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Agency

US Department of Health and Human
Services (DHHS), Substance Abuse and
Mental Health Services Administration
(SAMHSA).

Action and Purpose

The Center for Mental Health Services
(CMHS), SAMHSA, announces the
availability of funds for cooperative
agreements to develop systems of care that
deliver effective comprehensive community
mental health services for children and
adolescents with serious emotional
disturbance and their families.

The cooperative agreements will award
funds to develop community service systems
for the target population, and also to fund a
broad array of services within these
community service systems.

In addition, awardees will participate in a
national multi-site evaluation, conducted
under a separate contract, and will be
encouraged to develop the capacity for
continuous evaluation of their systems of
care.

Approximately $13 million will be available
for 13-16 awards. About $6 million of
these funds will be set aside to fund up to
four cooperative agreements in cities with a
population larger than 500,000, and up to
two cooperative agreements in territories.
About $7 million will be for 7-10
cooperative agreements awarded to states,
counties, cities, tribes and tribal
organizations. Funds from any of these
cooperative agreements must be used to
develop systems of care in geographic areas
that have not been targeted for a Children’s

Mental Health Initiative (CMHI) award in
the past. Actual funding levels will depend
on the availability of funds.

The project period is 6 years. It is
anticipated that the maximum amount
available for each year of the award will be
as follows:

< Year 1: $1 million
< Year 2: $1.5 million
< Year 3: $2.5 million
< Year 4: $2 million
< Year 5: $1.5 million
< Year 6: $1 million

Continuation of the cooperative agreement
beyond the first year of funding will require
annual review of progress achieved, and
demonstration that the system of care under
development is included in specific goals of
the State Mental Health Plan.

Non-Federal Match

By datutory mandate, this program requires
that the applicant entity will provide, directly or
through donations from public or private
entities, non-federd contributions:

< For the firgt, second and third fisca years
of the cooperative agreement, the
awardee must provide at least $1 for
each $3 of federa funds;

< forthefourth fiscd year, the awardee
must provide at least $1 for each $1 of
federd funds, and

< for thefifth and sixth fiscd year, the
awardee must provide at least $2 for
each $1 of federa funds.




Matching resources may bein cash or in-kind,
including facilities, equipment, or services, and
must be derived from non-federal sources (eg.,
State or sub-State non-federal revenues,
foundetion grants).

It is expected that non-federal match dollars
will include contributions from various child-
sarving systems (e.g., education, child welfare,
juvenile judtice). The gpplicant should specify
the names of the expected sources, the types of
sources (e.g., education, child welfare, juvenile
justice), and amounts of matching funds as
evidence of the project’s potentia to sustain
itsalf beyond the six-year award period.

CMHS is concerned that the federal funds for
this program might be used to replace existing
non-federd funds. Therefore, in thefirst year
of the cooperative agreement, gpplicants may
include non-federd match contributionsin
excess of the average amount of non-federa
funds spent on community-based menta hedth
services for children with serious emotiona
disturbance within the jurisdiction of the
cooperative agreement over the 2 fiscal years
before the proposed cooperative agreement
garts. Non-federd public contributions,
whether they are from State, county or city
governments, must be dedicated to the
community(ies) served by the cooperative
agreement.

A letter from the Director of the State, county
or city menta hedlth agency which is goplying
for the cooperative agreement should certify
that non-federd matching fundsfor the
proposed project are available. The letter must
beincluded in Appendix No. 5 entitled, Non-
Federa Match Certification. Such letter should
aso indicate that proposed changesin funding
sreams required for the match or other funding
innovations necessary for the implementation of
the proposed project will be alowed.

Additiond letters from other non-menta hedth
agency directors (e.g., educeation, child welfare,
juvenilejudtice) a the State, county or city
levels, may be included in Appendix No. 5.

Indian tribes recaiving funds from the Indian
Sdf Determination and Education Assstance
Act (as amended) PL93-638, are exempt from
the redtriction which prohibits the use of those
Federd funds as a match.

