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Executive Summary 

 

Ten years ago, the Omaha metro area was experiencing a shortage of inpatient adult psychiatric 

beds.  Because of this shortage, persons who required this treatment were unable to get 

necessary care, resulting in overuse of area emergency departments.  In response to the crisis, 

a public-private partnership created the Lasting Hope Recovery Center in 2008, a new center 

for mental health crisis assessment, triage, and both acute and sub-acute inpatient care. Lasting 

Hope Recovery Center, a 64-bed facility, effectively solved much of the acute inpatient bed 

shortage that Region 6 was experiencing.  (Region 6 is a five county area surrounding Omaha.)   

 

Research in the design of best patient outcomes and the most cost-effective care systems for 

persons with mental illness clearly demonstrates that best practice requires much more than 

providing inpatient hospital beds.  Rather, systems must provide a range of services and 

supports to promote recovery from acute episodes and/or prevent acute episodes, improve 

mental and physical health, and support autonomous functioning in these individuals’ lives.  

Such innovative services should reduce hospitalizations and expense since inpatient hospital 

beds are the most expensive level of service. In addition to providing a solution to the inpatient 

shortage over the past six years, Lasting Hope Recovery Center has become a magnet for 

additional innovative programs, many of which have been implemented in partnership with 

other agencies, including, for example, a peer-delivered diversion program, which diverts 

people from hospitalization to outpatient services through the incorporation of services 

delivered by people who have experienced and are in recovery from mental illness. Another 

example of innovation is the recent implementation of a transitional care coordination 

program, which is helping more people obtain necessary aftercare services and supports. 

 

While Lasting Hope has experienced some significant successes, the typical problems plaguing 

virtually all behavioral health systems around the country remain: too many people with mental 

illnesses are showing up in emergency rooms, making it more difficult to respond to other types 

of emergencies; too many people with mental illnesses require intervention by law 

enforcement and have to spend time in jail; and gaps in levels and types of care between 

inpatient and outpatient settings make it difficult for people to successfully transition out of the 

hospital so they do not have to return unnecessarily for another round of inpatient treatment.  

 

The Behavioral Health Support Foundation (BHSF) engaged TriWest Group (TriWest) in an 

assessment of the adult mental health system in the Omaha/Region 6 area. TriWest has led or 

participated in behavioral health system assessments in many other communities around the 

country (e.g., Dallas, TX, El Paso, TX, Phoenix, AZ, and Santa Barbara, CA), which resulted in 

helpful recommendations for improving the coordination and availability of services that are 

known to promote recovery from mental illness. The hope for this assessment was that TriWest 
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would identify the highest priority gaps in the system that, if filled, could reduce the prevalence 

of many problems outlined above.  

 

Immediately following an introductory meeting with BHSF and key stakeholders from Region 6 

in May, 2014, TriWest proceeded to employ two primary methodologies for assessing the 

Region 6 adults’ system of care:   

1. Key informant interviews and 

2. Analysis of data submitted by provider and regional authorities on service capacity and 

utilization across all levels of care.   

 

In the summer and fall of 2014, TriWest used these methods to collect qualitative and 

quantitative data and to identify service gaps and barriers to effective care coordination. 

 

Adult Behavioral Health System Gaps and Recommended System Enhancements 

After examining the qualitative and quantitative data reported by providers, TriWest identified 

nine priority gaps in the adult system of behavioral health care and offered recommendations 

for addressing them. The nine gaps are listed below, following a brief summary of the system 

enhancement structure and process recommended by TriWest Group.   

 

Behavioral Health System Enhancement Structure and Process 

Making effective, sustainable changes in the Region 6 adult behavioral health system has to not 

only identify problems but also establish solutions with an accompanying action plan. For this 

reason, TriWest, the Behavioral Health Support Foundation (BHSF), Region 6 administrators, 

representatives from the Nebraska Department of Health and Human Services and Magellan 

Behavioral Health of Nebraska, and Region 6 key stakeholders identified a basic structure and 

process for system enhancement: 

 BHSF is committed to establishing a 10 to 12 person Governance Committee. This will 

have widespread representation, including private sector participants; Region 6, 

Magellan, and state Division of Behavioral Health and Medicaid leaders; hospitals; 

community-based providers; academic institutions; and advocates. 

 Each gap will have a work group consisting of members with expertise in each area who 

will develop creative solutions to present to the Governance Committee for 

collaborative implementation. 

 The initial focus of the Governance Committee and work groups will be on a limited 

number of projects as well as targeting quick “wins” to generate momentum in the 

change process.  

 BHSF has also committed to hiring an employee to help coordinate, organize, and 

ensure the productivity and success of the work groups, and to provide support to the 

Governance Committee and their work groups. 
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 One very important ingredient in this endeavor will be public-private partnerships. For 

example, potential pilot projects of evidence-based models that could fill gaps identified 

by TriWest and key stakeholders will be presented by the work groups and analyzed by 

the private sector for potential funding support. When models show cost-effectiveness 

in Region 6, the public sector will be asked to continue and possibly expand the project. 

Savings, as evidenced by performance measurements, can be re-invested in subsequent 

projects to ensure an ongoing system enhancement process.  Within this continuous 

quality improvement approach, the use of objective, valid outcome measurements will 

be critically important. 

 While inpatient beds will always be necessary in a community, the focus should be on 

maintaining wellness and ensuring that adequate services and supports are in place to 

help people experiencing significant behavioral health challenges avoid more restrictive 

and expensive services.  A system that provides such services and supports can reduce 

the amount of trauma experienced by individuals and their families, while also ensuring 

cost-effectiveness. 

 This work in Region 6 will be valuable to the other five regions across the state of 

Nebraska.  

 

Behavioral Health System Gaps 

The nine gaps identified by TriWest Group are listed below, along with brief descriptions of 

each gap and the general approaches that will initially provide guidance to work groups as they 

make recommendations to the Governance Committee on how to fill these gaps. 

 

Gap 1: Fragmentation and a lack of comprehensive system collaboration 

 

Fragmentation and isolation between services is a pervasive issue in Region 6, as well as most 

other behavioral health systems around the country. Therefore, developing a high-functioning, 

data-driven, collaborative structure is key. This is an “over-arching” gap to the other eight gaps 

and requires continued cooperation and collaboration from all work groups, guided by the 

Governance Committee.  

 

Gap 2: Insufficient access to care 

 

Not-for-profits are “maxed out” and inundated with referrals. The system was weakened by 

recent cuts, and wait lists and wait times are far too long for individuals to see a prescriber, 

therapist or other mental health provider. Various access models will be examined, such as 

moving away from appointments and adopting an “open access” model, which ensures timely 
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access to care for those in need.  Focus will be given to a referral hub to make sure open slots 

are utilized as quickly as possible. 

 

Gap 3: Insufficient availability of integrated care for co-occurring disorder 

services and services to people with complex needs  

 

Region 6 lacks both widespread capability to treat co-occurring mental illness and substance 

use disorders or co-occurring behavioral health and physical health conditions. Focus will be 

given to academic and not-for-profit partnerships to ensure sufficient training of behavioral 

health workers for co-occurring capability. Existing model programs in Region 6, such as the 

primary and behavioral health care grant implementation by One World (a federally qualified 

health center) and Community Alliance (an outpatient behavioral health provider), will be 

examined for lessons learned and for possible dissemination and adoption. 

 

Gap 4: Insufficient availability of intensive community-based services 

 

Intensive support often is necessary for those being discharged from inpatient units or who are 

trying to avoid admission to inpatient care. Assertive Community Treatment (ACT) teams, which 

provide intensive, interdisciplinary, coordinated support for community living, have proven to 

be effective for some of the most difficult to serve people. A Gap 4 work group will examine the 

possibility of adding two ACT teams to the one ACT team currently operating in the Region 6 

adult behavioral health service system. 

 

Gap 5: Insufficient availability of Supported Employment 

 

Nationally, people with serious mental illnesses have a 90% unemployment rate, but research 

shows that 50% of them want to work and can work when they receive the proper support. The 

focus in addressing Gap 5 will be on working with Nebraska’s vocational rehabilitation 

authorities and Region 6 providers to increase the availability of Supported Employment 

services. The possibility of embedding more vocational specialists within Assertive Community 

Treatment teams and other clinical programs to help coordinate and find job opportunities will 

also be examined.  

 

Gap 6:  Lack of a comprehensive psychiatric emergency system (PES) 

 

Lasting Hope Recovery Center in Omaha has an Assessment Center for patients with behavioral 

health issues but cannot always provide adequate care for people who have co-occurring 
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medical problems, such as complications from diabetes or other chronic conditions, or acute 

medical emergencies. The adult behavioral health service continuum will be examined to 

determine whether Lasting Hope should become more medically capable, whether another site 

(such as Immanuel Medical Center or Nebraska Medical Center) should provide the backbone 

for a more comprehensive psychiatric emergency system, or whether a coordinated group of 

inpatient and emergency services providers could meet the needs of these patients.  

 

Gap 7: Insufficient resources and supports to help people find an appropriate 

place to live 

 

There is a need for more Permanent Supportive Housing (PSH) in Region 6, which also lacks 

long-term, semi-permanent residential alternatives for those who have complex mental health, 

substance use, and physical health challenges, and who need a level of care between Telecare 

(an intensive residential services provider) and intensive outpatient services.  The focus in 

addressing Gap 7 will be to identify various alternatives, including adding small, intensively 

staffed, semi-permanent group homes for those with complex needs who cannot live in the 

community otherwise. However, PSH must be available for people who do not need to live in 

an intensively staffed group home and for people who are making a transition from semi-

permanent residences to more independent living.  

 

Gap 8: Unavailability of First Episode Psychosis Care 

 

An estimated 180 adults in Region 6 experience a first psychotic episode each year, but there is 

no First Episode Psychosis Care program in the region. First Episode Psychosis Care is an 

emerging evidence-based program that includes illness management, medication education, 

collaborative decision-making, supported education and employment, family psycho-education, 

and substance use disorder treatment. Best practice indicates that this can change the illness 

trajectory course for many people and reduce the need for more intensive or restrictive care. 

The Gap 8 work group will consider who could provide First Episode Psychosis Care as a pilot 

project and track the success of the program to estimate clinical outcomes and long-term 

savings. 

 

Gap 9: Workforce shortages 

 

Region 6 has a shortage of psychiatrists; psychiatric nurses; nurse practitioners; other mental 

health professionals and bachelors-level staff who work in various community support, 

rehabilitation, and residential programs; and peer support workers (people who have achieved 

significant recovery from mental illnesses and who coach their peers in recovery). A focus will 
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be on the potential benefits of adding residency slots for training psychiatrists and for 

developing recruitment packages for psychiatric professionals. After recruitment, attention will 

be given to retention of the behavioral health workforce and the mix of incentives and supports 

that could promote retention (private sector funding has been available for recruitment efforts 

in the form of student loan pay offs, for example). Other possible solutions include developing 

partnerships with universities on focused programs in psychiatry for nursing students as a way 

of exposing and recruiting nurses to behavioral health care, and also advocating for legislative 

changes to the nurse practitioner requirements in order to increase incentives for people to 

choose advanced nursing practice in psychiatry.  

 

The diagram on the next page locates each gap within a system of care framework. It shows 

that Gaps 1 (system fragmentation) and 9 (workforce shortages) are cross cutting, while others 

are associated with specific domains.  Overall problems with access to care (Gap 2) could rightly 

be considered a cross-cutting problem, but we show it under “Outpatient Behavioral Health 

Treatment Continuum” to emphasize the dire need for access to outpatient services. 

 

Reinvestment of Funding 

Finally, a challenge evident in the behavioral health system, which represents a cross-cutting 

issue for the gaps described above, is the ability to increase funding and reinvest savings in the 

current system, rather than losing the money saved through implementation of more effective 

services. If outcome measurements can be developed that substantiate savings, it will be easier 

to retain funding for the system as it continues to show improvements in the quality and cost-

effectiveness of care. 
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I. Background 

 

Ten years ago, the Omaha metro area was experiencing a shortage of inpatient adult psychiatric 

beds.  Because of this shortage, persons who required this treatment were unable to get 

necessary care, resulting in overuse of area emergency departments.  In response to this crisis, 

a public-private partnership created the Lasting Hope Recovery Center in 2008, a new center 

for mental health crisis assessment, triage, and both acute and sub-acute inpatient care. Lasting 

Hope Recovery Center, a 64-bed facility, effectively solved much of the acute inpatient bed 

shortage that Region 6 was experiencing.  (Region 6 is a five county area surrounding Omaha.)   

 

Research in the design of best patient outcomes and the most cost-effective care systems for 

persons with mental illnesses clearly demonstrates that best practice requires much more than 

providing inpatient hospital beds. Rather, systems must provide a range of services and 

supports to promote recovery from acute episodes and/or prevent acute episodes, improve 

mental and physical health, and support autonomous functioning in these individuals’ lives.  

Such innovative services should reduce hospitalizations and expenses since inpatient 

hospitalization is the most expensive level of service. In addition to providing a solution to the 

inpatient shortage over the past six years, Lasting Hope Recovery Center has become a magnet 

for additional innovative programs, many of which have been implemented in partnership with 

other agencies, including, for example, a peer-delivered diversion program, which diverts 

people from hospitalization to outpatient services through the incorporation of services 

delivered by people who have experienced and are in recovery from mental illness. Another 

example of innovation is the recent implementation of a transitional care coordination 

program, which is helping more people obtain necessary aftercare services and supports. 

 

While Lasting Hope has experienced some significant successes, the typical problems plaguing 

virtually all behavioral health systems around the country remain: too many people with mental 

illnesses are showing up in emergency rooms, making it more difficult to respond to other types 

of emergencies; too many people with mental illnesses require intervention by law 

enforcement and have to spend time in jail; and gaps in levels and types of care between 

inpatient and outpatient settings make it difficult for people to successfully transition out of the 

hospital so they do not have to return unnecessarily for another round of inpatient treatment.  

 

The Behavioral Health Support Foundation (BHSF) engaged TriWest Group (TriWest) in an 

assessment of the adult mental health system in the Omaha/Region 6 area. The hope for this 

assessment was that TriWest would identify the highest priority gaps in the system that, if 

filled, could reduce the prevalence of many problems outlined above.  
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Immediately following an introductory meeting with BHSF and key stakeholders from Region 6 

in May, 2014, TriWest proceeded to employ two primary methodologies for assessing the 

Region 6 adults’ system of care:   

1. Key informant interviews and 
2. Analysis of data submitted by provider and regional authorities on service capacity and 

utilization across all levels of care.   

 
TriWest met with Region 6 stakeholders in August 2014 to present preliminary findings from 

the key informant interview data analysis, and then again in September to present a more 

complete set of qualitative and quantitative findings, as well as a set of nine recommendations 

for system enhancement. The following document provides a detailed description of the system 

assessment methodology and findings, and presents our recommendations for enhancing the 

system of care. Behavioral Health Support Foundation directors, members of Nebraska’s Health 

& Human Services organization and Region 6 administration and key stakeholders in Region 6 

had an opportunity to review and critique this document prior to a final presentation from 

TriWest in Omaha on November 11, 2014. 
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II. System Assessment Methods 

 

A. Key Informant Interviews and Qualitative Data Analysis 

To fulfill one of the goals of the Region 6 behavioral health system of care assessment project, 

TriWest Group (TriWest) engaged Region 6 stakeholders in key informant interviews to obtain 

input on adult behavioral health care system strengths and gaps. Interviews were conducted in 

person and by phone during May and June of 2014. Interviewees were asked to describe 

services their organizations provided and to identify system strengths, gaps in services, and 

barriers to better serving people with significant mental health needs.  A list of key informants 

interviewed can be found in Appendix A.  

