

The Omaha Police Department’s CIT program should be replicated statewide.

Develop a“consumer-driven” proposal for county partnerships with social services with the
objective being to de-criminalize the EPC process.

. Shift the negative stigma of addictions (chemical health) and mental health. This keeps people

from seeking early intervention and prevention. Need earlier intervention at situational level.
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H. Develop a comprehensive, statewide strategy to address the following issues:

v' Addressing geriatric psychology to help with nursing home issues, enhanced assisted
living, and nursing home care;

v Funding and availability of affordable medication (including psychotropic medications);

v Turning the focus to prevention;

v Developing more acute bed and transitional housing;

v Developing acomprehensive strategy for better integration with primary care;

v Seamless process between al levels of care and ability to start at the necessary level
(not always starting with in-patient level); and

v Assisting to forge a better relationship with Magellan/Nebraska Medicaid.

|. Develop transportation services other than police for EPC.

NEXT STEPS:
Two ideas were identified during the Nebraska SPS that gained verbal approval for immediate
consideration by Nebraska DHHS. They are:

1) Replicate the Omaha Police Department’s CIT program statewide; and
2) Develop and implement a Nebraska central access system (whether it be a phone number,

a hotline/switchboard concept, or a website) to track available bed space for immediate
determination of bed availability for law enforcement and hospital officials.
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POPULATION-BASED INDICATOR #2:
“How to Improve Nebraska’s Behavioral Health System of Care”

The objective of this session was the identification of potential strategies for devel oping community-
based mental health/behavioral health services for Nebraskaresidents. Seven (7) questions were
examined by the group as awhole (no breakout sessions or tables were utilized during this facilitation).
Responses from attendees to the breakout session questions were as follows:

1. What critical issues must be addressed in making Nebraska’'s BH M odel mor e effective and
efficient? (Examples: personnel, transportation, critical access hospitals, etc.)

Telehealth manned with dedicated health professionals 24x7; effective deployment process
using university as support system.

Determine how to access “ The System” with more planning to kickoff more answers.
Create anew vision for the State based on the Whole Individual.

Create a pool of reliable interpreters as our population becomes more diverse.

2. Building on ideas from the morning’s discussion, what ideas could best support these issues?

Day House in Omaha provides support for EPC and may be an asset to others; usually has 250-
400 consumers per day with a homeless shelter for nights. Thisis a privately funded center.
60% of EPC has chemical dependencies and a significant number with dual diagnoses.

Prisons are often used as a venue for initia interaction by counselors.

Need to address appropriate geriatric help (nursing homes and assisted living facilities).

3. Thinking outside the box: What idea could most improve or enhancethe current system?

More early intervention and prevention —it’s cheaper than crisis intervention.

Use of state employees for psychiatric support and community integration of services.

EPC isfrequently uninsured or underinsured and medication management is acritical issue.
50% co-pay for mental health is more out of pocket costs — parity is required.

4. What one (to three) system components most need changing to help you do your job more
effectively and efficiently?

Different funding measures for geriatric psychiatry for long term care (embed it in culture).
Increase funding for Telehealth — Medicare currently pays $26 for a 15 minute visit or
Medicaid pays 4 cents aminute. Not adequate for provider reimbursement.

Conduct Critical Access Hospital meetings throughout state for hospital administration to allow
good networking support. Attendance is critical for information sharing, idea transfers, and
support services development.

Primary Care Doctors are a critical link for psychological support. Need to create more
integration into the system.

Consumer wants and needs to have alife in the community. Creating earlier intervention with
fresh ideas that match the needs of the consumer.

5. How could these changes be made easily and with the least cost to the overall infrastructure?

Telehealth requires broadband so we need to piggy back on education’s broadband. “T-1"
lines will not serve capacity.
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Primary Care and BH integration will be cheaper and touch more consumers earlier.

Stop criminalizing the consumer to eliminate or reduce the policy of handcuffs and shackles.
Increase Medicaid payments for step-down services and prevention.

Peer Specialists can be paid by Medicaid as alink to services and early intervention. Nebraska
may need to change regulatory policies.

Integrate Medicaid into the other systems (Minnesota has placed Medicaid through out the
state services system as a policy component).

Stop functioning independently.

More effectively transition adolescents into adult system (Crisis Intervention, Respite Care)
Create a Statewide Vision for prevention.

More comprehensive planning and follow-through (as needed).

Need to message the “vision and mission” by creating working definitions.

Break down silosin order to create integrated care for safety net systems.

Establish benchmarks to establish next steps intelligently (i.e. what is a legitimate amount of
time for emergency response?)

6. Who would need to be at thetable (in the next meeting) to help move these initiatives

forward?

¢ UN Lincoln, UN Kearney, UNMC, and Creighton University.

e Providersat al license levels.

e NebraskaMedical Associations including Nebraska Psychiatric Association, Nebraska Chapter
of the National Association of Social Workers, and any other state association as appropriate.

e Governor and Legislator Representation.

¢ Informal Educators (public libraries, museums, zoos, etc.) for education of public to new
vision, services, and policies.

e Media (to educate them).

e Regional Representation!

7. What do you see asthe next step(s) following this meeting?
e Create a“table” for the consumer.
e Jump off President’s “Freedom” Plan.
e Using the Nebraska Behavioral Health Services Act: Sections 71-806 and -809 (see
Addendum), create a comprehensive statewide plan to create avision, action plan, and
implementation plan.