Who Can Apply?

Eligibility for any applicant is limited to

public entities defined as:

< State

< Indian tribe or tribal organization (as
defined in Section 4[b] and Section
4[c] of the Indian Self-determination
and Education Assistance Act)

< Political subdivision of a State (e.g.,
County, City)

the District of Columbia, and the territories
of

Guam,

Commonwealth of Puerto Rico,
Northern Mariana Islands,

Virgin Islands,

American Samoa, and

Trust Territory of the Pacific Islands
(now Palau, Micronesia, and the
Marshall Islands).
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Only cities or territories that have not
previously received grant funds through this
program may apply for the $6 million that
have been set aside for cities and territories.
Current or former awardees of the program
may apply for the approximately $7 million
that have not been set-aside for cities or
territories. However, a new cooperative
agreement application must be targeted to a
geographic location within the State,




County, or Tribe that is different from the
geographic location of existing awards.

An exception to the requirement that funds
be targeted to new geographic areas will be
made for States whose previous award(s)
were to develop systems of care across the
entire State. Such States may apply for this
cooperative agreement, as long as any
previous awards under this program have
expired in their entirety, including their no-
cost extension years. (Please note that
current and previous awardees received
funds through grants, not cooperative
agreements. See Appendix G for a list of
current and past grant recipients, including
the geographic areas in which each of these
grants has been implemented.

The legislation intends only one application
per public entity. However, a State
government and a State subdivision, such as
a county or city in the same State, may
apply for separate cooperative agreements,
as long as the geographic regions where
each cooperative agreement will be
implemented do not overlap.

A public entity within a State or territory
that has not been funded previously is
encouraged to apply. States not previously
funded include Connecticut, Idaho, lowa,
Louisiana, Oklahoma, Missouri, and
Montana. None of the territories nor the
District of Columbia have been funded yet.

Eligible applicants must meet the following
requirements:

< The application may only be submitted
by the Office of the Governor, or
chief executive officer in a State
subdivision (e.g., county, city), or an
Indian tribe or tribal organization, or
any subordinate executive agency
specifically designated in writing by

the Governor (or chief executive
officer for an entity other than one of
the several States).

< As an indicator of potential
sustainability, eligible public entities in
States and political subdivisions of
States must include a letter of
assurance from the Governor of the
State, or his or her designee, that the
system of care proposed under this
Guidance for Applicants (GFA) is
specifically included in the goals of the
State’s Community Mental Health
Services Block Grant Plan, as
authorized in Section 564 (b) of the
PHS Act, and in the State Mental
Health Plan for Children and
Adolescents with Serious Emotional
Disturbance, submitted under Public
Law 102-321. If the proposed system
of care is not included in these State
plans, the letter of assurance should
indicate that it will be included in a
revision of the Plan at its next renewal
date. This letter is not required of
Indian Tribe or tribal organization
applicants.

The letter of assurance must appear in
Appendix No. 2 entitled, “Health
Coverage Modification
Plans/Governor’s Assurance.” If this
letter does not appear in the
appendix, the application will not be
reviewed.

See Table 1 on page 6 for a summary of
eligibility requirements.




Summary of Eligibility Requirements

Citiesand Territories

Highle Previous Award Application sgned | Letter of # of $
Applicant by Assurance | awards
Required
Citieslarger Indigible if awarded in the Chief executive Yes 4
than 500,000 | past officer or other
designated in
writing by governor
- o . _ _ $6
Territories Ineligible if awarded in the Chief executive Yes 2 million
past officer or other
designated in
writing by governor
All Other Public Entities
Eligible Previous Award Application signed L etter of # of $
Applicant by Assurance | awards
Required
State Eligible if targeted to new Office of the Yes
government geographic area; may not Governor
overlap target area from
sub-State application.
Exception: If applicant was
previously awarded a grant
for the entire State, such
applicant may be eligible, as
long as previous award has
expired, including any no-
cost extension year. 7-10 $7_ .
million
counties, Eligible if targeted to new Chief executive Yes
cities, geographic area; may not officer or other
territories overlap target area from any designated in
other concurrent application writing by governor
within the State
Tribe Eligible only if targeted to Triba leader or No
new Tribe or tribal Council

organization.