 

1. Key Informant Data Analysis Framework 

TriWest conducted an assessment of input on system strengths, gaps and barriers, and 

categorized responses according to common themes. A summary of these themes is provided in 

detail below.  
 

To provide helpful context for the summary of findings, below is a glossary of terms that key 

informants frequently used in their responses.  
 

 

Glossary of Acronyms for Terms and Services 

Acronym Definition 

ACT Assertive Community Treatment – A multidisciplinary, team-based 
approach to providing intensive treatment, case management, 
supportive housing services, employment services, co-occurring mental 
illness and substance abuse treatment, and peer recovery services. 

BH Behavioral health 

BHSF Behavioral Health Support Foundation – A not-for-profit public 
foundation that advocates for quality behavioral health services and 
that provides funding support in strategically identified areas of need 

CCISC Comprehensive Continuous Integrated Systems of Care – A framework 
for developing an organized approach to developing a more 
coordinated system of care that is capable of delivering co-occurring 
mental illness and substance abuse treatment, and that has quality 
improvement processes built into it 

CI  Collective Impact – An approach to addressing complex human 
problems that promotes formal, systematic collaboration among all key 
community organizations and members affected by the problem 
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Acronym Definition 

CIT Crisis Intervention Team training – A program of training law 
enforcement workers in responding successfully to people experiencing 
acute behavioral health episodes in the field—at home or elsewhere 

CMHC Community mental health center 

COD Co-occurring disorders – CODs include both co-occurring mental illness 
and substance abuse and co-occurring mental illness and physical 
health disorders 

CQI Continuous quality improvement – An approach to continually using 
targeted data to analyze changes in the quality and effectiveness of 
services over time and make decisions about how to improve services 

CSP Community Support Program – A set of outpatient services and 
supports at the heart of which are various levels of case management 
that help people overcome the functional challenges associated with 
mental illness 

EBP Evidence-based practice – A service or program that has been found 
through research to be effective 

FEP First Episode Psychosis Care – An emerging best practice that identifies 
people immediately after a first episode of psychosis or other serious 
mental illness, or even prior to the first episode, and that includes a 
comprehensive array of treatment, psycho-education, and support 
services to ensure people stay on as normal a developmental trajectory 
as possible, preserving involvement in family, community, education, 
and employment 

FQHC Federally qualified health center – An outpatient medical provider that 
services lower income families and often includes various amounts and 
levels of behavioral health care 

Lasting 
Hope 

Lasting Hope Recovery Center – A comprehensive inpatient services 
provider in Omaha, which is operated by Alegent 

IBH Integrated behavioral health – Programs and services that integrate 
care for mental illness and physical health conditions through co-
location of services, and which often are delivered in the context of a 
multi-disciplinary team 

ICM Intensive case management – Provides case management (assistance 
with housing, obtaining employment, obtaining income support, and 
navigation of the behavioral health system) through small caseloads – 
that is, low client to case manager ratios – but is not typically delivered 
in the context of a multi-disciplinary team (as is Assertive Community 
Treatment – see above) 
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Acronym Definition 

IDD Intellectual and developmental disability  

IDDT Integrated Dual Disorders Treatment – An evidence-based program that 
is very similar to Assertive Community Treatment, but focuses 
exclusively on people with co-occurring mental illnesses and substance 
use disorders and requires a broader array of substance use disorder 
treatments be delivered by the multi-disciplinary team 

IOP Intensive outpatient program – An intensive outpatient services 
program for people with substance use disorders 

LOS Length of stay – The number of nights a person stays in an inpatient or 
residential program during a course of treatment or rehabilitation in 
one of those settings 

MH Mental health 

MI Mental illness 

NAMI National Alliance on Mental Illness – A national advocacy organization 
that was founded in the 1970s by family members of people with 
mental illnesses who wanted to improve the mental health system and 
overcome the stigma associated with mental illness 

NASMHPD National Association of State Mental Health Program Directors – The 
national guild organization that represents directors of state mental 
health authorities, which oversee services to low income individuals, 
people who are uninsured, and, in some states, those whose behavioral 
health services are covered by Medicaid 

OCR Outpatient competency restoration – A program to restore competency 
to stand trial in people who have been declared incompetent to stand 
trial due to a mental illness 

PBHCI Primary and behavioral health care integration – Programs that service 
people with co-occurring mental illness and physical health care 
conditions. It is virtually synonymous with IBH (see above) 

PES Psychiatric emergency system – A centralized, comprehensive 
psychiatric emergency response system, which includes emergency 
rooms services, crisis stabilization services, and an array of other 
services to help people avoid unnecessary hospitalization or 
unnecessary jail time 

PSH Permanent Supportive Housing – A comprehensive approach to 
ensuring that people with behavioral health conditions obtain and 
maintain the most independent level of secure housing they can; which 
emphasizes a “housing first” model, rather than requiring that a person 
achieves abstinence from substance use or stabilization from mental 
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Acronym Definition 

illness before being offered a housing unit; and which involves helping 
people obtain the supports and skills needed for living successfully in an 
apartment or home 

SAMHSA Substance Abuse and Mental Health Services Administration – The 
federal agency that supports publicly funded behavioral health services 
in the United States through block grants and other types of resources 

SE Supported Employment – An evidence-based model of helping people 
with mental illnesses (and other conditions, such as intellectual 
disabilities and disorders) to choose, find, and maintain competitive 
employment 

SOAR SSI/SSDI Outreach Access and Recovery – An evidence-based program 
that helps people obtain Supplemental Security Income and/or 
Supplemental Security Disability Income, when appropriate and needed 

SMI Serious mental illness – A condition involving certain mental illness 
diagnoses, particularly Schizophrenia, Schizoaffective Disorder, Bipolar 
Disorder and Major Depression, as well as functional impairments in 
areas of relationships, employment, school, and living skills 

SUD Substance use disorder – Also known as a substance abuse or chemical 
dependency condition 

TBI Traumatic brain injury 

TMACT Tool for the Measurement of Assertive Community Treatment – The 
best assessment method for determining the degree to which an 
Assertive Community Treatment team is being implemented in a way 
that is faithful to the model  

UNMC University of Nebraska Medical Center 

VA Veterans Administration 

WCA Women’s Center for Advancement – A domestic violence and case 
management provider in Omaha 

WHAM Whole Health Action Management – A best practice in which people 
with mental illnesses coach their peers in developing healthy lifestyles 
and diets 

WRAP Wellness Recovery Action Planning – An evidence-based practice in 
which people who have achieved recovery from mental illnesses 
provide education and guidance to their peers in self-managing their 
mental illnesses and avoiding new or more exacerbated episodes of 
illness 
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2. Adult Behavioral Health System of Care Framework 

The Identified themes from key informants’ feedback on strengths, gaps, and barriers in the 

system were categorized within a broader framework that includes overarching issues and 

elements of a suggested ideal adult behavioral health service array. The service array 

framework generally comprises the following domains or levels of care: 

 Supports for primary and secondary prevention, which would include stigma reduction 

and a continuum of education and prevention services for mental health (MH) and 

substance use disorders (SUD). Please note that key informant input did not specifically 

target services within this level of care, so it is not included in this summary report. 

 Recovery supports for tertiary prevention, which included the following:  

 Primary care in behavioral health settings for adults with serious mental illness;  

 Peer support for people with mental illness, substance abuse, or both;  

 Permanent Supported Housing; and  

 Supported Employment. 

 Outpatient behavioral health treatment continuum, which would include several 

different locations and types of care, including the following:  

 Federally qualified health centers (FQHC), health clinics, and integrated primary 

care-based behavioral health care;  

 Psychiatric services, including diagnostic evaluations, pharmacological management,  

and medication support;  

 Specialty outpatient individual and group psychotherapy and treatment;  

 Psychosocial skills training and development;  

 Intensive, integrated community treatment (e.g., Assertive Community Treatment 

[ACT] or Integrated Dual Disorder Treatment [IDDT] for longer-term stability); and  

 A continuum of case management/community support, from intensive to routine. 

 Crisis response system, including the following services:   

 A continuum of detox, extended observation, crisis follow up and stabilization, crisis 

residential, respite, relapse prevention; 

 Psychiatric emergency services; 

 Inpatient psychiatric hospital services focused on personal and community safety; 

 Law enforcement crisis intervention team supported by adult mobile crisis. 

 Adequate medical care in restrictive settings, which would include systemic justice 

diversion / outpatient competency restoration (OCR) / reentry, adult detention centers, 

forensic services, and services for people who are homeless. 

 

Please note that additional levels of care, including residential and inpatient care, that are 

available in Region 6 (and many other systems), but are not specifically included in the TriWest 

framework, have also been included in this summary’s broader framework. 
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B. Quantitative Methods – Assessment of System Capacity and Service 

Utilization  

TriWest requested data from a core set of providers of services to people with serious mental 

illnesses, state/regional authorities (Region 6, Magellan), and important allied providers, 

including federally qualified health centers. Collection and analysis of quantitative data aimed 

to examine system capacity and utilization of multiple levels and types of care, organized by the 

TriWest framework described immediately above. The quantitative methodology was carried 

out in three phases: 

 

Phase 1: Establish Service Taxonomy  

To identify Region 6 service capacity, TriWest Group combined the previously developed 

community mental health service array (described above) with the particular service types and 

levels of care identified during the key informant interview process.   

 

Phase 2: Survey Community Behavioral Health Providers  

With the help of the Behavioral Health Support Foundation and Region 6 key informants, 

TriWest identified and submitted data requests to a core set of community behavioral health 

providers in the Region 6 area:  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

TriWest requested that each provider either submit existing reports or input capacity and 

access to care data into a spreadsheet depicting the Region 6 service array (organized by 

TriWest’s ideal system framework). For each service in the array, capacity data was defined as 

the total number of clients the provider could serve at a given point in time, and utilization was 

defined as the total number of unduplicated people served in the most recent 12-month period 

Region 6 Core Providers 

Alegent Health 

 Mercy Hospital 

 Lasting Hope Recovery Center 

 Immanuel Medical Center 

 Creighton University/Psychiatric Associates 

Lutheran Family Services  

Catholic Charities OneWorld Community Health Centers, Inc.    

Charles Drew Behavioral Health Region 6 Services - Other 

Community Alliance  
The Salvation Army – Omaha Social 
Services  

Douglas County Community Mental Health 
Center 

Telecare Corporation 

Friendship Program  University of Nebraska – Medical Center  

Heartland Family Service  Women’s Center for Advancement  
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for which the agency had data. Because wait times were identified as a concern by many key 

informants interviewed, providers also indicated whether there was a waitlist for a given 

service, and if so, provided a) the number of people on the waitlist and b) the average wait time 

(in days) people spent on the waitlist. 

 

Phase 3: Data Abstraction and Analysis 

Summaries of the number of people served in various programs were abstracted from agency 

documentation and providers’ service array spreadsheet inputs. In some cases, respondents 

submitted documentation and/or spreadsheets with missing data or with figures that did not 

reflect the defined categories. In these cases, TriWest followed up with providers to resolve 

missing data and apparent inconsistencies. When detailed program-specific data were 

unavailable, numbers of people served were drawn from Region 6 capacity reports or were 

estimated, based on the total served by the agency. A final request was made to all providers to 

confirm our representation of their data within the service array, to which providers typically 

responded in careful detail. Lastly, a data request was submitted to the state of Nebraska for 

Medicaid Rehabilitation Option services provided to Medicaid beneficiaries and stratified by 

provider and service type for the most recent 12-month period. After removing providers 

identified in Phase 2 (the survey of behavioral health providers described above), forty-two (42) 

other providers (primarily individual licensed clinicians) were identified who provided two 

hundred and sixty (260) episodes of care. While these providers did not account for a very high 

percentage of services to people with serious mental illness, we did include their data in an 

“other” provider category when analyzing the results. 
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III. System of Care Assessment – Qualitative Findings 

 

A. Qualitative Findings on System Strengths 

1. Cross-System Strengths 

a. System Level Collaboration  / Coordination 

Collaborative and integrative care was identified as a strength of the Omaha/Region 6 system.  

Integrated co-occurring mental health and substance abuse care, while also seen as in need of 

expansion in Region 6 (see below), has become a significant priority of many providers, and the 

regional authority tracks self-rated integrated capacity as a performance indicator. 

 

One example of successful collaboration is the co-location of service providers with Lasting 

Hope Recovery Center (Lasting Hope). These providers include the Salvation Army (emergency 

community support), Lutheran Family Services (mobile crisis), Community Alliance’s Safe 

Harbor Program (peer-run crisis diversion), and National Alliance on Mental Illness – Nebraska 

programs. Community Alliance specifically noted that it has had a good experience with Lasting 

Hope’s transition care coordinators. Many hospitals also utilize the EPIC system, which 

facilitates the sharing of individual clinical information, although community-based providers 

are not using EPIC, which places some limits on its utility in communicating across levels of care.  

 

Other examples of collaboration included Regions 6’s monthly provider meetings (addressing 

system, service and funding issues), weekly Clinical Review Team meetings (addressing case 

coordination), and bi-monthly Emergency Task Force meetings (addressing clinical issues).    

 

As another example, Community Alliance and the Women’s Center for Advancement applied 

for a Department of Justice technical assistance grant targeting work with vulnerable 

populations who are victims of domestic violence and also have mental health issues. They plan 

to work out protocols that will allow their work to be useful to the community as a whole. 

Other grant-based collaborations were also cited. 

 

b. Evidence-Based Programs  

Across the region, several evidence-based practices (EBPs) are available, including Motivational 

Interviewing, Integrated Dual Diagnosis Treatment (IDDT), Illness Management and Recovery, 

and Supported Employment. Several agencies are providing co-occurring services and training 

staff to be co-occurring capable. Community Alliance plans to upgrade their residential facilities 

to provide co-occurring services. In addition, Community Alliance, the Women’s Center for 

Advancement (WCA), and Heartland Family Service have implemented trauma-informed care 

programming. 
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c. High Quality Psychiatric Care 

Key informants also indicated that there is high quality psychiatric care in the community. They 

noted, for example, that mental 

health services provided through the 

local Veteran’s Administration and 

geriatric psychiatric and medical 

care provided by the University of 

Nebraska Medical Center and 

Alegent were of high quality. 

 

2. Recovery Support and Tertiary Prevention Strengths 

Peer Support Services  

Many informants identified peer support as a highly valued component of the behavioral health 

system.  Key informants agreed that peer support is especially helpful in a range of contexts, 

including in the delivery of trauma-informed care and substance abuse treatment, and in the 

provision of domestic violence support groups.  Peer support is also reported as a vital part of 

the Omaha Police Department and Crisis Intervention Teams. One organization indicated that 

their peers are well trained in several models, including Whole Health Action Management, 

Wellness Recovery Action Planning, and the Nebraska-based programs Living Well and 

Nebraska RentWise. The positive value of navigators and family advocates also was noted. 

 

3. Outpatient Behavioral Health Treatment Continuum Strengths 

a. Integrated Co-Occurring Disorder Programs  

As noted above, while there is a perceived gap between the prevalence and need for co-

occurring mental illness and substance use disorder services, key informants also noted a 

growing capacity in the area of co-occurring treatment. For example, Catholic Charities has 

several co-occurring programs and has trained staff across all levels and types of care to be co-

occurring capable.  

 

Community Alliance has a SAMHSA Primary and Behavioral Health Care Integration (PBHCI) 

grant to serve people with co-occurring mental illness and chronic physical health conditions. 

They are collaborating with an FQHC partner (OneWorld) for this program.  