CONCLUSIONS:

Community-based mental health systems of care involve innovative approaches to improve outcomes
through access, utilization, financing, clinical efficacy, and cost-effectiveness of behavioral health
services provided to families within the context of their home communities. This model offers
numerous advantages as rising needs for behavioral health servicesin anincreasingly diverse
population of children and families are recognized, while public and private resources are increasingly
stressed. Theintent of this session was to provide a catalyst for future conversations on this important
best practice.
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Appendix A
All Notes from EPC Breakout Tables

1. What did you hear from the speakersthat could be useful in dealing with Nebraska's new BH
Model?

Sincere commitment at all levels to the vision, values, and principles of the NBHS with true
collaboration of stakeholders, building on common ground, providersincluded and state as an integral
partner (Minnesota model)

Increase ACT teams

Embrace an economic vitality concept within plan to assist communities who are losing facilities and
those who are gaining facilities. (RFP process for any new facilities)

I dentify needs and create support that fits.

Use RTC staff for community service provision (question whether these facilities serve involuntary
commitments)

Use the model related by CJ Johnson for data driven decisions. More information and perhaps training
to duplicate CJ s model in other regions should be considered.

Usealogic Model

Use the Minnesota model for web-based database for all hospitals to allow tracking of available bed
space.

Make a greater connection to Managed Care (based on the Minnesota Model for Systems of Care —
Hosgpitals linked to CHC and other provider models)

The 16 Bed Units in Communities/Crisis Centers in communities using state staff (Minnesota model)
Training isamajor issue. CIT program should be broadened to include all regions. Training on all
services available so provider and LE can make informed decisions and better serve the patient
(Minnesota) state money was transitioned to community based care. Money needsto be in Community
first

Critical Response Teamsin rural areas (CJ Johnson’s model) — attached in addendums

Need more community based facilities (smaller areas of coverage)

Reasonable funding for care providers; increase reimbursement rates

Intensive Residential Treatment (IRTS) — moving patients to lower level of care but not dumping them
out of care

Consumer driven RFP for the health plan county partnerships with coordination of social services. It'sa
multi-faceted response approach that comes together for person in crisis— need to de-criminalize
process

Representatives from different agencies coming together to problem solve

Monthly emergency meetings

Need for networking among agencies (community and statewide)

Consultations between Regions for more development in areas outside Omaha/Lincoln

Central access system for bed availability

Minnesota MHAG (professional group) outside government

Look at front-end services to decrease ER need

Establish clear expectations of each professional’ srole in the crisis response team approach.

Single point of entry.

2. How could these ideas be mor e successful for you?

Statewide vision is needed to proceed
Create education within the system on all services (so they can be better utilized)
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Need to shift the negative stigma of addictions (chemical health) and mental health. This keeps people
from seeking early intervention and prevention. Need earlier intervention at situational level

Keep using beds as transitional beds to less restrictive outpatient treatment and keep EPC beds rotating
Patients treated closer to home and shorter distances for Law Enforcement (LE) to drive

More efficient use of beds and away to find beds for LE

CIT-NSPTA training by Omaha Police Department

Minimize hospital level of care as much as possible to get better return on money.

Develop a hedlth care system for uninsured and underinsured.

Can LB 95 reform the how services are paid for, with the goal of making EPC a secondary option
Need to know how Minnesota made it work (funding and cooperation of the health plan in the model)
so that it can be successfully replicated in Nebraska or determine if the same model would work.
Reimburse in away that covers cost of service

CRT for other areas than Omaha

Strategic Planning to focus on Emergency Psychological System with all stakeholders

Changing the law and changing the delivery service policy. Remove the onus from law enforcement of
diagnosing mental illness.

Team approach to developing resources when only part time providers are available. Address how to
go beyond what is currently available.

3. What would you do more of, better or differently to better fit the needs of Nebraska?

More attention to substance abuse and adolescent services

Need to address geriatric psychology to help with nursing home issues. Enhanced assisted living and
Nursing Home Care for Behaviora Services

Need to address placement of sex offenders.

Transport service for EPC (possible subunit of State Patrol) or aternative transportation (non-police) of
consumers to services.

Better utilization of Telehealth

Focus on prevention — funding for psychotropic meds (lots cheaper than hospitalization)

Solicit consumer response.

Have a program in place for persons waiting for services with at least minimal self-help group or other
interventions (AA, day shelters, peer services, etc.) to reduce chance of decomposition. Create a safety
net for wait listed

Need to address issues consumers face in obtaining affordable medication

Training to addressissues— CIT, Services available, Peer Services

Increase crisis capacity with better and faster acute treatment and a place for patients to go once
stabilized (more detoxification access and peer support services)

Psych Acute Units reguest too extensive a medical evaluation and seem to stall

Utilize Wellness Recovery Action Plan (WRAP)

Support services need to be available 24/7

16-bed strategically located facilities

Close huge old in-patient facilities (Norfolk and Hastings)

More funding from Medicaid and better continuity of care

More flexibility of funding

State should remain vital player in planning and funding

Major uniformity issue in state policy — need to develop local plans and determine where funding
comes from

Restructure the Mental Health Law, taking cops out of the equation and leave providersin

Who pays as care is being received/sought across state lines?
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4. What would help you most?
o Crisis Response Teams
e More acute beds, housing (long waits in Emergency Departments [18 hours -> 7 days] because of no

beds); long waits (up to 4 months) for transfer, tying up acute care beds

Better connection between Medicaid and services

State law change for EPC?