Application Kit

Application kits have several parts. One
of them is the cooperative agreement
announcement itself called Guidance for
Applicants (GFA). The GFA has two
parts. Part | describes application
requirements specific to the cooperative
agreement program that SAMHSA is
announcing. Part Il informs about general
policies and procedures that apply to all
SAMHSA grant and cooperative
agreements. You will need to use both
Parts | and 11 for your application. This
document is Part 1.

A complete application kit includes Parts|
and |1 of the GFA, aswell asforms SF 424
and PHS 5161, which you will need to
submit with your application.

Written requests for an gpplication kit may be
sent to:

Knowledge Exchange Network
P.O. Box 42490
Washington, DC 20015

Please indicate in the request that you are
ordering the application kit for the Child
Mental Health Initiative, GFA No. SM-02-
002. Only one application kit will be sent per
request.

An additiond copy of the kit may also be
ordered by phone at 800-789-2647. Be
prepared to provide the name of the GFA
(“Child Mentd Hedlth Initiative’) and the GFA
number (* SM-02-002") that you are ordering.

Y ou may aso download the gpplication kit
from the SAMHSA website at
WWW.SAMHSA.gov. Go to the“Grant
Opportunities’ link.

Where to Send the
Application

Send the origind and 2 copies of your
cooperative agreement application to:

SAMHSA Programs

Center for Scientific Review

Nationd Ingtitutes of Hedlth, Suite 1040
6701 Rockledge Drive MSC-7710
Bethesda, MD 20892-7710

Note: Please changethe zip codeto
20817, if you use express mall or courier
service to send your gpplication.

Please note:
1.  Useagpplication form PHS 5161-1.

2. Besuretotype
“SM -02-002 Cooperative Agreement
for the Comprehensive Community
Menta Hedth Servicesfor Children and
Their Families Program” in Iltem Number
10 on the face page of the gpplication
form. If you are gpplying through the city
or territory set-asdesthen also add in
Item Number 10 “city set-aside” or
“territory set-aside.”




3. Effectiveimmediately, all
applicationsMUST be sent viaa
recognized commer cial or
governmental carrier. Hand-carried
applications will not be accepted

Application Date

Your application must bereceved by April
26, 2002.

Applications received after this date will only
be accepted if they have alegible proof-of-
mailing date from the carrier no later than April
19, 2002.

Private metered postmarks are not acceptable
as proof of timely mailing. Late gpplications
will be returned without review.

Contacts for Further
Information

For questionson program issues, contact:

Diane L. Sondhemer, M.S., M.P.H. or

Rolando L. Santiago, Ph.D.

Child, Adolescent, and Family Branch

Center for Mentd Hedth Services

Substance Abuse and Mentd Hedth Services

Adminigration

5600 Fishers Lane, Room 11C-16

Rockville, MD 20857

(301) 443-1333

E-Mail: dsondhei @samhsa.gov,
rsantiag@samhsa.gov

For questionson grants management
issues, contact:

Steve Hudak

Grants Management Officer

Divison of Grants Management, OPS
Substance Abuse and Mental Hedlth Services
Adminigration

5515 Security Lane, Rockwall 11, Room 630
Rockville, MD 20852

Phone: (301) 443-9666

E-Mall: shudak@samhsa.gov.

Technical Assistance
Workshops

CMHS intendsto sponsor two technical
assistance wor kshopsin mid-Mar ch for
potential applicants. Thefirst workshopis
scheduled for March 13-14, 2002, in Denver,
Colorado, and the second workshop is
scheduled for March 18-19, 2002, in
Washington, D.C.