 

Systems often find it difficult to meet the needs of people with co-occurring mental illness and 

intellectual and developmental disabilities as well, but Region 6 is attempting to meet the 

challenge of limited resources by investing additional funding in services for people dually-

diagnosed with intellectual and developmental disorder and behavioral health issues, and they 

are attempting to contract with more providers in this area. 

 

Region 6 Performance Indicator 7   

 Over 85 percent (85.2%) of reported persons served 

experienced a reduction in symptomology or improved 

functioning; 

 The average level of improved functioning or a reduction 

in symptomology across all levels of care is 72.5%. 
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b. Intensive Community-Based Programs  

There is one Assertive Community Treatment program (Community Alliance) that serves about 

100 people at any given time, as well as an Intensive Case Management program with Douglas 

County Community Mental Health Center that serves 38 people at any given time. These 

programs provide the most intensive levels of non-residential outpatient care in the region. 

 

Community Support Programs (CSPs) at various levels (Emergency Community Support, 

Intensive Community Support, and Community Support) fill some of the gap between Assertive 

Community Treatment and routine outpatient levels of care. These CSP levels of care vary in 

duration and intensity of care and are indispensable resources within the service array. 

 

c. Medication Management  

While wait times to receive medication management are often far too long and access to this 

vital service is a significant concern among many key informants, some stakeholders cited 

efforts to provide access to medication management within the system. As an example, the 

Douglas County Community Mental Health Center has two full-time staff who provide financial 

assistance to clients and work with pharmacies, drug programs, etc. to promote access to 

medications. 

 

d. Telepsychiatry  

Telepsychiatry services were cited as an important boon to service access in the region, and 

they represent a strength upon which to expand. Alegent/Creighton and the University of 

Nebraska Medical Center also are providing outreach to rural areas, where the system array 

and access to care are compromised even more than in Omaha. 

 

4. Crisis Response System Strengths 

Crisis Services  

Crisis Intervention Team (CIT) training was identified as a vital resource for law enforcement 

officers when interceding on behalf of people experiencing a mental health crisis. Significant 

joint efforts between law enforcement and Region 6 providers have resulted in training over 

500 law enforcement officers in recent years. A representative of the Douglas County 

Attorney’s Office indicated that deputies are “awesome” and “kind to patients.” In addition, it 

was reported that the Omaha Police Department is developing a threat assessment team. The 

Salvation Army’s crisis staff’s expertise in managing crises was also noted as a particular 

strength. 

 

5. Strengths Associated with Adequate Medical Services in Restrictive Settings  

Douglas County Community Mental Health Center has a contract with the county jail to provide 

services to current inmates. Therapists are available in the jail four days per week and their 
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services include groups that deal with criminogenic thinking. This capacity to address 

criminogenic thinking as well as mental health issues is not always present in communities and 

it represents an important strength for Region 6. The jail-based program also includes a peer 

specialist worker. In addition, the Douglas County program is connected to an Intensive Case 

Management program, which serves people coming out of the jail and helps with community 

reintegration.  

 

Douglas County Community Mental Health Center also works with the county jail to implement 

a jail diversion program, which is funded entirely by the county. Anyone arrested and brought 

to the jail is screened upon intake and a determination of the person’s eligibility for diversion is 

made (e.g., offense is nonviolent, the person is willing to participate in treatment). Skill building 

(including addressing criminogenic thinking), case management, and peer support are included 

in the mix of treatment, services and supports.  

 

The predominant themes from key informant comments on gaps in the system of care are 

described in the following section. 
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B. Qualitative Findings on Gaps in Service  

1. Overarching Themes Concerning Gaps  

a. Gaps in Access to Care  

Key informants reported that people do 

not know how and where to access the 

service delivery system. Concern was 

noted that all non-profits are “maxed out” 

and inundated by calls for service. 

Appropriate residential care is very difficult to access at times. Key informants noted that more 

same-day care or “open access” was needed. 

 

b. Gaps in Workforce Adequacy / Gaps in Qualified Professionals 

The existence of gaps and shortages in the behavioral healthcare workforce were described as 

representing a crisis for many providers. Many different professions and roles, including 

psychiatrists and other physicians, fully licensed professionals, crisis services staff, front line 

residential and other rehabilitation staff, and peers were cited as understaffed in the region, 

and openings—even for peer specialists—were often difficult to fill. Key informants noted that 

attracting professionals to the Midwest is not easy and that, because systems of care 

everywhere have increased their behavioral health workforce recruitment efforts in recent 

years, competition for workers has intensified. Feedback from interviewees clearly indicated 

that staffing shortages create capacity issues, resulting in providers having to turn people away 

from services and even sometimes leaving inpatient beds unfilled in order to maintain required 

physician-patient ratios. 

 

While there is a shortage of psychiatrists in the Region, some key informants argued there was 

an even greater shortage of mid-level psychiatric specialists (e.g., nurses and nurse 

practitioners).  

 

2. Gaps in Recovery Supports and Tertiary Prevention 

a. Gaps in Peer Specialists / Peer-Run Services 

As mentioned above, key informants indicated a need for more credentialed peer specialists as 

well as navigators and family advocates. Some key informants noted that requirements for 

documentation and unit reporting often detract from the essence of what peers should 

provide. 

 

b. Gaps in Housing and Transportation 

Key informants also expressed concerns about gaps in safety net services, including housing and 

transportation. Several interviewees identified specific critical issues with gaps in housing, 

Region 6 Performance Indicator 1   

 Number of levels of care meeting average time 

from initial contact to admission targets: 52% of 

levels of care. 
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noting that Omaha is not rich with supported housing or low-income housing for people with 

disabilities. This lack of affordable and supported housing makes it difficult for some hospitals 

to find appropriate placement for people at discharge, often leading to delayed discharges and 

longer lengths of stay.  

 

A lack of transportation services was also identified as a significant gap in safety net services. 

Several interviewees highlighted difficulties people have in getting to their appointments with 

providers because of limited transportation options in Omaha.   

 

Key informants also indicated that, while some very good evidence-based Supported 

Employment programs are available, the overall availability of Supported Employment was 

insufficient in Region 6. 

 

3. Outpatient Behavioral Health Treatment Continuum Gaps 

a. Co-Occurring Disorder Services 

Mental Health and Substance Use Disorders 

Key informants reported that, given the prevalence of co-occurring mental health and 

substance use disorders (with estimates that 50% of people with serious mental illness [SMI] 

have a significant co-occurring substance use disorder), there is a need for more co-occurring 

treatment resources for a “very lean, almost starved system.” Specific gaps that were 

highlighted include the assessment of co-occurring disorders in acute care settings and 

addressing co-occurring issues in crisis situations, but key informants cited a need for more 

integrated programming across all levels of care.  

 

Mental Health and Physical Health Disorders 

Several stakeholders reported that there are gaps in integrated care to address comorbidity 

issues. In particular, key informants 

identified concerns that Lasting Hope 

sometimes cannot accept people with 

more complex physical health problems. 

Additionally, some said there was a 

need for integrated behavioral health 

homes, which embrace the medical 

home model’s provision of 24-hour, 

seven days per week access to primary 

care services. And, while an important 

federally funded integrated care program currently is being implemented by Community 

Alliance and the OneWorld federally qualified health center (FQHC), there are few 

Region 6 Performance Indicator 4   

 Only eight of 53 providers rated themselves at 

the Fully-Integrated level of co-occurring 

capability; 

 Twenty of 53 providers (38%) rated themselves 

at the Advanced level, indicating some co-

occurring capability in the agency, even if co-

occurring services are not provided routinely to 

those in need of them. 
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opportunities for people with serious mental illnesses and chronic health conditions to obtain 

access to integrated care. 

 

Behavioral Health and Intellectual and Developmental Disabilities (IDD)  

Gaps were also identified for consumers with co-occurring behavioral health disorders and 

intellectual and developmental disabilities (IDDs). Some people in this population are not 

eligible for developmental disability assistance in the state and then are also rejected by some 

behavioral health providers who believe that, due to a lower level of functioning, they will not 

benefit from behavioral health services. Key informants reported that people with IDDs who do 

not qualify for developmental disability services often end up in the hospital because of a lack 

of available residential and other services.  

 

b. Intensive Community-Based Services 

Interviewees identified critical gaps in services that could provide a bridge between acute or 

residential care and regular outpatient services. Similarly, key informants noted that, despite 

the existence of the community support continuum which fills some of the gap, there was 

remaining need for services between Assertive Community Treatment (ACT) and the next level 

of service intensity above and below it. Key informants noted that people sometimes are 

referred from outpatient services directly to acute care, instead of moving appropriately up and 

down the continuum of care based on their treatment and support needs. Feedback suggested 

that some services could fill this gap if strengthened (e.g., partial hospitalization, more ACT, 

intensive case management, and community support). Key informants emphasized that there 

was a critical need to strengthen community resources and safety net services in order to 

successfully divert people from unnecessary hospitalization and lower readmission rates. 

 

Several key informants focused on ACT 

teams, in particular. The one ACT team 

available in the area is a good resource, but 

more ACT teams are needed since the 

existing program often is at capacity and does 

not have quite the level of flow through the 

program that would create greater access. 

There is usually a waitlist for this ACT team.   

 

c. Essential Outpatient Treatment Services  

Medication Management 

Key informants indicated that better access to medication management is sorely needed, 

noting that no specific plan was in place to meet this gap through outpatient services 

(especially for Region-funded programs). One factor contributing to this gap is that people are 

Region 6 Performance Indicator 2   

 At 50 months, ACT had the longest average 

length of stay from admission to discharge of 

any level of care; 

 At 23 months, Community Support – Mental 

Health was second longest. 
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provided two weeks’ of medication following discharge from Lasting Hope, yet they sometimes 

wait for outpatient services, including medication management, much longer than two weeks. 

(While Lasting Hope was reported by others to have taken steps to fill this gap, key informants 

interviewed nevertheless observed that there was a gap in access to medications for some 

clients leaving the inpatient setting.) This delay, especially if combined with a missed 

appointment, sometimes leaves people without medications for a month or more, which then 

often results in readmission. One key informant suggested that a plan for providing open access 

to medications would fill the gap in availability.  

 

A need for greater ability to require involuntary medications on an outpatient basis was also 

identified. One key informant noted that meeting this need would address non-compliance 

with long-acting, anti-psychotic medications and potentially prevent unnecessary inpatient 

readmissions.1  The current legal constraints associated with this strategy would need to be 

addressed, however. 

 

Other Outpatient Services 

In addition to feedback that there is not enough outpatient service capacity in general, 

interviewees identified additional gaps in outpatient services, including the need for outpatient 

sex offender treatment, which according to one key informant is almost non-existent. There is 

also a perceived gap in outpatient services that will accept people stepping down from 

involuntary treatment, as these persons often have histories of aggressive behavior combined 

with complex co-occurring issues. 

 

Some key informants noted that when the Omaha area and southwest Iowa were hit by floods 

a few years ago, and many people needed mental health services to cope with the acute stress 

and trauma they experienced, it became evident that Omaha’s resources for navigating the 

mental health system for outpatient mental health services did not measure up to southwest 

Iowa’s resources.  

 

d. Substance Use Disorder Services  

Key informants reported that there are big gaps in substance use disorder (SUD) services across 

the continuum of care. Several interviewees identified a gap in the assessment of SUD issues at 

acute care facilities, which can contribute to recidivism/relapse and act as a barrier to referral 

to community-based SUD services. In addition, it is difficult to access SUD programs promptly. 

While some key informants identified a need for more intensive SUD services, others also 

indicated that there is a need for step-down services from intensive outpatient program 

                                                      
1As noted, the current legal constraints on this practice would need to be addressed, of course. And, the wider 

adoption of less coercive approaches to improving medication compliance and illness self-management might 

obviate some of the need for involuntary medication treatment. 
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services (IOP), when a person needs more than merely individual counseling, but less than an 

IOP level of care. 

 

Gaps in specialty SUD services were also noted. 

The Family Works program, a residential facility 

for women that also welcomes their children, is 

the only facility of this type in the region and 

has a long waiting list. There are also no 

facilities for placing people into involuntary 

SUD treatment. (One key informant noted that 

a locked facility that previously operated is now 

closed.)   

 

4. Crisis Response System Gaps  

Some key informants observed that, besides mobile crisis and inpatient services, there are few 

crisis service alternatives available, and that people often do not know where to go when they 

are in crisis, so they end up in the emergency room.  

 

a. Crisis Stabilization Services 

A notable gap in the crisis continuum, according to key informants, is the lack of crisis 

stabilization services in the community. Interviewees reported that the Spring Center (now 

closed) provided crisis services for people in need of brief, voluntary stabilization. The closure 

of this facility and discontinuation of its crisis services left a significant gap in services that, if 

filled, could reduce acute care admissions. Key informants acknowledged that the new peer-run 

program located adjacent to Lasting Hope is useful for some people, but it is not as strong of a 

resource as the Spring Center was, and some said it is not being utilized fully.  

 

Interviewees recommended a “no wrong door,” coordinated system, with a stronger 

continuum of crisis services and a central psychiatric emergency system that can provide triage 

of all psychiatric crisis episodes, whether or not they involve medical issues, for example. 

 

b. Inpatient Services 

Input from key informants also identified a 

general gap in acute and sub-acute care, 

particularly in services for people who need 

longer lengths of stay, noting that this need 

seems to be currently met through multiple 

admissions. (That is, for some people, their 

“lengths of stay,” if aggregated across their 

Region 6 Performance Indicator 2  

 In its Performance Indicator 2 (Length of Stay), 

Region 6 tracks the percentage of providers 

who meet targeted lengths of stay. In the FY 

2013 report, 100% of providers met the target. 

However, this indicator does not necessarily 

show that the target is appropriate, or that it is 

associated with lower readmission rates. 

Region 6 Performance Indicator 8   

 Substance abuse treatment outcomes 

appear to be good in Region 6. For example, 

over 95 percent of people served in 

substance abuse or fully integrated co-

occurring services experienced abstinence or 

a reduction in substance use from admission 

to discharge. 
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multiple brief admissions, are considerable, even though it may appear that lengths of stay are 

relatively brief when examined individually.)  Additional feedback indicated that people are 

being referred to acute care in hospitals outside of the county at great cost to the county. 

According to some key informants this is due in large part to the fact that physicians in 

emergency rooms (ERs) sometimes make the overly conservative determination that people 

need to be referred to an intensive care unit (ICU) bed even when the person may adequately 

be served in an acute care bed. When ICUs are at capacity, people are then sent out of county, 

which often costs more and of course means dollars do not stay in Region 6.2 Ironically, patients 

are often then served not in an out-of-region psychiatric ICU, but in an out-of-region psychiatric 

acute care bed. One key informant gave the example that, because the VA hospital had no 

availability, three veterans were referred out of county at great expense for only a few days of 

care.  

 

5. Gaps Concerning Medical Care in Restrictive Settings 

Care for People Involved in the Criminal Justice System 

Key informants were concerned that too many people with serious mental illnesses were 

having contact with the criminal justice system. It was reported that, since the move toward 

deinstitutionalization, people with acute psychosis, or who may have histories of violent 

behavior, are not successfully integrated into the community due to a scarcity of intensive 

community and residential services. The level of severity of illness and history of violent 

behavior with which some clients present is such that many providers do not feel equipped to 

serve them. In addition, coordination between the criminal justice system, the county attorney, 

and treatment providers, while sometimes excellent, is demanding, time consuming, and 

sometimes overwhelming because of the level of need. 

 

Please note in the strengths section above that Douglas County Community Mental Health 

Center provides jail-based treatment and peer support programming, which is tied to an 

intensive case management program. This represents an important strength in the system. 