Transportation alternatives in rural areas

Clear guidance for control of Mental Health Boards

BIG $ (staff, capacity, training, etc.)

Better integration with Primary Care

Transport services other than police for EPC

Call center for available beds

Seaml ess process between all levels of care and ability to start at the necessary level (not aways

starting with in-patient level)

Provide more lower level care services

A single force communicating and educating consumers and providers on the services available and

ensuring the safety net isin place.

M edication Management

Supportive Environment

More funding for psychiatric meds/referrals

Flexibility

Staff/System stakeholder training

Need to change system philosophy that a person must be EPC’d or under a mental health board

commitment to access needed services

e CrisisIntervention Programs at local level with support services available after hours, acute
intervention available 24/7 and up to 24 hours for stabilization

o Front-end services need to be available 24/7 (emergency care services, Peer Support, Crisis Programs,
and Traditional care services)

e What incentiveisthere for MH providersto respond before the required 24 hour period when thereis
no compensation?

5. What issues might keep you from doing an effective hand-off for EPC?

Rural setting and connection for Telemedicine in Rural Hospitals

Arbitrary administrative rules

Blurred roles of team members

NOTE Capt. Wright’s memo — well defined issues (ATTACHED)

Transfers from one county to next or hospital to hospital

Small counties have little manpower to transport EPC (especially long distances and without database
for available beds)

In some regions there is no single point of entry/contact

Lack of information on bed availability (need a single source)

Unresponsive or under-responsive Mental Health Region — not able to provide adequate assistance
Lack of resourcesin rural areas (disparity in availability of services)

Insufficient safety net in place

Rural hospitals worry about liability issues and don’t feel they are equipped to deal with EPC issues
If other forms of transportation, who is responsible for time/cost?

Need identification (clarification) of roles and responsibilities (law enforcement, hospitals, primary care,
€tc)
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Utilization of WRAP

Utilization of Peer Support for EPC

Not all psych hospitals are part of the “public system” (NBHS)

No place for “them” to go especially after business hours
COBRA/EMTALA regulations'

Lack of community services for immediate follow-up

Inconsi stencies between counties as patients move between counties
Transport orders from judges

Who isresponsible in an “escape’ in case of active warrant?

Conflict between public and private options for community based programs

6. What solutions have already been madeto create mor e effective hand-offs of EPC?

Crisis Response Teams

Region 3 has been having meetings and South Central is now available as a resource

Set rate for beds so hospitals can maintain profit to continue services

Psych evaluationsin jail and prisons

Triagein Region 3

Need for quality training for healthcare providers

Single point of contact and entry (as mentioned by CJ Johnson)

In Lincoln and Omaha LE officers have been trained to be the 1% buffer, especialy if it is substance
abuse as opposed to threat to self or others. In Omaha, peer volunteers are used aswell and trust is
established quickly with this role as opposed to a staff person.

The more you spend on high end services, the less dollars you have for lower end services and
prevention

Minnesota committed significant financial resources to address the problems and put thought into
building anew BH system

Mental Health Practitioner input

Emergency community support

Region 4 developing pilot transportation program (considering reimbursement for law enforcement
overtime costs to help out smaller jurisdictions)

7. Who would need to be at thetablefor a further discussion on building a mor e effective
infrastructure?

Use the info from this session to address the necessary next steps for developing regional response
teams for EPC

Medicaid - Magellan

More legidlators

County Attorneys

Chaplains and religious leaders

Isthere away to streamline HHS so that we can make decisions?

Other funding sources. Warren Buffet, Wal-Mart, Nebraska foundations

Consumer and Family Representatives, Title 204 requires consumer feedback on adequate treatment
being received.

All level of Care Providers (representatives) (BH, Hospitals, and acute care staff, primary care
physicians, social service agencies, public health, rura health)

LE representatives

1 http://www.medlaw.com/regs.htm
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Start at regional basis first

Safety net providers

Transportation services

Regional Team process involving Emergency Psych to include APS and System Stakeholders
Governor and legidators

Insurance Companies

Clerk for District Courts (keeper of records info)

8. What do you see asthe next stepsfollowing this meeting?

e More discussions on other aternatives

¢ Create statewide vision and pilot project to see what works (care system in community)

e Look at grantsfor transportation alternatives for regions

o Create statewide data system to provide evidence based decisions and planning

e CIT Training throughout state and beyond law enforcement

¢ Contactg/phone numbers for networking people

¢ Review of roles and responsibilities, hand-offs

¢ Regional meetings with all stakeholdersincluding State DHHS representation

o After regiona meetings follow through with recommendations (Action!)

e Survey consumers as to their needs and gaps in services and about what worked

o Legidative buy-in to more beds and increased funding, “real world” understanding of what is actually
happening.