To recelve logidtical information, contact
Knowledge Exchange Network (KEN) by
caling 800-789-2647. A regigtration form for
the TA workshop may be downloaded form
the SAMHSA website at

www.SAMHSA .gov. Go to “Grant
Opportunities’ in the SAMHSA home page
and click on it. Then click on * Current Grant
Funding Opportunities’ and then look for Child
Mental Hedlth Initiative GFA No. SM-02-002,
and click on the link for the CMHS Child TA
Workshops. Or, you may contact:

Pam Cook

Technicd Assstance Partnership for Child and
Family Mental Hedth

1000 Thomas Jefferson Street, N.W.
Washington, D.C. 20007

Phone No.: 202 298-2645

E-mail: pcook@air.org




Cooperative Agreements

This award is being made as a cooperative
agreement because it will require substantia
Federd gaff involvement that will indlude:

<

Monitoring of each awardee’ s progressin
the implementation of program
requirements;

Review and approva of each stage of
project implementation;

Participation in making decisons with the
awardee that will help achieve project
objectives,

Approval of decisons of each awardee
about:

C use of technical assstance resources for
developing the system of care according
to requirements of the cooperdtive
agreement, and for increasing the
likdlihood thet the system of care will be
sugtained beyond the federd funding

period;

¢ use of communications, public awareness,
and socid marketing techniquesin the
community to promote good mental
hedlth practice among children and youth
with serious emotiona disturbance and
their families, advertise system-of-care
sarvices, and reduce community-wide
stigma associated with serious emotiona
disturbance;

¢ waysto insure implementation of the
netional evauation to demondrate the
effectiveness of each system of care
through evidence that the well-being of

<

children with serious emotiond
disturbance and their families increases as
areault of recaiving system-of-care
sarvices, how to ensure timely submission
of datato the national evauation
contractor; use of datato improve and to
sudtain the system of care; and, insuring
that capacity for evauation continues
beyond the federa funding period,;

Conducting agtevigtin Years 2 and 4 of
the cooperative agreement, or more
frequently, as needed; and,

Ensuring that system-of-care activities
under this program are coordinated with
CMHS, SAMHSA, and other Federal
initiatives, as appropriate.

Role of Awardee:

€ Comply with the terms and conditions of

the agreement, as specified in the Notice of
Grant Award (NOGA) and other such
documents.

Collaborate with CMHS gtaff in project
implementation and monitoring.

Participate in nationd program evauation
which includes required SAMHSA
messures for complying with the
Government Performance and Results Act
(GPRA)

Role of the Project Officer

€ The Project Officer (PO) manages

negotiation, award, financid and other
administrative aspects of assgned
cooperative agreements. The PO utilizes
information from federd vigts, quarterly
progress reports, re-gpplication forms,




technical assistance and national evauation
reports, phone cals, e-mail messages, and
other appropriate means to help make
decisons with the awvardees.

The PO has direct responsibility for
assuring that the project is operated in
compliance with gpplicable Federd laws,
regulations, guiddlines and the terms and
conditions of award. The PO workswith
the Grants Management Officer to respond
to questions about regulations and policies
that apply to this cooperative agreement,
and to answer requests for required prior
gpproval.

Funding Criteria

Decisons to fund a cooperative agreement
under this announcement are based on:

1. The strengths and weaknesses of the
gpplication as determined by the Peer
Review Committee and gpproved by the
CMHS Nationd Advisory Council.

2. Availability of funds

3. Auvalability of matching non-Federd
resources.

4. Equitable dlocation of assstance among the
principa geographic regions of the United
States, asindicated in the PHS Act,
Section 561(b)(3)(A).