 

6. Gaps in Other Services  

Residential Services   

Key informants reported that the availability of residential rehabilitation, secure residential, 

and group home services does not meet the need and demand for these services. They 

indicated that many individuals with psychosis and/or who indicate a risk of harm to 

themselves, in particular, often require unnecessary readmissions because of a lack of effective 

or available residential programs or community support services to which they could be 

referred upon inpatient discharge. In addition, key informants noted that there are gaps in the 

                                                      
2Costs for out-of-county services are borne by the payer, whether Region 6 or Medicaid.  
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intensity of care (and in the capacity to serve people with the most severe needs) between 

Telecare’s secure residential program and the residential rehabilitation program at Community 

Alliance. Some also felt that because Telecare had such a strong voluntary orientation (allowing 

people to choose not to take medications, for example), there was also a growing gap between 

Telecare’s residential levels of care and the Regional Center’s inpatient levels of care.  

 

One key informant suggested that the gap between Telecare and unsecure residential could 

also widen if Telecare were to start prematurely discharging people who needed longer lengths 

of stay before making the transition to a lower level of care. There was also an expressed need 

for more residential options for older adults with mental illness and/or dementia. Informants 

indicated that mental health programs reject some people with co-occurring dementia and 

related neurological illnesses, sometimes resulting in emergency room admissions for these 

people.  

 

Other suggestions for filling this gap included psychiatric nursing homes for people with SMI 

who need help with activities of daily living (placing people with SMI in “regular” nursing homes 

sometimes has been “a disaster”) and increasing residential rehabilitation home services (e.g., 

adding more specialized staffing to meet complex consumer needs) as a complement to ACT 

and intensive case management services. 
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C. Qualitative Findings on Barriers to Receiving Appropriate Services 

1. Overarching Themes 

a. Issues with Coordination of Care 

While there certainly were some examples of good collaboration and coordination noted by key 

informants (see strengths section above), some identified the frequent “silo-ing” of services as 

a problem, indicating that the system sometimes seemed driven more by individual agency 

needs than by consumer need and a sense of mutual responsibility for the “toughest-to-serve” 

people. One key informant said that packaging of services for Medicaid recipients sometimes 

precludes people from receiving needed services not included in the package.3 In addition, the 

provision of trauma-informed care for people with histories of trauma is not always consistently 

available and coordinated across the system, according to another key informant.  

 

Communication issues between law enforcement and triage workers at Lasting Hope were also 

identified by key informants from the law enforcement community as a barrier to coordinating 

care, with Lasting Hope staff sometimes redirecting officers to the emergency department due 

to misunderstandings associated with the officers’ use of clinical terminology. For example, in 

some instances, officers may not describe the person’s behaviors in ways that are consistent 

with psychiatric diagnostic terminology and Lasting Hope staff may not discern that the 

problem is a psychiatric one. 

 

Authorization of Care Processes  

Feedback from key informants indicated that there was a problem with the Medicaid managed 

care authority sometimes not authorizing people for residential rehabilitation or day programs 

if they had a substance use disorder (SUD) in addition to their mental illness. The suggested 

desired approach would wrap needed services – including co-occurring treatment – around 

people. In addition, it was noted that Medicaid care managers tended to follow the rules but 

did not always make common sense decisions for clients/consumers. It was also reported that, 

with attempts to shorten the lengths of inpatient stays and establish faster stabilization times, 

it may become more difficult to obtain authorization for people needing longer stays in 

treatment, which could sometimes result in premature discharges to the community. 

 

  

                                                      
3Packaging of services is used to help ensure that people with certain diagnoses and functional disabilities receive 

the most appropriate types and amounts of services. Some respondents are concerned that not all clients fit neatly 

into these packages of services and the occasional rigidity of service packages can counteract their original 

purpose. 
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Discharge / Transition of Care 

Another concern related to the discharge process involved inadequate planning for and referral 

to safety net services, such as housing, transportation, and food security. While Lasting Hope 

has made progress in this area with the implementation of Transition Care Coordinators (they 

follow people with high risk for readmission, arrange bridge appointments, and assist people in 

keeping outpatient appointments), more progress is needed in this area, according to key 

informant feedback. From Lasting Hope’s perspective, however, they are often working 

diligently to plan for discharge with people who have “burned their bridges” in many places and 

who are therefore very difficult to place with community providers.  

 

When people do have a good after care program to which they can transfer from acute and 

sub-acute beds – for example, to the Emergency Community Support program at the Salvation 

Army – they sometimes present with only two weeks’ worth of medications, which is often 

insufficient to carry them over until a new prescription can be written. In other instances, 

people do not stay long enough in the inpatient setting and are discharged before they are 

clinically ready to successfully participate in after care programming. This issue of premature 

discharge from services was also cited for the Regional Center.  

 

Key informants also reported that community/aftercare programs that are available sometimes 

are underutilized. Even some of these resources that are co-located with Lasting Hope do not 

receive referrals from Lasting Hope (e.g., Lutheran Family Services has urgent care staff and the 

Emergency Community Support Program at the Salvation Army also is available, but sometimes 

Lasting Hope does not refer to these services). Rigid discharge rules sometimes prevented 

people from accessing peer support provided through the Safe Harbor program (another 

service co-located at Lasting Hope). 

 

Other challenges with discharge and transition of care cited by key informants included 

clinicians not detecting certain mental health issues during short-term residential treatment 

and being unable to refer people to the appropriate levels and types of aftercare. On the other 

end, outpatient providers were seen by some key informants as unwilling to take involuntary 

clients as they transition from a higher level of care, because they saw those clients as needing 

higher-level intensity of care than what they are able to provide. 

 

Key informant suggestions for reducing readmission rates included ensuring there were 

adequate community aftercare resources and successfully engaging and connecting people to 

these resources when they step down from higher levels of care. The new transitional care 

coordination services established by Lasting Hope were seen as a good step in this latter 

direction. 
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b. Issues Related to Funding and Payment Systems 

According to some key informants, the cycling of inpatient admission and readmission was 

partly based on a payment system that sometimes sets an insufficient maximum benefit for 

outpatient community-based services. In addition, cuts to state funding and gaps in Affordable 

Care Act coverage for people who do not qualify for this subsidy were seen as factors that 

contribute to barriers to services. Key informants also indicated that long waiting lists to get on 

Medicaid represented a barrier to accessing needed care. One informant noted that people 

who were eligible for Medicaid often waited six months to a year to obtain coverage.  

 

c. Issues with System Level Coordination 

One key informant indicated that, because of its fragmentation, “the system of care is not really 

a system.” As mentioned above, the desired level of coordinated and committed effort to 

serving the most-difficult-to-serve clients with SMI is not evident to some key informants. Some 

expressed concern that there were occasional turf battles over who would have authority in 

deciding on client care. Some expressed concern that there were significant differences of 

opinion concerning the need for certain core services in the continuum of care, for example, 

whether a comprehensive psychiatric emergency service was needed in Omaha. One key 

informant suggested that no one can handle all of this alone and that a Collective Impact 

model, in which everyone would play a role in working toward improving common metrics, 

could be beneficial. 

 

d. Issues with Workforce Adequacy 

Several workforce adequacy issues were identified by key informants, including turnover in the 

Community Support Programs, bachelors-level staff in other programs dealing with very 

difficult issues and crises, nurse practitioners being limited to practice only when supervised by 

a physician, and only having one emergency department (Immanuel) with trained psychiatric 

staff conducting assessments. It was suggested that inadequate assessments in emergency 

departments and some inpatient facilities might have less to do with a shortage of psychiatrists 

than it did with difficult “after hours call” requirements. 

 

2. Barriers in the Crisis Response System 

a. Issues with Diversion from Hospitals/Acute Care 

It was observed that good psychiatric evaluation in emergency departments is needed. Several 

key informants reported problems with inaccurate assessments and diagnoses, particularly for 

people with traumatic brain injury, who are sometimes misdiagnosed with bipolar disorder. 

Second, in order to be admitted, some people have learned what to say (e.g., that they have 

suicidal/homicidal thoughts, or are hearing voices) when they present in the emergency room, 

which can drive up admission rates to inpatient care. One suggested solution to this problem 
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was to provide psychiatric consultation to emergency rooms through telepsychiatry; it was 

noted that this practice is working well in Kearney, for example.  

 

In spite of the hope that Lasting Hope would divert people from emergency departments and 

acute care services, key informants indicated that, over time, people have reverted to going to 

the emergency room, from which physicians tend to over-refer to acute care services. One 

issue, according to stakeholders, is that emergency department staff do not have the skill set to 

adequately assess behavioral health issues and, as a result, they often use the default 

conservative option of admitting to inpatient care. It was noted that community programs 

sometimes are capable of working with people who present to the emergency room (and 

Lasting Hope). However, at the same time, these programs tend to have wait lists and it 

appears that physicians may not have a high level of confidence in referring to these programs. 

In a related vein, it was noted that physician concern with liability has led to fewer than 

expected referrals to the peer-run crisis diversion program at Safe Harbor.  

 

b. Triage Issues 

As mentioned above, some interviewees reported that some physicians in the region will not 

refer people to anything less than a critical care bed, full acute facility, or locked unit. This 

concern was validated by a physician key informant who indicated that approximately 25% of 

the people he sees in inpatient settings do not really need acute care services, noting that these 

were crisis situations that could have been addressed by crisis stabilization services, or even 

intensive outpatient levels of care. The informant further explained that there was no financial 

incentive for managing these situations any differently (except at Lasting Hope), especially in a 

volume-based reimbursement system that tends to run at 90% occupancy.  

 

In a related vein, one key informant said that Lasting Hope has determined that it is not cost 

effective to conduct a full assessment and then admit a person into a sub-acute bed; because of 

billing, they prefer to admit people into acute care when a full assessment is done. Currently, 

one key informant asserted, Lasting Hope will only place a person in sub-acute care as a step-

down from acute care.  

 

Again, as mentioned above, when there are no intensive care unit (ICU) beds available, even if 

there is a regular psychiatric bed available, people presenting to the emergency department are 

not referred to the regular psychiatric bed and instead are transferred to Kearney, Lincoln or 

other out-of-county facilities. While waiting for the out-of-county bed, these people remain in 

the emergency department. It was noted that this approach to triage is not very precise and 

backs up the whole system.  
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Other identified triage issues included the challenge of accurately discerning the appropriate 

length of stay for people who need 30 days of acute care versus those who need seven days 

(which would require both providers and payers to be more innovative). 

 

3. Barriers in Other Levels of Care 

Regarding issues with treatment approaches in secure residential settings, key informants 

expressed concern about the lack of an active treatment approach at Telecare. Feedback 

indicated that Telecare, which includes a secure residential facility, seems to be approaching 

care as a near-permanent living space for people with serious mental illness. It was noted that 

there seems to be little expectation for improvement and no requirement that people take 

prescribed medications or participate in treatment. (However, more recent reports during 

system of care assessment meetings with area stakeholders indicated that the average length 

of stay at Telecare may be decreasing.) Key informants also reported issues with outpatient 

services focusing more on assessment and less on treatment. 
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IV. System of Care Assessment - Quantitative Findings 

 

A. Introduction 

As described in the methodology section above, providers responded to a data request from 

TriWest Group by providing data on their service capacities at any given point in time, the 

number of people they served in the most recent 12-month period for which data were 

available, and waitlists and wait times for services, when applicable.4 In this section of the 

report, we provide summaries of the data submitted by core providers, organized by the 

TriWest service continuum for adults with serious mental illnesses (SMI).5 Data that was 

reported included each type of service in the continuum, for example: 

 The number of beds or treatment/service slots available among all core providers in 

Region 6;  

 The estimated number of people served by core providers in a 12-month period;  

 The lowest and highest numbers of people on waitlists reported by providers (that is, 

the range) across all core providers who reported waitlist figures; and  

 The lowest and highest average number of days that people have to wait to receive the 

service across all providers who reported data on wait times. 

 

B. Supports for Primary and Secondary Prevention   

OneWorld Community Health Centers, Inc., Heartland Family Service, and Community Alliance 

provide a considerable amount of support for secondary prevention. Community Alliance 

indicated they provided family education to 200 people in a 12-month period. In a recent 12-

month period, 3,600 people received behavioral health “warm hand-offs” to licensed mental 

health professionals in OneWorld clinics. Heartland Family Services reported providing 

unspecified education/prevention services to over 16,000 people in the most recent 12-month 

period, and they also have used media messaging as a prevention strategy, which they reported 

reaches approximately 190,000 people per year.  

 

It is quite possible that other providers also offer supports for prevention in their programming 

but did not report them in response to the data request, as prevention was not a primary focus 

of this system assessment.  

                                                      
4Sometimes data on wait times are not terribly accurate. For example, a program might not begin counting the 

wait time until a person is placed on a wait list, even though the person may not have been placed on the wait list 

as soon as she or he is referred. (For example, a person might be referred to a program, but if the program has no 

slot for him or her, the agency referring that person may choose to find another placement. Not finding another 

placement, they may contact the agency again, this time placing the client on a wait list. There are other reasons 

that wait times do not actually represent the entire amount of time a person waiting to receive a level/type of 

care, as well.)  Some agencies do not have wait lists for certain services, even though they may turn away people 

who are referred to them. For this study, we only report waitlist and wait time data when they are available.   
5Data on Medicaid Rehabilitation Option (MRO) services were provided by Magellan.  
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C. Recovery Supports for Tertiary Prevention 

Recovery supports for tertiary prevention included primary care services in behavioral health 

settings, first episode of care services, peer support services, supported housing and Supported 

Employment.   

 

1. Primary Care Services in Behavioral Health Settings 

There is one Substance Abuse and Mental Health Services Administration (SAMHSA)-funded 

integrated behavioral health program located at Community Alliance, which involves a 

partnership with OneWorld Community Health Centers. (Integrated behavioral health [IBH] 

care refers to the provision of primary care and behavioral health care in one location, by one 

multi-disciplinary team of providers.) Community Alliance reported that they have 375 slots 

available and that they served that same number in the most recent 12-month period. (The 

number of slots may have increased since the time of data reporting.) 

 

More research would need to be conducted to determine the precise number of people with 

SMI in Region 6 for whom IBH would be cost-effective. However, Missouri’s statewide 

experimentation with IBH for adults receiving services through community mental health 

centers (CMHCs) is instructive. They started with people who accounted for at least $10,000 in 

Medicaid expenditures in the previous year and were able to demonstrate the cost-

effectiveness of CMHC-based healthcare homes.  As of June 2013, statewide enrollment in 

CMHC healthcare homes was 18,408, with 16,199 of those being adults. Missouri’s adult 

population is approximately 4,647,967 and an estimated 250,990 have SMI. Using the same 

estimate of the adult population that has SMI – 5.4% (from the National Association of State 

Mental Health Program Directors) – the comparable figure in Region 6 is 30,145. Given that 

6.45% of Missouri’s adult population was included in its first statewide implementation of IBH, 

an estimate of the comparable number of people in Region 6 who would be eligible for IBH 

would be 1,945 people, far exceeding the current number receiving IBH through the Substance 

Abuse and Mental Health Services Administration grant. Missouri is a state that bears some 

similarity to Nebraska – it is a Midwest state that did not choose to expand Medicaid under the 

Affordable Care Act, for example.  

 

2. First Episode Psychosis Care 

At the time of this review, there was no evidence that providers in the Region 6 area were 

providing First Episode Psychosis Care for persons with serious mental illness. 