¢ Re-convene to see what progress has been made and create next steps

e Decrease EPC and create a day center and create more treatment capacity.

e Continued meetings/conference calls incorporating al regions

e Look at current funding — increase state funding (Are we spending most amount of money on least
effective treatment?)

o Start at Regional level and go up; Create Regional Strategic Planning Meetings with an outside
facilitator utilizing the Logic Model.

o |dentify waysto create flexibility to meet individual consumer needs (fund needs not service types)

e Increase state development of mental health services

e Continueto focus on what isworking. Pay attention to all needs of populations served.

e |Improve accessto immediate crisisintervention

o Develop enhanced “front-end” services — Peer Support, WRAP, Emergency Community Support

e Look at statutory changes re: EPC

e Look into validity of CR Teams for rural areas

e Create one placeto cal

o State Patrol and Sheriff tag teams for transport

e Look into primary care model and appropriate training and/or support (Telehealth) for providersto

overcome skills deficit and treatment concerns
e Medica Home Concept
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Addendum B
CJ Johnson Slideson Region V CRT

Crisis Response Teams
(CRT)

+~ Direct response to LB 1083

v Mental health professionals are available at the
request of law enforcement

v Provides 24-hours, 7 days a week access for law
enforcement

v Significantly decreased hospitalizations

v Assist in coordination and integration between
providers

® Outcomes

v Decreased rates of acute hospitalization for
individuals

v Reduced recidivism for arrest and use of
emergency mental health services

v Community confidence in police response to
psychiatric crisis
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Enacting CRT

1. An officer calls the law enforcement crisis line.

2. The crisis line connects the officer to the therapist on-call
for immediate access.

3. The therapist consults with the officer regarding the
identified individual.

4. The therapist goes to the scene.

5. Upon consulting with the officer and the individual, a
crisis plan and recommendations are developed.

6. An Emergency Community Support Worker follows up
with the individual.
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ADDENDUM C

INTEROFFICE MEMORANDUM

TO: C JJOHNSON

FROM: JOEWRIGHT

SUBJECT: DHHSMEETING/NOVEMBER 15
DATE: 01/18/2008

There are several issues which are common among the regions. Thisiswhat | hear from the cops
around Lincoln as well as the officers and deputies | train in Grand Island.

Problem: Many receiving agencies (Regional Centers or Hospitals) do not recognize that the EPC
decision is made by law enforcement. Although triage services are often needed, once a person has
been taken into custody Law Enforcement should not have to barter with anyone to obtain a bed
assignment. | often hear from officers and deputies who tell me they wanted to EPC someone but the
hospital wouldn’t let them doit. Solution: Our Single Point of Entry works well. One telephone call
can inform the officer where to take the client; thereis a clear understanding the EPC decision has
already been made.

Problem: Mental health providers generate too many EPC situations which are administrative in
nature. Law enforcement is often drawn into situations in which clients are being moved from safe
harbors (group homes, hospitals, residential programs) to a different program or level of care.
Providers criminalize the mentally ill by abandoning their patients and/or clients to law enforcement
officers. The client isforced to leave his program and re-enter the system by way of EPC creating an
unnecessary break in care where too often the client looses his bed and is unable to stay on his
medication regime. Solution: Hospitals and providers must be held accountable for accessing law
enforcement only when a true emergency exists. Clients can be managed by means other than EPC in
many instances. Revocation of out-patient commitment, guardianship, court order, and mental health
warrants generated by the provider are all options which allow the client to be moved in a responsible
fashion from one level to another without divorcing the client from all care and leaving the client’s
welfare to the creative efforts of a police officer. Our respite programis a good but insufficient
response to thisissue.

Problem: Law enforcement continues to take children into EPC. Unbelievably, law enforcement often
EPC children who are Wards of the State. The County Attorney never files a petition but instead re-
files the case placing the child under temporary guardianship of DHHS—exactly where the child
already exists. Thisis another instance of abandonment by a system of care and the criminalization of
the mentally ill. Solution: All children in the State of Nebraska (all people under the age of nineteen)
are already in the custody of their guardian. Any necessary care, including mental health treatment,
can be mandated by the child' s guardian. A parent or the on-call DHHS supervisor can direct any
hospital to admit a child for mental health treatment.

Problem: The developmentally disabled are often left to law enforcement when the client isin crisis.
DD providers are unwilling to make any effort to see their client transition to an appropriate level of
care and expect law enforcement to take custody on the grounds that the client is mentally ill and
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dangerous. Once again, aclient in asystem of care is being abandoned to law enforcement—the
client’ s behavior is criminalized and an appropriate outcome is far from certain. Solution: DHHS
should mandate that the Developmental Disabilities Court-Ordered Custody Act (NRS 71-1101 to 71-
1134) be utilized in all applicable circumstances. Providers can also develop guardianship and court
order strategies which can help mobilize clientsto any level of care. Thisappliesto brain injury and
dementia clients as well.

Problem: Hospitals call law enforcement when mentally ill persons who are in crisis come to the
emergency department for treatment. Emergency department staff expect police officers to take
patients into EPC or find other dispositions rather than meeting the patient’ s needs with their own
resources, thisis often a COBRA and/or EMTALA violation. Solution: Hospitals have the
responsibility to receive people who come to the ED for care, stabilize the patient and then admit the
client or see that the client is admitted into the proper level of care at another facility. Any patient
who "comes to the emergency department” requesting "examination or treatment for a medical
condition" must be provided with "an appropriate medical screening examination” to determineif heis
suffering from an "emergency medical condition”. If heis, then the hospital is obligated to either
provide him with treatment until heis stable or to transfer him to another hospital in conformance with
the statute's directives. 42 USC 139dd et seq.

As more consumers are enrolled in community settings, we will see an increase in the number of law
enforcement contacts with the mentally ill. This does not mean there should be an increase in EPCs.
All providers have the opportunity to take a pro-active role in the mobility of their clients to a higher
level of care when needed. Any client who is contacted by law enforcement can be immediately
repatriated with their program’ s staff if Law Enforcement is made aware that the person isenrolled in a
program and has resources available which can be utilized to avoid EPC. Our flagging system does
thisvery well.