5. Didribution of awards to public entitiesin
ctieswith a population larger than
500,000; in territories; and in
geographic areas that have not been
funded previously.
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Post Award
Requirements

After an gpplicant has been awarded a
cooperative agreement, the gpplicant is
required to:

1.  Comply with the terms and conditions
negotiated for the award.

2. Provide at least the following reports:
< Quarterly reports

< Annud report (in place of fourth
quarterly report) summarizing project
progress, problems, and dterationsin
approaches. Thisreport will be used
to determine whether the awardee
has achieved its goas and will be
eligible for a noncompetitive renewd.

< Find report at the end of the 6 year
project period summarizing progress,
problems, and dterationsin
approaches.

3. Provide information needed by
SAMHSA to comply with GPRA
reporting requirements. Awardees will
be able to provide information on GPRA
measures through participetion in the
nationa evauation.

Target Population

Children and adolescents with a serious
emotiona disturbance are digible for services
provided under this program if they:




Age. Areunder 22 years of age.

Diagnods. Have an emotiond, behaviord, or
menta disorder diagnosable under DSM-IV or
its ICD-9-CM equivalents, or subsequent
revisons (with the exception of DSM -1V “V”
codes, substance use disorders and
developmenta disorders, unlessthey co-occur
with another diagnosable serious emotiond,
behaviora, or menta disorder).

Disability. Are unable to function in the family,
school, or community, or in a combination of
these settings. (Awardees must define leve of
functioning required for digibility.)

Or, levd of functioning is such that the child or
adolescent requires multiagency intervention
involving two or more community service
agencies, such as mentd hedth, education,
child welfare, juvenile justice, substance abuse,
and hedlth.

Duration. Have adisahility that must have been
present for at least one year or, on the basis of
diagnosis, severity, or multiagency intervention,
be expected to last more than one year.

Program Goals

The gtatutory god of the program isto award
federd fundsto public entities to provide
comprehensve community mental hedlth
services to children with a serious emotiona
disturbance. The god can only be carried out
by operating one or more systems of care as
defined in the Definitions Section of this GFA
(see Appendix A).

The statute further requires that evauations of
systems of care carried out under the program
include longitudind studies of the outcomes of
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sarvices provided by such sysems. These
evaluations are conducted by awardeesin
collaboration with a CMHS contractor to
asess the effectiveness of systems of care.

In brief, the primary gods of the program are
tor

1. Develop sysemsaf care for children with
serious emotiond disturbance and ther
families.

2. Provide abroad array of menta hedlth
and other related services treatments and
supports to the target population.

3. Evduate the effectiveness of the system
of care and its component services.

4.  Involvefamiliesin the development of the
system and the services, and in the care
of their own children.

5. Usecultura competence approaches for
sarving children and their families from
minority racid and ethnic populationsin
the community.

For a background and history of systems of
care which wasinfluentid in the cregtion of the
Comprehengve Community Mental Hedlth
Servicesfor Children and Their Families
Program, please see Appendix C.

Program Requirements

Appendix B: Program Requirementsfor
System of Care Development containsthe
requirements of the Center for Menta Hedlth
Services for developing a system of care
through this cooperative agreement. These
requirements include those mandated in Section
561-565 of the Public Health Service Act, as
amended.

The applicant must have a thorough




undergtanding of these requirements before
writing the Project Narrative of this gpplication.
The Project Narrative ingtructions refer directly
to the requirements and guidance in Appendix
B. Successful applications will be those which
best address the requirements and guidance in
Appendix B.

Use of Funds
Allowable Items of Expenditure

Cooperative agreement funds may be used for
the cogts of planning, implementing, and
evaduating the project. These costsinclude:

1) Sdaries wages and fringe benefits of the
project director and other support staff
who are engaged in project activities.
(Support from the cooperative agreement
for salaries and wages of gaff who are
engaged less than full-time in activities
supported by the cooperative agreement,
must be commensurate with the effort
provided under the cooperative
agreement);

2) Trave directly related to carrying out
activities under the gpproved project;

3)  Office supplies and equipment, and rentdl
of space directly related to approved
project activities,

4)  Contracts for performance of project
activities such as implementation of
required mentd health services,
interagency coordination, evauation, and
communications.