 

3. Peer Support Services 

Collectively, Community Alliance, Catholic Charities, Salvation Army, Heartland Family Service, 

and Lutheran Family Services provided nearly 4,000 episodes of peer support services in a 

recent 12-month period. The provider system can serve several hundred clients with outpatient 
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peer support services at a single moment in time.6 (We use the term “outpatient” to represent 

peer support services not associated with inpatient or law enforcement settings. For example, 

Community Alliance co-locates peer support in homeless service settings, and we are including 

that in the “outpatient” category.) There were few access-to-care data points available for peer 

support services. At this time, there does not appear to be a waitlist for peer support 

outpatient services. While it can take as long as eleven (11) days to receive initial services 

(reported by Salvation Army), most providers reported no lag in enrollment and access to 

services.  

 

Peer support is provided in a variety of settings, including, for example, the adult detention 

center, Lasting Hope Recovery Center, and outpatient centers and rehabilitation services. This 

diversity of locations in which peer support is provided represents a strength in the system, in 

part because Region 6 peer support workers collectively (in comparison to peer support 

workers in many other behavioral health systems, where they provide peer support in a more 

limited number of settings) are likely to be more knowledgeable about the diversity of 

experiences that their peers with SMI have, and are therefore better equipped to respond to 

their needs. 

 

4. Supported Housing  

Supported housing, often referred to as Permanent Supportive Housing, can (and often will) 

include subsidized housing with support services. However, participation in support services 

typically is not required for people receiving supported housing. Community Alliance and 

Salvation Army provide supported housing services in the Region 6 area. Community Alliance 

makes the distinction above when describing their service capacity. In a recent 12-month 

period, they provided supportive services to 125 people with SMI and state-funded rental 

assistance to 215 people with SMI. They have the capacity to serve as many as 94 people with 

supportive housing and 155 people with state rental assistance at any moment in time. At the 

time of this report, there were as many as 50 people waiting for either or both supportive 

housing services and state rental assistance programs. Salvation Army provides targeted 

supportive housing services. They serve 33 people/families with disabilities and 25 veterans 

(with or without families) with permanent supported housing services. Given the size of the 

Region 6 service area, these capacity figures indicate a relative lack of supportive housing 

capacity compared to best practice levels, a comparison that will be explicated later in this 

report. 

 

                                                      
6 We have actual data indicating 165 slots are available for outpatient peer support at any point in time, but this 

vastly underestimates the capacity. For example, between them, Lutheran Family Services and Catholic Charities 

served over 1,000 people with peer support in the most recent 12-month period for which data were available. 

However, they were unable to report the point-in-time number of slots available for outpatient peer support. 
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5. Supported Employment 

Community Alliance is the only reported provider of evidence-based Supported Employment 

services. In a recent 12-month period, they provided supported employment services to 260 

unique individuals, with a capacity to serve 200 at any moment in time. Waitlist data was not 

available at the time of this report. Regardless, this degree of capacity for Supported 

Employment is short of best practice capacity.  

 

6. SOAR – Helping Clients Obtain Access to Benefits  

An evidence-based SSI/SSDI7 Outreach, Access and Recovery (SOAR) program provided by 

Community Alliance was added to this section of the continuum, as it helps people obtain 

access to income supports and health care. 

 

The table on the following page summarizes data on service capacity in the Recovery Supports 

for Tertiary Prevention domain. 

 

  

                                                      
7Social Security Income and Social Security Disability Income  
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Recovery Supports for Tertiary Prevention Service Capacity in Region 6 

Service Type 

Capacity8 

Providers # beds/ 
slots 

# served 
per year 

Recovery Supports for Tertiary Prevention 

Primary Care in BH Settings for Adults with SMI  375   375  
Community Alliance and 
OneWorld Community 
Health Centers, Inc. 

First Episode Care  -  -  None 

Peer Support (MH/SUD/Co-occurring)    

Peer Support – Law Enforcement  25   87  Lutheran Family Services 

Peer Support – Inpatient 64  2,300  
Lasting Hope Recovery 
Center 

Peer Support – Outpatient  165  1,570 

Catholic Charities, 
Community Alliance, 
Lutheran Family Services, 
Salvation Army, WCA 

Supported Housing     

Owned Housing and Supportive Services  94   125  Community Alliance 

State Rental Subsidies and Supportive 
Services 

 155   215  
Community Alliance 

Permanent Supported Housing for        
Persons/Families with Disability9 

 33   33  
Salvation Army 

Permanent Supported Housing for Veterans 
with MI10   

 25   25  
Salvation Army 

Supported Employment   200   260  Community Alliance 

SOAR - SSI/SSDI Outreach, Access and Recovery 
(an evidence-based practice) 

 90   200  
Community Alliance 

 

  

                                                      
8 Italics: Indicates one or more providers submitted encounter data, and that an unduplicated figure could not be 

obtained for this study. 
9 Number of beds/slots is measured in “homes.” 
10 Number served per year is measured in “families.”  
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D. Outpatient Behavioral Health Treatment Continuum  

Outpatient behavioral health treatment continuum services include behavioral health services 

provided in federally qualified health centers, health clinics, and primary care provider settings; 

specialty outpatient individual and group treatment in behavioral health outpatient settings; 

psychiatric diagnostic services; integrated co-occurring disorder programs; skills training and 

development; and a continuum of case management and post-crisis emergency community 

support.  

 

1. Federally Qualified Health Center/Health Clinic/Primary Care Provider Based 

Behavioral Health Care 

Charles Drew and OneWorld Community Health Centers, Inc. collectively served nearly 3,000 

patients with serious mental illnesses in a recent 12-month period. Although there was no 

reported waitlists for services, there was a brief wait time reported: patients may wait as many 

as eight (8) days before receiving services.   

 

Primary Care Based Behavioral Health Services Provided in Region 6 

Service Type 

Capacity 

Providers # beds/ 
slots 

# served 
per year 

Outpatient Behavioral Health Treatment Continuum 

FQHC/Health Clinic/PC provider 
based BH care 

 793  2,840 
Charles Drew, OneWorld Community 
Health Centers, Inc. 

 

2. Psychiatric Services 

In TriWest’s framework, psychiatric services consist of psychiatric diagnostic evaluations, 

pharmacological management, and medication support (which includes educating people about 

their medications and how to take them optimally). Only one respondent reported specifically 

on medication support, so that has been included in pharmacological management for ease of 

presentation. 

 

Over the course of a recent 12-month period, the Region 6 constellation of mental health 

providers served approximately 6,660 clients with psychiatric diagnostic examinations. 

Additionally, Region 6 providers had the capacity to serve more than 1,749 clients with 

outpatient medication management services at any given moment in time and, over the course 

of a recent 12-month period, served approximately 9,158 clients with pharmacological / 

medication management services.   

 

Some providers have lists of clients waiting for examination services as long as 175 people, and 

some people on those lists wait as long as 180 days for services. Although no waitlists were 



Omaha Adult Behavioral Health System of Care Assessment  32 

 

reported for medication management, some clients reported to have waited as long as 90 days 

to receive medication management services.  

 

There appears to be relatively low capacity for medication training and support services. 

Charles Drew was the only provider to report capacity figures for this service. In a recent 12-

month period, they served 24 clients with medication training. The table below summarizes 

psychiatric services provided in Region 6. 

 

Psychiatric Services Provided in Region 6 

Service Type 

Capacity11 

Providers # beds/ 
slots 

# served 
per year 

Outpatient Behavioral Health Treatment Continuum 

Psychiatric Services 

Psychiatric Diagnostic 
Evaluation 

39 6,660 

Catholic Charities, Charles Drew, Heartland 
Family Service, Lutheran Family Services, UNMC, 
OneWorld Community Health Centers, Inc., 
Psychiatric Associates (a program of Alegent and 
Creighton University) 

Pharmacological/ 
Medication 
Management 

 1,749   9,158 

Catholic Charities, Community Alliance, Douglas 
County CMHC, Heartland Family Service, 
Lutheran Family Services, UNMC, OneWorld 
Community Health Centers, Inc., Charles Drew, 
Psychiatric Associates (Alegent and Creighton 
University) 

 

3. Specialty Outpatient Individual and Group Psychotherapy/Treatment 

Service capacity data on six specialty outpatient services were requested from providers: 

individual counseling/therapy, individual cognitive processing therapy (a particular variant of 

individual therapy that was added to the continuum because of its prevalence in Region 6), 

group treatment/therapy, integrated co-occurring disorders outpatient treatment, intensive 

outpatient programs for substance use disorder/co-occurring disorder treatment, and service 

planning. The latter category includes person-centered service planning, an emerging approach 

that involves shared decision-making with clients and encourages them to take a more active 

role in selecting and committing to participation in services.  

 

                                                      
11 Italics: Indicates one or more providers submitted encounter data, and unduplicated figures could not be 

obtained. 
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A special translation program (translation services for clients whose primary languages are not 

English and who are receiving behavioral health services) provided by a Lutheran Family 

Services behavioral health therapist at the International Center of the Heartland was also added 

to this section of the continuum. 

 

All providers combined served 4,636 clients with individual counseling/therapy over a 12-

month period. OneWorld Community Health reported a long list of 175 people waiting for 

individual counseling/therapy services. Some clients wait as many as 180 days to receive 

services.   

 

Heartland Family Service and OneWorld Community Health Centers each provide cognitive 

processing therapy, an adaptation of cognitive behavioral therapy that is useful in helping 

people who have experienced trauma to understand their experiences better and cope more 

effectively with distress. In a recent 12-month period, these two providers served 1,439 people, 

and reported the capacity to serve 34 clients at a given moment in time.  

 

Compared to individual counseling/therapy, reported system capacity for group 

counseling/therapy was more limited.  In a recent 12-month period, Community Alliance and 

Heartland Family Service collectively served 135 clients with group counseling/therapy. There 

were no wait times or delays in service reported. 

 

Three providers reported delivering integrated co-occurring disorders outpatient treatment – 

Catholic Charities, Community Alliance, and Psychiatric Associates of Creighton University. Two 

of those providers (Catholic Charities and Psychiatric Associates of Alegent/Creighton 

University), along with Lutheran Family Services, also indicated they provided intensive 

outpatient program services to people with substance abuse/chemical dependency problems. 

Just over 1,300 people received either integrated co-occurring treatment or intensive 

outpatient program services in the most recent 12-month period for which those four providers 

reported data. This is a significant resource in Region 6. However, given that approximately 50% 

of people with SMI have a co-occurring substance abuse problem, more capacity is needed. 

(See recommendations below for more discussion.) 

 

No providers reported capacity for individual service planning services. Certainly, providers 

create service plans with clients, but service capacity data were not reported for this study. The 

degree to which Region 6 providers are utilizing person-centered service planning approaches 

was not estimated with great precision in this study, but it seems unlikely that such approaches 

are widespread, given the shortage of data reported in this area. 
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Specialty Outpatient Services Provided in Region 6 

Service Type 

Capacity12 

Providers # beds/ 
slots 

# served 
per year 

Outpatient Behavioral Health Treatment Continuum 

Specialty Outpatient 
Individual & Group 
Psychotherapy/ Treatment 

 1,603  4,142 

Catholic Charities, Douglas County CMHC, 
Heartland Family Service, Lutheran Family 
Services, OneWorld Community Health 
Centers, Inc.  

Cognitive Processing 
Therapy 

 34   1,439  
Heartland Family Service, OneWorld 
Community Health Centers, Inc. 

Individual Counseling /  
Therapy 

355 4,636 

Catholic Charities, Charles Drew, 
Community Alliance, Heartland Family 
Service, OneWorld Community Health 
Centers, Inc., UNMC, Lutheran Family 
Services, WCA 

Group Counseling / 
Therapy  

 25   135  
Community Alliance, Heartland Family 
Service 

Integrated COD - 
Outpatient  
Treatment  

 154   324  
Catholic Charities, Community Alliance, 
Psychiatric Associates (of Alegent and 
Creighton University) 

Intensive Outpatient for 
SA/CD Treatment 

 102   988  
Catholic Charities, Lutheran Family Services, 
Psychiatric Associates (of Alegent and 
Creighton University) 

Service Planning - 
Individual  

-  -  None 

Translation Program   20   713  Lutheran Family Services 

 

4. Skills Training and Development 

At the time of this review, no Region 6 providers specifically reported the provision of skills 

training and development. However, some Region 6 programs, such as day rehabilitation, some 

other Medicaid Rehabilitation Option programs, and partial hospitalization, do provide psycho-

education and skills training interventions. The data request was not structured such that 

providers could easily report the number of people receiving skills training and development. In 

addition, peer support workers often assist their peers with illness management and social 

                                                      
12 Italics: Indicates one or more providers submitted encounter data, and unduplicated counts could not be 

obtained. 
13The number of slots is greater than the number served because the program is new and only seven people had 

been served in the most recent 12-month period for which complete data were available. 
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skills, but the specific details on the interventions provided by peer support workers were 

beyond the scope of this study.   

 

Note that rehabilitation programs and partial hospitalization services are provided through 

Community Alliance, Immanuel Medical Center, Friendship Program, and other Region 6 

providers. In a recent 12-month period, they served 1,605 people, with point-in-time capacity 

of 407. (Data on skills training and development are not included in the tables of this report.) 

 

5. Intensive Integrated Community Treatment 

Intensive integrated community treatment includes Assertive Community Treatment (ACT) and 

Integrated Dual Disorders Treatment, both recognized evidence-based practices. 

 

Community Alliance has an ACT team that serves 110 people per year and that was serving a 

caseload of 99 people at the time of data reporting. Benchmarking of ACT programs is 

addressed later in the report.   

 

6. Continuum of Case Management and Community Support 

While there is evidence that case management/community support capacity is not sufficient 

(see below), a full spectrum of case management/community support services is provided 

within Region 6, with several different providers available to provide such services.  

 

a. Intensive Case Management  

At the time of this review, Douglas County Community Mental Health Center was the only 

provider of intensive case management.  Over the most recent 12-month period for which data 

were available, they served 173 clients. Douglas County CMHC reported a capacity of 38 at a 

given point in time. The Woman’s Center for Advancement (WCA) provides case management 

similar to intensive case management, but at the time of this review, evaluators were unable to 

determine what proportion of WCA’s service population met the criteria for SMI. 

 

b. Emergency Community Support  

Salvation Army provided emergency community support to 812 clients in a recent 12-month 

period.  They also reported a capacity to serve up to 150 clients at a given point in time.  

Services are typically delivered within two-and-a-half days of referral.   

 

c. Intensive Community Support  

Community Alliance and Salvation Army provide intensive community support within the 

Region 6 area, but their collective capacity is somewhat low, as they reported having served 72 

clients in a recent 12-month period, and that they were able to serve 36 clients at a given point 

in time.  Waitlists ranged from two (2) to 15 clients, with wait times as long as 20 days.  
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d. Long-Term Community Support  

Four Region 6 providers collectively have a similar capacity for long-term community support.  

In a recent 12-month period, 777 clients were served; providers reported a point-in-time 

capacity of 560.  All providers reported waitlists, some with as many as 20 clients. Additionally, 

clients waited between seven (7) and 60 days to receive services. These waitlists and wait times 

indicate a need for additional provider capacity within the system. 

 

e. Transitional Care Coordination 

Lasting Hope Recovery Center recently developed a very promising transitional care 

coordination resource. Lasting Hope reported having served 350 clients in the last year (which 

was not a full 12-month period). They have a point-in-time capacity to serve 40 clients. This is a 

significant new resource for Region 6. 