Providers must also be pro-active when they see a client move toward decompensation. Before the
dangerousness which justifies and EPC manifests itself, providers should contact their County
Attorney to ask the client’s commitment be changed to a different program or that a mental health
warrant be created.

Creating training opportunities in which law enforcement and providers work together to troubleshoot
and streamline their community’ s unique systems of care is the best way to minimize the number of
people taken into EPC and to ensure when someone is taken into custody, it is for good reason and that
the client receives the best services available. Kimand | helped Region IV do these three times last
year and we will be in Columbus at the end of the month. Y ou do it every month at our Emergency
Level of Care Meeting. Good luck.
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Addendum D

Nebraska Behavioral Health Services Act, Section 71-806

(1) Thedivision shall act asthe 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: (a)
Administration and management of the division, regional centers, and any other facilities and programs operated
by the division; (b) integration and coordination of the public behavioral health system; (c) comprehensive
statewide planning for the provision of an appropriate array of community-based behavioral health services and
continuum of care; (d) coordination and oversight of regional behavioral health authorities, including approval
of regional budgets and audits of regional behavioral health authorities; (€) development and management of
dataand information systems; (f) prioritization and approval of all expenditures of funds received and
administered by the division, including the establishment of rates to be paid and reimbursement methodologies
for behavioral health services and fees to be paid by consumers of such services; (g) cooperation with the
Department of Health and Human Services Regulation and Licensure in the licensure and regul ation of
behavioral health professionals, programs, and facilities; (h) cooperation with the Department of Health and
Human Services Finance and Support in the provision of behavioral health services under the medical assistance
program ; (i) audits of behavioral health programs and services; and (j) 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.

(2) The department shall adopt and promulgate rules and regulations to carry out the Nebraska Behavioral
Health Services Act.

Nebraska Behavioral Health Services Act, Section 71-809
Regional behavioral health authority; behavioral health services, powers and duties.

(1) Each regional behavioral health authority shall be responsible for the devel opment and coordination of
publicly funded behaviora health services within the behavioral health region pursuant to rules and regulations
adopted and promulgated by the department, including, but not limited to, (a) administration and management of
the regional behavioral health authority, (b) integration and coordination of the public behavioral health system
within the behavioral health region, (c) comprehensive planning for the provision of an appropriate array of
community-based behavioral health services and continuum of care for the region, (d) submission for approval
by the division of an annual budget and a proposed plan for the funding and administration of publicly funded
behavioral health services within the region, (€) submission of annual reports and other reports as required by
the division, (f) initiation and oversight of contracts for the provision of publicly funded behavioral health
services, and (g) coordination with the division in conducting audits of publicly funded behavioral health
programs and services.
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(2) Except for services being provided by aregional behavioral health authority on July 1, 2004, under
applicable state law in effect prior to such date, no regional behavioral health authority shall provide behavioral
health services funded in whole or in part with revenue received and administered by the division under the
Nebraska Behavioral Health Services Act unless:

(a) There has been a public competitive bidding process for such services;

(b) There are no qualified and willing providers to provide such services; and

(c) Theregional behavioral health authority receives written authorization from the administrator and

enters into a contract with the division to provide such services.

(3) Each regional behavioral health authority shall comply with all applicable rules and regulations of the
department relating to the provision of behavioral health services by such authority, including, but not limited
to, rules and regulations which (a) establish definitions of conflicts of interest for regional behaviora health
authorities and procedures in the event such conflicts arise, (b) establish uniform and equitable public bidding
procedures for such services, and (c) require each regional behavioral health authority to establish and maintain
a separate budget and separately account for all revenue and expenditures for the provision of such services.
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TheHonorableGregL.

Adams

Scot Adams

Susan Adams
Gregg Ahlers
Rodney Armon

Wende Baker

Beth Baxter

Dennis Berens

Dan Bizzell
Ted Boesen

TheHonorable Carroll
Burling

Toby Canning, Ph.D.,
LIMHP

Clark Conover

Merrill Crandall

Melinda Crippen
Sarah C. Cunningham,
Ph.D.

Title

Nebraska State Senator

Director, Div. of Behavioral
Health

Captain

Executive Director

Regional Program
Administrator

SORH

Director

Nebraska State Senator

Y outh & Family Counselor

Regional Coordinator

Executive Director

Appendix C
State of Nebraska Strategic Partnership Session Participants

Organization

District 24

Nebraska DHHS

Nebraska DHHS

Hall County Sheriff’s
Office

Nebraska National
Guard

Health Partners
Initiative

Region |11 Behavioral
Health Services

Nebraska DHHS

Mary Lanning Hospital
lowa/Nebraska PCA

District 33

Department of Defense
Contractor

HRSA OPR Kansas
City

Veterans
Administration

Region |V Behavioral
Health Services
Central Nebraska
AHEC

Town

York, NE 68467

Lincoln, NE 68509-5007
Lincoln, NE 68509-5007
Grand Island NE 68801
Lincoln, NE 68508
Lincoln, NE 68503
Kearney, NE 68848
Lincoln, NE 68509-5007
Hastings, NE 68901