5) Training activities as specified in the

Program Requirements section of this GFA.
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6) Other gpproved activities necessary to
support the development of the project, so
long asthey are dlowable under gpplicable
cost principles.

Funds cannot be used for:

Non-mentd hedth services including medica
services, education services, vocationd
counsdling and rehabilitation, and protection
and advocacy.

The purchase, renovation or construction of
fecilities to house any portion of the proposed
project. Any lease arrangements associated
with the proposed project that utilizes PHS
funds may not be funded by PHS beyond the
project period nor may the portion of the space
leased with PHS funds be used for purposes
not supported by the cooperative agreement.

Room and board in any resdentid setting
(including therapeutic foster homes or group
homes) serving 10 or more children.

Room and board or other services or
expenditures associated with care of childrenin
residentia breakout centers serving more than
10 children or in inpatient hospita settings,
except intensve home-based services and
other services provided on an ambulatory or
outpatient bagis.

Any training activity with the exception of those

mentioned above.

Limitation on Imposition of Feesfor
Services

If achargeisimposed for the provison of
services funded under the cooperative
agreement, such charge:




< Will be made according to a schedule of
charges that is made available to the public;

< Will be adjusted to account for theincome
level of the family of the child involved; and

< Will not beimposad on any child whose
family hasincome and resources equd to or
less than 100 percent of the officia poverty
line as established by the Director of the
Office of Management and Budget and
revised by the Secretary in accordance
with Section 673 (2) of the Omnibus
Budget Reconciliation Act of 1981.

Adminigtrative Costs

Section 564 (e) of the Public Hedlth Service
Act, states that not more than 2 percent of each
cooperative agreement isto be used for
adminidrative expensesincurred by the
awardee.

Other Costs

Applicants are required to budget for
attendance of a core team of gpproximately ten
(20) individuas at three 3-day meetings per
year, onein the Washington, D.C. area and
two elsewhere in the Nation, to create a
learning community among al awardess. The
learning community will beused to: (1) provide
the most recent information about best
practices, policy trends, and research findings
on systems of care; (2) provide innovative
training, technica assstance, and educationd
experiences that will directly contribute to
developing and sugtaining systems of care; (3)
discuss improvements in system-of-care
practice based on the most recent nationa
evaudion findings, and (4) asss with the
development of drategic plans for the nationa
program and for each funded community.
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The core team must include the project

director, evauator, key family contact, clinical
director, youth coordinator, technical assstance
coordinator, communications manager,
representatives from at least two other child-
serving systems in the community, and the State
contact for the project.

Detailed Information on
What to Include in Your
Application

In order for your gpplication to be complete
and digible, it must indude the fallowing in the
order listed. Check off areas as you complete
them for your application.

G 1. FACE PAGE

Use Standard Form 424. See Appendix A in
Part Il for indructions. In sgning the face page
of the gpplication, you are agreeing thet the
information is accurate and complete. Be sure
to sgn the application.

G 2. ABSTRACT

Y our tota abstract may not be longer than 35
lines. Inthefirst 5lines or less of your abstract,
date the main god of your project. This
gtatement will be used in publications, reports
to Congress, press releases, and other such
dissemination products, if the project is funded.

€ 3. TABLE OF CONTENTS
Include page numbers for each of the mgor
sections of your gpplication and for each

appendix.

€ 4. BUDGET FORM

Standard Form 424A. Fill out sections B, C,
and E of the Standard Form 424A. Follow
ingructionsin Appendix B of Part I1.




€ 5. PROJECT NARRATIVE
AND SUPPORT DOCUMENTATION

These sections describe your project. The
Project Narrative is made up of Sections A
through D. More detailed information of A-D
follows #10 of this checklist. Thetotal number
of pages for Sections A-D may not exceed 35.