 

Continuum of Case Management and Community Support Services 

Service Type 

Capacity14 

Providers # beds/ 
slots 

# served 
per year 

Outpatient Behavioral Health Continuum 

Intensive Integrated Community Treatment 

Assertive Community 
Treatment (EBP) 

 99   110  Community Alliance 

Integrated Dual Disorders 
Treatment (EBP) 

-  -  None 

Continuum of Case Management and Community Support 

Intensive Case Management  38* 173* Douglas County CMHC*, WCA15  

Emergency Community  
Support  

 150  812 Salvation Army 

Intensive Community Support   36   72  Community Alliance, Salvation Army 

Long-Term Community  
Support  

560 777 
Catholic Charities, Community Alliance, 
Friendship Program, Salvation Army 

Transitional Care Coordinators   40     350  Lasting Hope 

                                                      
14 Italics: Indicates one or more providers submitted encounter data, and follow-up is needed to estimate an 

unduplicated figure. 
15 WCA is not included in these figures because we are unable at this time to determine the number of clients they 

served who had SMI. 
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E. Crisis Response System  

The crisis response system is a pivotal part of any mental health system service array and a 

good system has many coordinated components, including the following: detoxification services 

(voluntary and involuntary), crisis stabilization units, urgent stabilization units, crisis triage 

response for law enforcement, jail/prison services for diversion/recidivism avoidance, mobile 

crisis/crisis response programs, crisis response hotlines, peer-run crisis diversion, crisis-related 

transportation, respite services, law enforcement Crisis Intervention Team (CIT) training, 

domestic violence services, homeless services and outreach, residential services, and 

psychiatric emergency services. On the next few pages we provide a descriptive summary of the 

array of crisis-related services in Region 6. The table on page 43, which follows this lengthy 

descriptive summary, represents a quantitative overview of the capacity in Region 6 to provide 

crisis services. 

 

1. Detoxification Services  

Catholic Charities is the only provider of detoxification services in the Region 6 area. In a recent 

12-month period, they served over 4,100 clients.  They currently maintain a 24-bed facility. 

 

2. Crisis Stabilization 

At this time there is not a crisis stabilization unit in the Region 6 area. This represents a 

significant service gap and is discussed further in the next section.  

 

3. Urgent Stabilization 

Lutheran Family Services provides urgent stabilization services in the Region 6 area. In a recent 

12-month period, they served 200 clients with serious mental illness. They have the capacity to 

serve up to 60 people at any given point in time. Clients are typically served with urgent 

stabilization services within two (2) days. 

 

4. Jail/Prison Services for Diversion and to Avoid Recidivism 

Through Catholic Charities and Douglas County Community Mental Health Center, 517 people 

received jail diversion services within the most recent 12-month period for which data were 

available. Collectively, they have the capacity to serve about 65 people in these diversion 

programs at any given point in time.  

 

Approximately 13% of people arrested have moderate or high mental health needs and low 

criminogenic risk, and individuals in this population are likely to be seen as good “candidates” 

for jail diversion. Douglas County Community Mental Health Center reported an average jail 

population of 1,097 inmates in 2013, but more data would be needed to identify the total 

number of bookings at the jail in a 12-month period. It is likely that that 517 people served by 

Catholic Charities and Douglas County Community Mental Health Center is not as distant from 
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the number in need of jail diversion as would be the case in most other communities around 

the nation.    

 

5. Mobile Crisis/Crisis Response Program – 24 Hours & Regular Hours  

Heartland Family Service, Lutheran Family Services, and Salvation Army combined to provide 

over 17,000 episodes of mobile crisis/24-hour crisis response care in the most recent 12-month 

period for which data were available. Immanuel Medical Center responded to over 30,000 crisis 

calls during regular hours. The Women’s Center for Advancement also provided crisis responses 

calls; however, their proportion of clients with serious mental illness could not be determined 

for this analysis.  

 

During a recent 12-month period, Lutheran Family Services’ crisis triage response team, in 

collaboration with law enforcement, served 420 people. Their Crisis Response Program (a 

mobile crisis service) provides a specific alternative to law enforcement personnel, whereby, 

instead of automatically taking a person in crisis to the emergency room, they can contact the 

Crisis Response Program, which is responsible to be on the scene within 30 minutes of the 

officer’s phone call.   

 

6. Peer-Run Crisis Diversion 

Over 15,000 episodes of peer-run crisis diversion care were provided by Community Alliance in 

a recent 12-month period, most of which were provided by their Safe Harbor warm-line 

services calls (15,293).16  The peer-run program, however, also includes a “guest services” 

program, which allows people to stay in a comfortable home-like setting that does not include 

beds, but does have recliners and access to peer support.   

 

7. Crisis-Related Transportation 

Transportation to shelter or services in response to domestic violence episodes is provided by 

the Women’s Center for Advancement. However, their proportion of clients with serious 

mental illness could not be determined for this analysis. 

 

8. Respite Services 

The Salvation Army has 16 beds available for mental health respite services. During a recent 12-

month period, 261 people received respite services. Services are primarily for homeless persons 

who are discharged to the program from inpatient and other crisis-related settings.  At the time 

of this review, 46 people were on the waiting list, with an average wait time of more than two 

                                                      
16 WCA provides other crisis and transportation services, but there is uncertainty as to the proportion of clients 

served who live with SMI. 
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weeks. On the other end, Salvation Army staff indicated that people are most often discharged 

to a shelter because there is not enough quick access to permanent housing from this program.  

 

9. Law Enforcement CIT Training  

More than five hundred (500) law enforcement officers have received Crisis Intervention Team 

(CIT) training within the Region 6 service area. A multi-agency collaboration, working as the 

Heartland CIT Council, involves Region 6 provider agencies, consumers, and advocacy groups. 

Weeklong CIT training is provided at least twice a year, with class sizes typically around 30 

persons per class.  

 

10. Domestic Violence Shelter/Services 

Within the Region 6 service area domestic violence services are provided by Catholic Charities, 

Heartland Family Service, and the Women’s Center for Advancement. Collectively, they served 

299 individuals over the course of a 12-month period; they reported the capacity to serve as 

many as 29 people at a given point in time. The Women’s Center for Advancement served 

nearly 2,000 women with domestic violence shelter and other services in a recent 12-month 

period, however their proportion of clients with SMI could not be determined for this analysis. 

 

11. Homeless Services and Outreach 

Community Alliance and Heartland Family Service provide homeless services within Region 6. 

Within a recent 12-month period, they served 629 individuals and had the capacity to serve as 

many as 218 people at a single point-in-time. 

 

12. Residential Services 

Residential services consist of residential treatment (locked), residential treatment and/or 

rehabilitation (unlocked), and transitional housing. Telecare’s secured (locked) residential 

treatment facility has 32 beds and served 58 people in a recent 12-month period.  

 

Catholic Charities, Community Alliance, and Heartland Family Service provided voluntary 

(unlocked) residential treatment/rehabilitation services to 740 people in a recent 12-month 

period. Collectively, these providers have 159 beds available for residential (unlocked) 

treatment/rehabilitation at a given moment in time. All providers reported waitlist data, with 

the longest reported waitlist including 10 individuals. Average wait times ranged from 14 to 61 

days. Some of these beds are for people with substance use disorders, but providers did not 

specifically break out the data by mental health/substance use disorder; all mental health and 

substance use disorder beds are combined. 

 

At a given point in time, the Salvation Army has capacity to serve 127 people across a spectrum 

of transitional housing services, and in a 12-month period they served 247 people. (See the 



Omaha Adult Behavioral Health System of Care Assessment  40 

 

“Transitional Housing” rows of the table on page 44 below.) The specific transitional housing 

placement is determined by a client’s current degree of stability. Although there is a full 

spectrum of residential services provided within the system, waitlist times for residential 

services are as high as 135 days. 

 

13. Psychiatric Emergency Services  

Psychiatric emergency services can be provided within a general emergency department or in a 

separate psychiatric emergency room setting.  Ideally, psychiatric emergency services are 

provided as part of a larger psychiatric emergency service that includes co-location or very close 

coordination with crisis stabilization, extended observation, and other related services. 

 

Immanuel Medical Center, Mercy Medical Center, and Lasting Hope Recovery Center 

collectively have a 27-bed capacity to provide emergency room services to psychiatric patients. 

In a recent 12-month period, they provided 5,645 episodes of care. These services are provided 

in the context of a general emergency department, however, and not in a psychiatric 

emergency room. 

 

At the time of this review, there were no extended observation units (which allow for observing 

patients, without admitting them to an inpatient unit, until they are stabilized enough to be 

released to their homes or to outpatient care) reported within the system.  

 

14. Inpatient Psychiatric Hospital Services 

Immanuel Medical Center, Douglas County Community Mental Health Center, Lasting Hope 

Recovery Center, Mercy Hospital, and the University of Nebraska Medical Center provided 

5,525 episodes of acute community psychiatric inpatient services in a recent 12-month period.  

At any moment in time, these providers have 127 beds available. Additionally, Region 6 has 

allocated 30 beds within the state psychiatric hospital in Lincoln.17  

 

Lasting Hope Recovery Center provides community inpatient psychiatric hospital sub-acute 

services. They have 14-beds available and served 362 patients in a recent 12-month period.   

 

All inpatient facilities provide pharmacological and medication management services, but 

Immanuel Medical Center specifically reported data on the delivery of those services:  

Immanuel reported a capacity of 29 pharmacological/medication management slots and that 

they served 1,642 patients during a recent 12-month period. 

 

 

                                                      
17We were not able to obtain data on the number of people served at the state psychiatric hospital in a recent 12-

month period.   
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Crisis Response System Services in Region 6 

Service Type 

Capacity18 

Providers # beds/ 
slots 

# served 
per year 

Detox services – voluntary and involuntary   24   4,148  Catholic Charities 

Crisis Stabilization Unit  -  - None 

Urgent Stabilization   60   200  Lutheran Family Services 

Jail/Prison Services for Diversion/Avoid 
Recidivism 

 65   517  
Catholic Charities, 
Douglas County CMHC  

Mobile Crisis/Crisis Response Program – 24 
Hours  

 60    17,123 
Heartland Family Service, 
Lutheran Family Services, 
Salvation Army 

Crisis Response Program/Hotline – regular hours N/A 30,400 
Immanuel Medical 
Center, WCA 

Crisis triage response for law enforcement (this 
is included in Mobile Crisis also) 

N/A     420  Lutheran Family Services 

Peer-Run Crisis Diversion    

Guests per day N/A  163*  
Community Alliance*, 
WCA 

Warm line calls N/A 15,293* 
Community Alliance*, 
WCA 

Crisis and Other Transportation19 N/A - WCA 

Respite Services  16  261 Salvation Army 

Law Enforcement CIT Training  2 classes   60  
Heartland CIT (multiple 
agencies) 

Domestic Violence Shelter/Services20 29 299 
Catholic Charities, 
Heartland Family Service, 
WCA 

Homeless Services and Outreach  218   629  
Community Alliance, 
Heartland Family Service 

Residential Treatment – locked, voluntary meds  32   58  Telecare 

                                                      
18 Italics: Indicates one or more providers submitted encounter data, and follow-up is needed to estimate an 

unduplicated figure. 
19 WCA provides other crisis and transportation services, but there is uncertainty as to the proportion of clients 

served who live with SMI. 
20 WCA served 1,857 women with domestic violence shelter/services in a recent 12-month period. However, at this 

time there is uncertainty as to the proportion of clients served living with SMI. 
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Service Type 

Capacity18 

Providers # beds/ 
slots 

# served 
per year 

Residential Treatment and/or Rehab –  
unlocked, voluntary meds 

 159   740  
Catholic Charities, 
Community Alliance, 
Heartland Family Service 

Transitional Housing – THRU stable  34   93  Salvation Army 

Transitional Housing – 37th Street – stable  45   127  Salvation Army 

Transitional Housing – Harrington Homes 18 
months  

 38   31  Salvation Army 

Transitional Housing – Homeless Vets with BH  10   16  Salvation Army 

Psychiatric Emergency Services         

Extended Observation Unit (EOU) Local  
Emergency Rooms (General) 

-  -  None 

Emergency Room Services provided to  
Psychiatric Patients 

 27     5,645  
Immanuel Medical 
Center, Mercy Medical 
Center, Lasting Hope 

Psychiatric Emergency Room Services  -  -  None 

Inpatient Psychiatric Hospital Services    

State Regional Center Hospital Services  30   -    
State allocation to 
Region 6  

Community Inpatient Psychiatric Hospital  
Services – Acute 

 127   5,525  

Immanuel Medical 
Center, Douglas County 
CMHC, Lasting Hope, 
Mercy Hospital, UNMC 

Community Inpatient Psychiatric Hospital  
Services – Sub-Acute 

 14   362  Lasting Hope 

Pharmacological/Medication Management -  
Inpatient 

 29   1,642  
Immanuel Medical 
Center 
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F. Adequate Medical Care in Restrictive Settings 

While there is medical care provided in restrictive settings, such as adult detention centers and 

prisons, the assessment did not obtain data from those settings on the capacity to provide 

behavioral health and integrated physical health/behavioral health in those settings. (But see 

information and data provided above on jail diversion, co-located treatment, and peer support 

services provided by core providers.) 
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V. Priority Gaps and Recommendations for Filling Them 

 

Overview 

On September 23, 2014, TriWest met with Behavioral Health Support Foundation, 

regional/state, and provider leaders to review a preliminary set of nine (9) priority gaps and 

recommendations for how to address them. The list of priority gaps was again reviewed on 

November 11 with the same group of leaders. Participants at both meetings endorsed the list of 

priority gaps and asked TriWest to draft a complete report of the assessment findings, including 

a full description of the priority gaps. 

 

In the following pages, we identify each of the nine priority gaps and include data from the 

system assessment or from existing Region 6 performance indicator reports, as available. In 

addition, we identify best practices in the field that could address each gap, along with 

recommendations for the Omaha/Region 6 adult mental health system in developing or 

expanding on best practices that are already in place.   

 

Please note that listing a gap does not indicate that the region currently is bereft of any 

programs, services and supports, but rather that that there is a gap in the system relative to the 

need for programs, services and supports.  

 

While significant gaps in the crisis response system were identified, and while many of the 

concerns of key informants were identified within the crisis domain, most priority gaps included 

here pertain to the domains of Recovery Supports for Tertiary Prevention and the Outpatient 

Behavioral Health Treatment Continuum. 21  This is partly because, as is often the case in other 

systems around the country, the roots of problems observed in the crisis response system (too 

much use of intensive care unit level of inpatient beds, for example) are found in insufficient or 

inappropriately allocated outpatient and recovery support resources. Insufficiency in those 

areas then puts too much pressure on the crisis response system for it to operate adequately. 

 

Finally, while the focus of this study primarily was on people with serious mental illness (SMI), 

the gaps and their recommendations apply to all people who contact the publicly funded 

service system. This often includes, for example, people with significant traumatic experiences, 

which often result in a post-traumatic stress disorders, people with severe personality 

disorders, and people with various types and severities of mental health challenges that co-

occur with intellectual and developmental disabilities or severe substance use disorders.  

 

                                                      
21 Please see Appendix B for a diagram that organizes priority gaps by ideal service array domain. 
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Gap 1: Fragmentation and a lack of comprehensive system collaboration 

 

Findings:   

 Region 6 has clinical-level collaborative processes and important pockets of system 

collaboration, as well (e.g., Behavioral Health Education Center of Nebraska, Crisis 

Intervention Team training).  

 But like all publicly funded mental health systems, fragmentation and a “silo-ing” of 

services remain.  

 

Best Practice  

Best practice is the use of a formal, functional, data-driven, quality improvement based system 

level partnership. San Diego is a good example: it is in its 12th year of implementing a mental 

health system collaborative and is now at what could be called a routine monitoring phase. A 

part-time organization serves as the backbone organization for the collaborative. However, 

other models can work; some systems have a private sector behavioral health foundation, like 

the one supporting this system assessment, as the backbone organization, for example. 