Urbandale, lowa 50322

Lincoln, NE 68509-4604
Lincoln, NE 68508
Kansas City, MO 64106

Grand Island, NE 68803

Norfolk, NE 68701
Grand Island, NE 68801-
7279

Phone Number

E-mail Address

(402) 471-2756

402-471-8553
402-471-7820
308-385-5200
(402) 309-7449
402-441-8144
308-237-5113
402-471-0142
(402) 463-4521

515.244.9610,

402/471-2712

402-326-4242

816-426-2919

866-580-1810

402-370-3140

308-385-5074

gadams@leg.ne.gov

scot.adams@ne.dhhs.gov

susan.adams@dhhs.ne.gov

gr egga@hallcountyne.gov

rodney.ar mon@us.ar my.mil

Whaker @ci.lincoln.ne.us

bbaxter @r egion3.net

dennis.ber ens@dhhs.ne.gov

DBizzell@mimh.org

tboesen@ianepca.com

cburling@leg.ne.gov

toby.canning@us.ar my.mil

cconover @hr sa.gov

Merrill.Crandall@med.va.gov

mcrippen@r egion4bhs.org

sarah@cn-ahec.org




John J. Curran, Ph.D.

Rache Daugherty
Sheri Dawson, RN

Donald Dreyer

L ouise Englebretson

Psychologist

Mental Health Board Chair
Program Specialist

Captain

Emergency Community
Support Worker

Director of Mental Health

Norfolk Regional

Center

Lauritsen Brownell

Law Firm

Nebraska DHHS

Kearney Police
Department

Region |

Norfolk, NE 68702

Grand Island, NE 68801
Lincoln, NE 68509-8925

Kearney, NE 68848-0875

Scottsbluff, NE 69361

402-370-3329

(308)382-8010
(402)471-7856

308-635-3171

john.curran@dhhs.ne.gov

RachelD@lauritsenlaw.com

sheri.dawson@dhhs.ne.qgov

DDreyer @kear neygov.org

lengebr etsen@pmhc.net

BryanLGH Medical

Shannon Engler Services Center West Lincoln, NE 68502 402-475-1011 shannon.engler @bryanigh.org
Lancaster County

Scott Etherton Program Manager CMHC/Crisis Center Lincoln, NE 68502 402-441-0329 setherton@lancaster.ne.gov
HHS, Lifespan Health

Paula Eur ek Administrator Services Lincoln, NE 68509-5007 (402)471-0196 paula.eur ek @dhhs.ne.gov
Nebraska Advocacy

Eric Evans Services Lincoln, NE 68508 (402) 474-3183 eric@nas-pa.org

Renee Faber Nebraska DHHS Lincoln NE 68509-5044 402-471-7772 renee.faber @dhhs.ne.gov
Nebraska National

SFC Daniel E. Fullerton Full-Time Chaplain Assistant  Guard Lincoln, NE 68508 (402) 309-7449 danidl.fullerton@us.army.mil
Region 3 Behavioral (308) 237-5113

Tammy Fiala Consumer Specialist Health Services Kearney, NE 68845 ext.235 tfiala@region3.net

Ingrid Gansebom

Jerrell Gerdes

Alex Gray, MA, LPC

William Gumm

KlausHartmann M.D.,

Administrator

Behavioral Health Services
Director

Chief of Police
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Health Services
Franklin County

Memorial Hospital
Eastern Nebraska
Community Action

Partnership

Columbus Police

Department

Lincoln Regional

Center

Norfolk, NE 68701

Franklin, Nebraska 68939

Omaha, NE 68111

Columbus, NE 68601

Lincoln, NE 68509

402-370-3140

308-425-6221
(ext. 304)

402-453-5656
ext. 246

402-564-3201

402-479-5387

igansebom@r egion4bhs.org

ifgerdes@fcmh.biz

dircbp@encapomaha.org

wgumm@columbusne.us

kandg@alltel.net




Nancy Heller

Susan Henrie, LCSW

Sergeant Colene Hinchey

Julie Hippen

Stephen G. Jackson,
M.P.H.

Judy Jensen

Amanda Johnson

CJ Johnson, MSW,
LCSW, LMFT

J. Rock Johnson JD

Michael Jones

Deb Kazmer zak

Bill Keck

Kim Kern, LCSW

Sandra Klocke

WesKooistra

Kely Kueule

Steven Lamken
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Operations Director

Southeast Regional Director

Ryan White Part B Program
Manager

Operations Director

District 33

Regional Administrator
Legidative Behaviora
Health; Oversight
Commission

Chief Deputy
Program Director

Medical Treatment Center
Director

Director of Behavioral
Services

Infectious Disease Programs

Assistant Commissioner

Chief of Police

Nebraska DHHS

South Centrd
Behavioral Services

Omaha Police
Department
Lutheran Family
Services

Nebraska DHHS
HRSA OPR Kansas
City
Administrative
Assistant, Senator
Burling

Region V

Services National
Advisory Council of
SAMHSA

Sarpy County Sheriff's
Office
lowa/Nebraska PCA

Sienna Francis House -
Miracles Treatment
Center

Mary Lanning
Memorial Hospital
Nebraska DHHS

Minnesota Dept. of
Chemical and Mental
Health Services

Region |1 Health Svcs.