 

Recommendation for Addressing Gap 1 – Fragmentation and lack of comprehensive 

system collaboration:  

 Addressing this gap is non-negotiable, as it will be very difficult to achieve sustainable 

change in filling other gaps if a strong plan is not in place to address Gap 1. 

 Develop a functioning, ongoing, and data-driven collaborative structure focused on 

continuous quality improvement and that represents all key partners in the region’s 

mental health and substance abuse services system.  

 The structure should include a Governance Committee that provides overall direction 

for the system change process and appoints a work group for each gap that meets more 

regularly to coordinate and carry out change efforts and focuses on specific change 

projects. Governance Committee membership could rotate so that a wide variety of 

provider organizations, advocacy groups, and other lead agencies could be represented 

over time.   

 In the first year or two, the work groups or special sub-units (e.g., mental health-

criminal justice systems work group or integrated co-occurring disorders care work 

group) should be aligned with the nine gaps identified in this report and endorsed by 

the BHSF, providers, and other stakeholders who participated in this system assessment 

process.  

 However, choose a limited number of projects (about three) to work on over the course 

of the first several months of the group’s existence to establish a foundation of success. 
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 Examples of available models include Collective Impact and the Comprehensive 

Continuous Integrated System of Care.   

 The identification of a “backbone” organization, with adequate staffing to ensure that 

planning and implementation of change efforts maintain momentum, is critical to 

ensure the realization of desired change.  

 Develop a vision and mission statement, perhaps patterned after the example that 

TriWest sent to the group in October 2014. 

 Adopt system metrics for organizing system change. 
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Gap 2: Insufficient access to care 

 

Findings:   

 Non-profits are “maxed out” and inundated by referrals. 

 The system was weakened recently by funding cuts to the Division of Behavioral Health 

/ Regions (anticipating the Affordable Care Act).  

 On some indicators (post-discharge follow-up rates, for example), Region 6 fares well. 

 While the length of waitlists and wait times in Region 6 are not the longest found across 

the country, people too often have to wait too long to see a prescriber (for medication 

management) or other mental health professionals – up to 180 days for some providers. 

 This was one of the three highest priority gaps identified by participants at the 

November 11, 2014 final presentation of findings and recommendations by TriWest 

Group. 

 

Outpatient Wait Times for Region 6 Adults  

Outpatient BH Treatment Continuum - Significant Waits Wait List Wait Time 

FQHC-based BH care – 1 provider with wait time - 8 days 

Supported Housing   

Supported Services 
Rental Assistance 

5 
45 

60 days 
35 days 

Psychiatric Diagnosis, Medication Management & Support High = 175 High = 180 days 

Specialty Outpatient Individual & Group   

Individual Counseling/Treatment 
Cognitive Processing 

High = 175 
230 

0-180 days 
60 days 

Assertive Community Treatment 10 90 days 

Case Management & Post Crisis Community Support   

Intensive Community Support 
Long-Term Community Support 

High = 15 
High = 20 

14-20 days 
7-60 days 

Residential Treatment – Rehab High = 10 14-61 Days 

Transitional Housing – HUD/Salvation Army High = 10 0-135 days 

Transitional Housing – MH Respite Beds High = 46 15 days 

 

Best Practice  

Best practice includes the use of models that prioritize access to both initial appointments and 

prescribers (like the Open Access model developed at the Veterans Administration in Omaha, 

and the programs used by Heartland Family Service and other providers that improve access to 

needed services for priority populations), and coordination among providers to develop a 

referral hub to make sure open slots are utilized as quickly as possible. 



Omaha Adult Behavioral Health System of Care Assessment  48 

 

 

Recommendations for Addressing Gap 2 – Insufficient access to care: 

 Review existing models in the Omaha area (e.g., Open Access model) as context for any 

planned access enhancements.  

 Outpatient/community providers (with input and feedback from crisis and inpatient 

service providers) each conduct a flow analysis to determine glitches and resources that 

can be addressed and brought to bear (e.g., two weeks of medications when leaving 

Lasting Hope and other acute/sub-acute settings). 

 Focus much of the process improvements in this area on people in need of urgent, 

same-day care. As was discussed at the September 24, 2014 meeting with TriWest, 

providers working together may best solve some of the access problem. For example, 

one key stakeholder suggested that the current, informal process of helping people gain 

same-day access that occurs between Community Alliance and Creighton/Alegent works 

well, but could become more formalized and dependable. 

 Establish learning collaboratives to help providers develop and implement access 

improvement solutions, guided by principles identified in the review process above, 

suited to their contexts, and share results within a collaborative structure. 

 Build on or establish metrics for tracking success – set and track progress toward a 

system-wide goal of having zero wait time; data should be tracked on first appointment 

offered, first appointment used, and time to see a prescriber.  As several participants 

indicated at the September 24 meeting, collectively identifying and tracking metrics 

works better than establishing punishment-oriented incentives for providers. 
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Gap 3: Insufficient availability of integrated care for co-occurring disorder 

services and services to people with complex needs  

 

Findings: 

 Like nearly all systems across the country, Region 6 has struggled to develop wide 

availability of services that are responsive to the complex sets of problems with which 

many clients present to providers. Key informants focused on two particular 

manifestations of this problem:  lack of widespread capability to respond effectively to 

co-occurring mental illness and substance use disorders (SUDs); and the same deficiency 

in responding to co-occurring behavioral health and physical health conditions. 

Quantitative findings supported the observations of key informants. 

 While integrated services for people with co-occurring (COD) SMI/SUD and SMI/physical 

health (PH) are available to some people in the region, and while several providers have 

strong COD (SMI/SUD) service capacity, not enough people with co-occurring SMI/SUD 

are reported to be receiving integrated services (2.7%). Region 6 is below the statewide 

average in providing mental health and substance use disorder services separately to 

those who have both needs.   

 For primary care, there is only one community mental health provider with a behavioral 

health home for people with SMI. 

 More people with SMI and chronic health conditions, who are highest utilizers of 

physical health services, need access to a behavioral health home. 

 This was one of the three highest priority gaps identified by participants at the 

November 11, 2014 final presentation of findings and recommendations by TriWest 

Group. 

 
Co-Occurring Behavioral Health and Substance Abuse Services for People with SMI 
 

Specialty Co-Occurring Disorder (COD) 
Outpatient Treatment 

# Slots # Served Per Year 

Integrated COD – Outpatient Treatment 154 324 

Intensive Outpatient SUD/COD Treatment 102 988 

 

Specialty Co-Occurring Disorder 
(COD) Outpatient Treatment 

SMI/SA Prevalence # Served/ Year Percent 

Nebraska – Total 30,000 3,460 12% 

Region 6 – Total (Provided Separately) 12,172 1,312 10.8% 

Region 6 – Integrated 12,172 324 2.7% 
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Co-Occurring Behavioral Health (BH) and Physical Health (PH) Services for People with SMI 
 

Specialty Co-Occurring BH/PH # Slots # Served Per Year 

PH Care in BH Settings for Adults with SMI 375 375 

Behavioral Health Care in PH Care Settings for Adults with SMI 793 2,840 

 

Best Practice – Mental Illness/Substance Use Disorders  

Best practice for people with serious mental illnesses (SMI) and substance use disorders 

establishes co-occurring disorder (COD) capability across providers and levels of care – routine 

chemical dependency assessment / screening, training of staff in COD services for people with 

SMI, and ensuring clinical coordination with chemical dependency treatment providers. 

Providers should be trained in core aspects of co-occurring capability, such as the stages of 

change model and Motivational Interviewing interventions. Integrated Dual Disorders 

Treatment is an expensive evidence-based practice to implement, but very effective in 

addressing the needs of people with SMI and substance use disorders, and is often used to 

meet the needs of people with co-occurring disorders who find it most difficult to recover from 

mental illness and substance use disorders, or to live and work productively in the community 

as they cope with their co-occurring challenges. 

 

Best practice – Mental Illness /Physical Health  

For people with SMI and physical health problems, Person-Centered Healthcare Homes (or 

behavioral health homes) start by identifying the highest utilizers in order to establish cost-

effectiveness, as seen in Missouri.  

 

Recommendations for Addressing Gap 3 – Insufficient availability of integrated care 

for co-occurring conditions: 

 Develop a system-wide plan for training remaining staff in complexity competence: co-

occurring disorder screening and services, and skillful coordination with substance use 

disorder treatment providers. Include providers at all levels of care – outpatient, 

rehabilitation, residential, and inpatient. Include all types of providers, including peers. 

 For behavioral health homes, draw on work in Missouri showing cost-effective models 

(this will help gain momentum with policy makers), but also use the seminal experience 

of Community Alliance through their Substance Abuse and Mental Health Services 

Administration grant to identify best practice model(s) for Omaha. 

 Psychiatric residents at Creighton University are learning integrated care approaches 

through placements at the Veterans Administration, for example, and arrangements 

with federally qualified health centers for training in integrated care are also being 

discussed. In addition, dual certification for family nurse practitioners and psychiatric 
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nurse practitioners is being pursued in the region. These efforts to train the future 

mental health workforce in integrated care should continue to be expanded. 

 Pursuing financing approaches that can support these efforts is important. The National 

Council for Behavioral Health has conducted an analysis of billing codes available in each 

state that can support integrated care. This could be reviewed as part of an analysis of 

current opportunities and gaps in the area of integrated mental health and physical 

health care.  

 TriWest can provide readiness / fidelity tools and analytics. 

 Identify and prioritize high utilizers of physical health care who have SMI.  

 Seek legislative support for demonstration/innovation projects. 
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Gap 4: Insufficient availability of intensive community-based services 

 

Findings:   

 Region 6 has a solid continuum and mix of these services (e.g., Assertive Community 

Treatment, Intensive Case Management program, Community Support levels of care). 

 But it has too little ongoing intensive treatment capacity (only one Assertive Community 

Treatment team; Denver has eight); available intensive services are not enough to help 

transition from homelessness, criminal justice and inpatient settings and support 

recovery. 

 
Intensive Community-Based Services in Omaha/Region 6 

Assertive Community Treatment (ACT) 

Region SMI. Pop. Need ACT ACT Teams Receive ACT ACT Penetration 

Cuddeback et al22  - (4.3%) - - - 

United States 12.97 M 557,543 - 65,383 12% 

Nebraska 74,298 3,194 ~3 277 9% 

Region 6 30,145 1,296 1 110 8% 

Colorado 213,816 9,194 ~30 3,182 35% 

Denver  25,435 1,093 8 800 75% 

 

Intensive Case Management & Community Support # of Slots # People Per Year 

Intensive Case Management23 38 173 

Emergency Community Support 150 812 

Intensive Community Support 36 72 

Long-Term Community Support 540 777 

Transitional Care Coordinators 40 350 

 

                                                      
22Cuddeback, G. S., Morrissey, J. P., & Meyer, P. S. (2006). How many assertive community treatment teams do we 

need? Psychiatric Services, 57, 1803-1806. This study examined the prevalence of people with serious mental 

illness who need an ACT level of care and concluded that 4.3% of adults with serious mental illness (SMI) receiving 

mental health services needed ACT level of care. The authors stipulated people with SMI needed ACT level of care 

if they met three criteria: received treatment for at least one year for a qualifying mental health disorder; had 

been enrolled in SSI or SSDI and in treatment for at least two years, and had three or more psychiatric 

hospitalizations within a single year.  
23WCA also provides case management services to women experiencing homelessness, many of whom have been 

victimized by domestic violence, have experienced trauma, and/or have mental illnesses. We are not yet certain 

what percentage of women served by WCA has SMI.  
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Best Practice  

Best practices would include increasing the number of intensive supports (e.g., Assertive 

Community Treatment and Integrated Dual Disorders Treatment teams) to help ensure 

adequate services (in terms of intensity and duration) to meet the community integration 

needs of some of the hardest to serve people, while ensuring at least the same level of 

Intensive Case Management and of Community Support Program services as currently 

available. 

 

Recommendations for Addressing Gap 4 – Insufficient availability of intensive 

community-based services: 

 Add one more Assertive Community Treatment (ACT) or Integrated Dual Disorders 

Treatment Team (IDDT) team and assess whether the gap for people experiencing 

homelessness, inpatient episodes, and criminal justice involvement is filled. If not, 

consider adding another team. 

 Teams must function in ways that are cost-effective and allow for good flow of new 

clients onto the team; e.g., for ACT: 

 The Tool for the Measurement of Assertive Community Treatment (TMACT)24 

“Active Recruitment” fidelity item – Ensure ACT teams recruit the most-difficult-to-

serve people; 

 TMACT “Transition to Less Intensive Services” – Ensure ACT teams also have a “back 

door.” 

 Critical Time Intervention25 evidence-based practice might further inform transitional 

coordinator work out of Lasting Hope. 

 Community Support Program levels of care need to be at least maintained. 

  

                                                      
24The Tool for the Measurement of Assertive Community Treatment (TMACT) is the most comprehensive 

instrument for assessing the degree to which ACT teams are implemented as they are supposed to be 

implemented. It contains various “fidelity” indicators and we are highlighting a couple pertinent ones in this 

report. 
25 Critical Time Intervention is an evidence-based practice which provides a comprehensive program over the 

course of several months to ensure a successful transition from homelessness or inpatient treatment to the 

community. Even though its resource allocation is intensive compared to other transitional care programs, it 

prevents unnecessary readmissions and has potential to reduce service costs in the long-term.  
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Gap 5: Insufficient availability of Supported Employment 

 

Findings:   

 There are insufficient resources for Supported Employment (SE). Region 6 is slightly 

below the Nebraska state level benchmark and significantly below best practice levels. 

 Note that, nationally, people with SMI have an approximately 90% unemployment rate, 

but research shows about 50% of people with SMI want vocational help. 

 
Supported Employment (SE) in Region 6 vs. Benchmarks  

Region SMI Pop. Need SE 
SE Programs 
/ Providers 

Receive SE 
% of SMI 

Receive SH 

United States 12.97 M 5.8M - 48,880 0.8% 

Nebraska 74,298 33,434 - 716 2.1% 

 Region 6 30,145 13,656 1 260 1.9% 

Colorado 213,816 96,217 -- 1,380 1.4% 

 Denver  25,435 11,446 1 680 5.9% 

 

Best Practice  

Denver is a best practice model for Supported Employment (SE), providing SE to nearly 6% of 

consumers with SMI, and helping approximately 50% of those served obtain employment. 

Employment Specialists work closely with clinical teams throughout the city’s clinics as well as 

on ACT and other intensive teams. 

 

Recommendations for Addressing Gap 5 – Insufficient availability of Supported 

Employment: 

 Omaha has always had lower unemployment compared to most other communities 

nationally, and this is a strength that could help address the excessively high 

unemployment rates among Region 6 residents with SMI.  

 Working with Nebraska’s vocational rehabilitation office to increase the availability of 

Supported Employment units could be another issue to add to your advocacy efforts.  

 Ensure implementation of the Individual Placement and Support Model of Supported 

Employment (the most effective model). For example, co-locate Employment Specialists 

with clinical teams to help ensure widespread support for vocational goals, and 

coordinate services with vocational rehabilitation (for better outcomes).  

 Develop a Business Advisory Group to help develop employment opportunities. 

 Ensure inclusion of Employment Specialists on any new Assertive Community Treatment 

teams (which is part of fidelity to the ACT model).  
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Gap 6:  Lack of a comprehensive psychiatric emergency system (PES) 

 

Findings:   

 Lasting Hope embodies much of this: it has a 24 hour, seven day per week Assessment 

Center; it is a primary site for law enforcement; it has acute and sub-acute units; as of 

the time of our interviews with Alegent administrators, it had nurse practitioners 

available 12 hours per day (to help with medical capacity); it has a co-located peer 

diversion program; and it has developed new Transitional Care Coordinators. 

 But like most communities, Region 6 needs a comprehensive, 24/7 Psychiatric 

Emergency Support (PES) system that has either one or a few well-coordinated “go-to, 

one-stop” locations that everyone can invariably count on. 

 Enhanced medical capacity is crucial to Lasting Hope taking on the role of a 

comprehensive PES (and Lasting Hope has expressed an openness to working 

collaboratively on solutions). 

 Another pressing problem is the practice of “default to the safest choice.” For example, 

there are inappropriate referrals from emergency rooms (ERs) to the highest-level acute 

care, and often people are sent to ERs when they could be triaged at Lasting Hope or a 

centralized psychiatric emergency system. (In a recent 12-month period, 5,645 patients 

were seen for emergency mental health services at Immanuel Medical Center, Mercy 

Medical Center and Lasting Hope.) 

 This was one of the three highest priority gaps identified by participants at the 

November 11, 2014 final presentation of findings and recommendations by TriWest 

Group. 

 

Selected Crisis Services in Region 6 

Related Services 
# of 

Beds/Slots 
# People Served Per Year 

Crisis Stabilization Unit - - 

Psychiatric Emergency Room (psychiatric 
patients served at several ERs, however) 

- - 

Crisis Triage Response for Law Enforcement  42026 

Jail/Prison Services for Diversion/Avoid 
Recidivism 

65 517 

Emergency Rooms Services Provided to 
Psychiatric Patients 

27 5,645 

 

                                                      
26 Duplicated figure. 
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Best Practice  

Best practice is a single site (or well-coordinated sites) with: 

 Psychiatric emergency response, crisis triage, crisis stabilization; 

 Coordinated medical clearance for which facilities take responsibility; 

 Integrated detox capacity on site;  

 Coordination of access to inpatient psychiatric and detox resources across the 

community (including extended observation units); 

 Anchor for mobile crisis response; 

 Primary site for forensic drop-off and jail diversion; 

 Robust linkages to outpatient competency restoration (OCR) diversion, intensive 

outpatient mental health hospital diversion programs (including Assertive Community 

Treatment and Integrated Dual Disorders Treatment), and intensive outpatient 

substance use disorder resources; 

 Broader linkages to the full system of mental health and substance use disorder services 

in the community for less acute needs.  

 

Recommendations for Addressing Gap 6 – Lack of a comprehensive psychiatric 

emergency system: 

 The comprehensive psychiatric emergency system could either be one site (e.g., Lasting 

Hope) or one coordinated set of sites. 

 Establish agreements with all acute and sub-acute facilities: Who will see which 

patients? What roles will each play in assessment (including substance use disorders, 

medical), triage, crisis stabilization, acute and sub-acute care, etc.? 

 Identify the strategic investments needed to fill remaining gaps. 

 Preserve and further develop existing innovations, including transitional care 

coordinators and co-located peer-run diversion program. 

 Build on or establish metrics for tracking success, including admissions, rejected 

referrals, readmission rates, etc. (Region 6 is already tracking some of this). 

 This is a potentially very large project and there would need to be a strong commitment 

on the part of all partners, including Magellan, Region 6, and inpatient and emergency 

service providers, for example, to make this project successful. 
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Gap 7: Insufficient resources and supports to help people find an appropriate 

place to live 

 

Findings:   

 Primary Concern: There is a need for more Permanent Supportive Housing (PSH). Levels 

of rental assistance and support services in Region 6 are comparable to state and 

national averages, but those averages are inadequate, and the region lags behind best 

practice levels. 

 Secondary Concern: Several residential rehabilitation homes exist, but there is a lack of 

long-term, semi-permanent residential alternatives for the small subset of people with 

complex mental illness/substance use disorder/physical health issues (including older 

adults with SMI or dementia), who need a level of care in between what Telecare 

(secure residential) and community providers (residential rehabilitation) offer.   

 

Residential Treatment in Region 6 

Residential Treatment # of Beds 
# People Served 

Per Year 

Residential Rehab – locked, voluntary medications    
(Telecare) 

32 58 

Residential Treatment and/or Rehab – unlocked, 
voluntary medications 

159 740 

Transitional Housing 127 247 

 
Supported Housing (SH) in Region 6 vs. Benchmarks 

Region SMI Pop. SH Programs Receive SH 
% of SMI  

Receive SH 

United States 12.97 M - 73,212 0.4% 

Nebraska 74,298 - 825 1.1% 

Region 6 30,145 2 273 0.9% 

Colorado 213,816 - 1,436* 0.7% 

Denver  25,435 ~2 1,650* 6.5% 

 

Best practice  

Permanent Supportive Housing (PSH) should be the “go to” model, both in practice and as a 

framework. In addition to robust PSH for those in need, the residential continuum should 

include:  
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 Crisis residential (< 90 days LOS): These are not places where people live; they are places 

to transition back to home. 

 Long-term residential:  These are homes. A subset of people with very high needs will 

require a variety of semi-permanent group homes, some of which are intensively staffed 

residential settings that allow people with complex needs and difficult challenges to live 

as independently as possible in the community. They include psychiatric rehabilitation 

training for community living to maximize potential, as well as the specialized assisted 

living model (see more on this in the Recommendations section below).  

 

Recommendations for Addressing Gap 7 – Insufficient resources and supports to help 

people find an appropriate place to live: 

 Increasing the availability of Permanent Supportive Housing (PSH)27 could be another 

issue to add to legislative advocacy and system development efforts. 

 Ensure that PSH is, in fact, permanent for people; avoid artificial, time-limited 

constraints on the support and assistance people need.  

 Some mental health providers also have established close relationships with the local 

housing authority such that people with SMI receive priority on the list of those awaiting 

a voucher or rental assistance. (To what extent is this happening in Region 6 was not 

fully assessed in this project.) 

 Identify potential funding for development of additional small, intensively staffed, semi-

permanent residential alternatives for people with complex needs who cannot live in 

the community.   

 The state of Delaware has developed different “tiers” for these types of residential 

alternatives, with staffing specified for two different sizes of homes in which four to 

five people or eight to 10 people with SMI and co-occurring complex medical 

conditions reside, or in which people with SMI and histories of dangerousness to self 

and/or others reside.  

 Onsite staff assist in the performance of activities of daily living when residents need 

assistance, and provisions also are made for assisting with previously prescribed 

medication regimens. Otherwise, residents’ needs for treatment and psychosocial 

rehabilitation are to be met outside of the group home setting in order to maximize 

independence and recovery.   

                                                      
27Permanent Supportive Housing (PSH) is a comprehensive approach to ensuring that people with behavioral 

health conditions obtain and maintain the most independent level of secure housing they can. The approach 

emphasizes a “housing first” model, rather than requiring that a person achieves abstinence from substance use or 

stabilization from mental illness before being offered a housing unit. It also involves helping people obtain the 

supports and skills needed for living successfully in an apartment or home. 
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 The Delaware model and similar models from communities such as Denver could be 

explored in more detail by a Gap 7 work group.  

 The current Nebraska Medicaid Plan may not provide for habilitation services28 

outside of the long-term care system. This may be an issue for which a Gap 7 work 

group and the larger system enhancement group (including the Governance 

Committee) might develop a policy enhancement agenda. 

 However, do not pour resources into estimating the need for long-term residential 

facilities until PSH and crisis residential services are optimally available. Currently, the 

state has hired Technical Assistance Collaborative to conduct an assessment of 

community integration issues in Region 6, which can help determine the degree to 

which the Region is in compliance with the Olmstead Act. 

 But do analyze further the needs of people who are making transitions from inpatient 

settings to Telecare and from Telecare to intensive community-based services to ensure 

that these transitions are successful and that people do not have to be unnecessarily 

“pulled back” to the higher level of care.  

 Choose metrics to track success. 

  

                                                      
28Habilitation services are those that help people attain functional abilities they never had. Rehabilitation services 

help people regain functional abilities lost, due to illness (including mental illness or substance use disorder)  
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Gap 8: Unavailability of First Episode Psychosis Care 

 

Findings:  

 Approximately 180 Region 6 adults have a first psychotic episode each year. 

 There is no First Episode Psychosis (FEP) Care program we know of in Region 6. 

 FEP Care is cost-effective and has promising outcomes. 

 

First Episode Psychosis Care is cost-effective, relative to usual care.29 The following table 

provides a simulation from use of the Humensky, Dixon, & Essock (2013) FEP Care planning 

tool:   

 

First Episode Psychosis Care  

Basic Method Steps Data/Calculations 

Adult Population 558,243 

FEP Incidence / Year 32 / 100,000 

FEP Incidence/Year – Region 6 179 

# People Who Can Be Enrolled 67 

# Active Individuals / Team 35 

# Months in Treatment 12 

# Teams Needed 2 

 

Best practice 

Dixon and colleagues’ model in New York includes: illness management, medications, 

collaborative decision-making, supported education/employment, family psycho-education, 

and substance use disorder treatment. SAMHSA encourages use of set-aside funding for FEP 

Care in state block grant applications, and an interactive planning tool is available. Region 6 has 

strong medical school leadership and good providers that could support this. 

 

Recommendations for Addressing Gap 8 – Unavailability of First Episode Psychosis 

(FEP) Care:  

 A world-class city ought to have this cutting-edge practice available.  

 The availability of FEP Care could enhance the reputation of Region 6 as a desirable 

place to work, thereby enhancing workforce recruitment efforts. 

                                                      
29Humensky JL, Dixon LB, Essock SM (2013). State mental health policy: an interactive tool to estimate costs and 
resources for a first-episode psychosis initiative in New York State. Psychiatric Services. 2013 Sep 1;64(9):832-34.  
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 While it may seem unrelated to what feels like the more urgent matters of addressing 

treatment access, residential needs, and emergency service integration and 

coordination gaps, for example, this early intervention approach could positively alter 

the illness trajectory courses for many people and prevent the need for more intensive 

or restrictive care later on.  

 Region 6 has the psychiatric expertise and the educational and quality medical centers 

that are often the centers of FEP implementation efforts. 

 Track developments with the statewide FEP work group that currently is planning for 

FEP in Nebraska and identify an opportunity to collaborate in the implementation of an 

FEP pilot. 
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Gap 9: Workforce shortages 

 

Findings:   

 The Region’s psychiatrist shortage (estimated at 40%) is slightly higher than the national 

shortage level of 38%.  

 There is currently no nurse practitioner psychiatric specialist program or specific 

psychiatric nursing focus. And, while data are not available on RN and LPN level nurses 

with psychiatric expertise, it is widely reported that they are in short supply as well. 

 Other licensed mental health professionals, residential staff (and other bachelors-level 

staff), crisis workers, and certified peers often are difficult to hire. 

 Turnover is high among CSP, rehabilitation, and recovery support staff. 

 

Shortage in the Supply of Psychiatrists 

County 
Needed 

Psychiatrists30 
Psychiatrists In 

Region 634 
Shortage 

Cass 5 0 5 

Dodge 7 0 7 

Douglas 99 84 15 

Sarpy 29 3 26 

Washington 4 0 4 

Total 145 87 56 

 

Supply of Psychiatric Prescribers and Other Mental Health Professionals31 

County Psychiatrists ANPs &  PAs Psychologists LIMHP/LMHP 

Cass 0 0 0 2 

Dodge 0 2 0 21 

Douglas 84 26 123 610 

Sarpy 3 1 11 67 

Washington 0 0 0 4 

Total 87 29 134 704 

 

                                                      
30 Based on 25.9 needed per 100,000 population: Konrad et al. (2009).  Psychiatric Services, Volume 60, 1307-1314.   
31 Nguyen, Anh T., Chen, Li-Wu, Watanabe-Galloway, Shinobu, et al. (2013). Nebraska's Behavioral Health 

Workforce - 2000-2012. Nebraska Center for Rural Health Research. Available at 

http://unmc.edu/bhecn/_documents/BH_Workforce_Report_FINAL_May2013.pdf.  Widely agreed upon standards 

on the number of providers other than psychiatrists are not available nationally or in Nebraska.  

http://unmc.edu/bhecn/_documents/BH_Workforce_Report_FINAL_May2013.pdf
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Best practice  

Best practice includes the development of public-academic linkages, incentives for recruitment, 

development of more mid-level resources, development of career paths for Community 

Support Program and other rehabilitation workers, and legislative modifications that support 

workforce strengthening. 

 

Recommendations for Addressing Gap 9 – Workforce shortages: 

 Addressing this gap is a long-term proposition, and the Collective Impact model32 is 

ideally suited to addressing it, given that it will require a coordinated, persistent 

commitment to work with multiple systems and all system change partners, including 

provider organizations that did not participate in this system assessment process.  

 Further develop public-academic linkages to encourage psychiatrists towards the 

publicly funded system. 

 Develop mid-level resources by investing in a doctoral-level nurse practitioner program 

lead; establish mentoring programs to recruit more bachelors-level psychiatric nurses 

(which will create a larger pool for nurses and/or nurse practitioner programs); and 

provide peer/recovery presentations, such as In Our Own Voice, to nursing and medical 

school trainees to reduce stigma. 

 This group’s legislative agenda should continue to address legislation that excludes 

potentially valuable providers from practicing in Nebraska, and that requires advanced 

nurse practitioners to be under the supervision of physicians. 

 Further explicate the leadership/supervisory role of the psychiatrist on clinical teams 

and within the system. 

 Develop a plan for bolstering peer specialist resources and enhancing career paths for 

peer workers (review Georgia, Arizona, Illinois examples). 

                                                      
32Kania & Kramer. (2011). Collective Impact. Stanford Social Innovation Review. 36-41.  
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Appendix A 

List of Key Informants Interviewed 

 

Name Organizational Affiliation 

Heather Bird Heartland Family Service 

Carole Boye  Community Alliance (President & CEO) 

Aileen Brady Community Alliance (COO) 

Karen Bricklemyer United Way of the Midlands (President & CEO) 

Marti Christianson Douglas County Community Mental Health Center 

Robin Conyers Alegent Health (Administrator, Lasting Hope Recovery Center) 

Kelly Dorfmeyer Telecare Corporation (Program Administrator) 

Richard Henrichs Lutheran Family Services (Vice President of Finance) 

Ruth Henrichs Lutheran Family Services (President & CEO) 

Lt. Colene Hinchey Omaha Police Department 

Kristin L. Huber Douglas County Deputy Attorney 

Patti Jurjevich Region 6 (Regional Administrator) 

Kevin Kaminski Catholic Charities (Director, Behavioral Health Services) 

Sheree Keely Alegent Health (Vice President, Behavioral Health) 

Mary Kunes-Connell Creighton University School of Medicine, College of Nursing 

Sue Mimick Magellan Nebraska (CEO) 

Mary O’Neil Heartland Family Service 

Mike Philips Douglas County Mental Health Center 

Todd Reckling  Lutheran Family Services (Vice President of Programs) 

Amy Richardson Women’s Center for Advancement (President & CEO) 

Andrew Shapiro Magellan Nebraska (COO) 

Pegg Siemek-Asche Lutheran Family Services (Statewide Administrator of BH) 

Steve Spelic Alegent Health 

Dr. Thomas Svolos Creighton Health, University Psychiatric Clinic 

Steven Wengel, MD University of Nebraska Medical Center, Department of Psychiatry 

Jeff Wibel  The Salvation Army, Omaha 

Marti Wilson Lutheran Family Services (Clinical Supervisor/Region 6 Manager) 

 