Grand Idland Police
Department

Lincoln NE 68509-5044

Hastings NE 68901

Omaha, NE 68102

Lincoln NE 68510

Lincoln NE 68509-5044

Kansas City, MO 64106

Lincoln, NE 68509-4604

Lincoln, NE 68508

Lincoln, NE 68502-1219

Papillion NE 68046
Urbandale, lowa 50322

Omaha, NE 68101
Hastings, NE 68901

Lincoln NE 68509-5044

St. Paul, MN 66164

North Platte, NE 69103

Grand Island, NE 68801

402-471-7823

402-463-5684

402-444-4077

402-435-2910

402.471.2504

816-426-2917

402-471-2712

(402) 441-4343

402-474-0202

402 593-2288
515.244.9610,

402-341-1821

402-460-5635

402-471-0193

(651) 431-2367

308-534-0440

308-385-5400

nancy.heller @dhhs.ne.qov

shenrie@scbsne.com

chinchey@ci.omaha.ne.us

jhippen@Ifsneb.org

steve.jackson@dhhs.ne.gov

jjensen@hr sa.gov

ajohnson@leg.ne.gov

Ci| @r egion5systems.net

irock10@sprynet.com

mj ones@Sar py.com

dkazmer zak @ianepca.com

bkeck @sienafr ancis.omhcoxmail
.com

KKern@mimh.org

sandy.klocke@dhhs.ne.gov

Wes.K ooistra@state.mn.us

slamken@aqipolice.org




Lt. DennisLeonard

Joel McCleary
Mike M cGahan,MD
Sheriff Gregg M agee

Jackie Miller, DDS

Bill Mizner

Y. Scott Moore, M.D.

Ron Namuth
Kristin Nelson
Mary O'Hare

Nicole O'K eefe

Brian Obrist

Michelle J. Oldham
David Palm

Rachel Pinkerton
Mike Phillips

Calvin Prouty, MA

Mary Beth Rathe

Thomas Rauner

Investigative Services

Sheriff

Chief Administrator
Chief of Police

Clinical Director

Transition Care Coordinator

Behavioral Health
professional

Program Director
Emergency Services
Coordinator

PCO Director
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Nebraska State Patrol;
Troop C

Nebraska DHHS

Adams County

Nebraska DHHS
Norfolk Police
Division

Lincoln Regional
Center

Nebraska Recovery
Network

Region V Human
Services

Nebraska DHHS
Deputy Sarpy County
Attorney

OneWorld Community
Health Centers

Hall County Attorney’s
Office

Nebraska DHHS

NAMI Nebraska
Omaha Campus for
Hope

Region |

Community Action of
Nebraska

Nebraska DHHS

Grand Idland, NE 68801

Lincoln NE 68509-5044
Grand Island NE 68801
Hastings, NE 68901

Lincoln, NE 68509
Norfolk, NE 68701

Lincoln, NE 68509

Lincoln NE 68502

Lincoln, NE 68502
Lincoln NE 68509-5044

Papillion, NE 68046

Omaha, NE 68107

Grand Island NE 68801
Lincoln, NE 68509
Omaha, NE 68105
Omaha, NE 68104

Scottsbluff, NE 69361

Lincoln, NE 68508
Lincoln NE 68509-5044

308-385-6000

402-471-7853
308-381-6656
402-461-7181

(402) 471-9108
402-649-1985

402-479-5387

(800) 225-2372

(402) 471-6400
402-326-1124

(402) 593-2230

402-502-8845

(308) 385-5150.

(402)471-0146
402-345-8101
402 827 0570

308-635-3171

(402) 471-3714
(402) 471-0148

dleonard@nsp.state.ne.us

joel.mccleary@dhhs.ne.gov

mikemcgahan@abswebb.net

sheriff @adamscounty.org

jackie.miller @ne.dhhs.gov

bmizner @ci.norfolk.ne.us

ys.moor e@dhhs.ne.qov

antler scenter @yahoo.com

Regvsl@ix.netcom.com

mary.ohar e@dhhs.ne.gov

nokeefe@sar py.com

jhall@oneworldomaha.org

michelleo@hallcountyne.gov

david.palm@dhhs.ne.gov

rachel.pinker ton@hotmail.com

mikep@ccomoha.org

cprouty@pmhc.net

marybethrathe@canhelp.org

thomas.rauner @dhhs.ne.qgov




Andrea Rayner, RN,
MSHP

Arnold A. Remington,
MA

Beth Reynolds

Suzanne Richards-Eckart

Bruce Rieker, JD

Sean Samuels
Kathleen Samuelson

Dr. Blaine Schaffer

Robyn Schultheiss
Kathy Seacrest
Dennis Snook, M PA
Ron Sorenson

Dave Smith
Stephen Spelic
Terah Stearns
Roger Steinkreger

September Stone RN,
M SN
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Manager Adult Crisis Unit

Program Director

Program Anaylst

Vice President, Advocacy

Behavioral Health Division

Director

Manager of Emergency
Services

Executive Business Coach
Administrator

Director of LTCWIN

Nebraska Medical
Center

Targeted Adult Service
Coordination

Region 111 Behavioral
Health Services

HRSA OPR Kansas
City

Nebraska Hospital
Association
Nebraska
Psychological
Association

Nebraska DHHS
Nebraska DHHS

Emergency Support
Program, Regionl|
Region |l Health Svcs.
Region 6 Behavioral
Healthcare

Nebraska DHHS
Nebraska Nationa
Guard

Alegent Health
HRSA Consultant
Richard H. Young
Hospital

NHCA/NALA

Omaha, NE 68198-2460

Lincoln, NE 68503

Kearney, NE 68848

Kansas City, MO 64106

Lincoln, NE 68504-4761

Lincoln, NE 68506
Lincoln, NE 68509

Lincoln, NE 68509

Lexington, NE. 68850
North Platte, NE 69103
Omaha, NE 68131
Lincoln, NE 68509
Lincoln, NE 68508
Omaha, NE 68122
Georgetown, TX 78633
Kearney, NE 68848

Lincoln NE 68521

(402) 559-7223

(402) 474-0419
ext. 10

308-237-5113

816-426-5201

402-742-8146

402-475-0709
402-471-7797

402-471-7795

308-390-4645
308-534-0440
402-444-7719
402-472-7791
(402) 309-7449
402-572-2936
512.657.8878
308-865-2243

402-435-3551

ARayner @nebraskamed.com

aremington@tasc.ws

breynolds@r egion3.net

srichards-eckart@hrsa.gov

brieker @nhanet.org

ssamuel s@nmhc-clinics.com
kathleen.samuelson@dhhs.ne.go
\Y

blaine.shaffer @dhhs.ne.gov

robyn@r 2hs.com
|dbr own@atcj et.net

dsnook @r egionsix.com

ron.sor enson@dhhs.ne.gov

david.smith@us.ar my.mil

sspelic@alegent.org

terrahstear ns@suddenlink.net
roger steinkruger @catholichealt
h.net

september s@nehca.org




Captain Adam Story

Lisa Sullivan

Phil Tegeler

Capt. RussTorres
Ken Timmerman

LeeTyson
Jessica Watson
Rand Weise

Did Not Attend

Carroll Barnes

TyLynne Bauer, BSN

Brenda Beadle

Cari R. Brunner
Pat Connell RN, MBA
Scott Dugan, MBA

Ann Flood RN

Maureen Hannon
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Captain

Executive Director

Uniform Services Bureau

On Mailing List for
Materials

Director

Facility Operations Officer

Chief Deputy Attorney

Director

Administrator of Behaviora
Health/ Research

President & CEO

Program Director

Deputy County Attorney

Hastings Police
Department

Region 1V Behavioral
Health Services

Cornhusker Place, Inc.

Douglas County
Sheriff's Office

Region 6

Nebraska DHHS

Legidative Aide,
Senator Annette Dubas

Nebraska Recovery
Network

Friendship
House/Milne Detox
Center

DHHS Norfolk
Regional Center
Douglas County

CrossRoads Crisis
Response Team, Inc

Boys Town
Mid-Plains Center

Liberty Centre Services

Lancaster County

Hastings, NE 68901

Norfolk, NE 68701

Lincoln, NE 68508

Omaha, NE 68116-2025
Omaha, NE 68131

Lincoln, NE 68509
Lincoln, NE 68509

Lincoln NE 68502

Grand Island, NE 68801

Norfolk, Nebraska 68702-

1209

Omaha, NE 68102

Chadron, NE 69337
Omaha, NE 68132
Grand Island NE 68803

Norfolk NE 68701

Lincoln, NE 68508

402 469-2731

402-370-3140

(402) 477-3951

(402) 444-7976
(402)996-8131

402-471-7792
402.471.2630

(800) 225-2372

308-382-0422

402.370.3328

(402) 444-7542

308-432-3920
402-498-6392
(308) 395-1040

402-370-4204

(402)441-7667

astor y@hastingspolice.org

Isullivan@r egion4bhs.org

ptegeler @cor nhusker place.com

rtorres@co.douglas.ne.us

ktimmer man@r egionsix.com

lee.tyson@dhhs.ne.qov

JWatson@leg.ne.gov

antler scenter @yahoo.com

cbar nesfriendshiphouse@charte
r.net

tylynne.bauer @dhhs.ne.gov

brenda.beadle@douglascounty-
ne.qov

cr ossr oadsct @hotmail.com

connell @boystown.org

sdugan@midplainscenter.org

libertycentr e@cableone.net

mhannon@lancaster .ne.gov




Southeast Nebraska

Robyn L. Hender son, AreaHealth Education

MHS Executive Director Center Beatrice, NE 68310 402-228-9094 rhender son@se-ahec.org
American
Communications

Rich Lombardi lowa/Nebraska PCA Group, Inc. Lincoln, NE 68508 402.475.0727 rlombar di @acgusa.net
Administrative
Assistant to Senator

Rebecca R McMeekin District 33 Greg Adams York, NE 68467 (402) 471-2756 rmcmeekin@leg.ne.gov

Director of Behavioral Health  Faith Regional Health

Robb Paulk, RN Unit Services Norfolk, NE 68701 (402) 644-7214 rpaulk @frhs.org

Marcia Prussa, LMHP Program Director Liberty Centre Services Norfolk NE 68701 402-370-4204 mar ciaj prussa@hotmail.com

Rebecca Rayman Executive Director Good Neighbor CHC Columbus, Nebraska 68601 (402)563-9224 rrayman@ecdhd.com

Douglas County
Community Mental

John Sheehan Director Health Center Omaha, NE 68105 (402) 444-7318  jsheehan@co.douglas.ne.us
Tami Soper Legidative Aide Sen. Gwen Howard Lincoln, NE 68508 (402) 471-2723  tsoper @leg.ne.qov
Shelly.Stratman@Douglascounty
Shelly Stratman Deputy County Attorney Douglas County Omaha, NE 68102 (402) 444-7542 -ne.gov
Region | Emergency Services
Sharyn Wohlers Coordinator Region | Scottsbluff, NE 69361 308-635-3171
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