G Section A - Undergtanding of the Project
G Section B - Implementation Plan

G Section C - Project Management and
Saffing Plan

G Section D - Evduaion Plan

The support documentation for your
application ismade up of sectionsE
through H.

There are no page limits for the following
sections, except for Section G, the Biographica
Sketches and Job Descriptions.

G Section E- Referencesto Literature
Citations
This section must contain a complete list of
references for literature citations. Each
reference should include at least thetitle,
author(s), and date of publication.

G Section F - Budget Judtification, Exigting
Resources, Other Support

NOTE: Although the budget for the
proposed project isnot included in a
review criterion, the Review Group will be
asked to comment on the adequacy,
appropriateness, and reasonableness of the
budget for implementing the project. These
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comments will be requested after the merits
of the gpplication have been considered.

G Section G- Biographica Sketches and Job
Descriptions

-- Include a biographica sketch for the
project director and for other key positions.
Each sketch should not be longer than 2
pages. If the person has not been hired,
include aletter of commitment with the
sketch.

-- Include job descriptions for key
personnd. They should not be longer than
1 page.

-- Sample sketches and job descriptions
arelisted in Item 6 in the Project
Narrative section of the PHS 5161-1.

G Section H- Confidentiaity and SAMHSA
Participant Protection (SPP)

The areas you need to addressin this section
are described after the Project Narrative
Sections A - D Highlighted section of this
document.

€ 6. APPENDICES 1 THROUGH 6
--Use only the gppendices listed below.
--Don’t use appendices to extend or replace
any of the sections of the Project Narrative
(reviewerswill not consider them if you do).
--Don’t use more than 30 pages for the
gppendices. Any data collection instruments
should be included within these pages.

Appendix 1: Memoranda of
Under standing for Services
Coordination and Evaluation

Appendix 2: Health Coverage
M odifications PlangGovernor’s




Assurance

Appendix 3: Data Collection
Procedures

Appendix 4. Sample Consent Forms

Appendix 5: Non-Federal Match
Certification

Appendix 6: Organizational Chart,

Staffing Pattern, Timeline, and
Management Chart

€ 7. ASSURANCES

Non- Congtruction Programs. Use Standard
form 424B found in PHS 5161-1.

€ 8. CERTIFICATIONS
€ 9. DISCLOSURE OF LOBBYING
ACTIVITIES

Please see Part 11 for lobbying prohibitions.

€ 10. CHECKLIST
See Appendix C in Part 11 for ingtructions.

Project Narrative/ Review
Criteria — Sections A
Through D Highlighted

The application consists of responsesto
sections A through H. Sections A through D,
the Project Narrative part of your
application, describe what you intend to do
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with your project. Bdow you will find
detailed information on how to respond to
sections A through D.

T A peer review committee will assign atotal
score to your gpplication based on how
well you address these sections.

T Thenumber of points after each main
heading shows the maximum points a
review committee may assign to that

category.

T Reviewerswill dso be looking for plansto
address culturad competence. Pointswill be
awarded to applications that adequately
address the cultural aspects of the review
criterion.

To assure that sufficient information isincluded
for technical merit review, the gpplication
should develop complete and concise
responses to each of the following sections.
The tota number of pages for Sections A to D
should not exceed 35.

Section A: Understanding of the
Proj ect
(15 Paints)

This section should demonstrate an
understanding of systems of care, and
especidly the need and significance of
developing systems of carein the proposed

geographic area.

< Provideabrief literature review which
demonstrates:

¢ knowledge of the history of systems of
care for children with serious emotiona
disturbance in the United States; and,

¢ need for system-of-care reform in this




country, and specificdly, in the targeted
community.

(Ligt in Section E referencesfor literature
citations))

< Describe the population of children with

serious emotiond disturbance in the

geographic areawhich will be targeted by

the project. Include in this description:

C projected age range (eg., birthto 21
years of age, 5to 17 years of age);

¢ prevdence edimate (in numbers) of
children with serious emationd
disturbance within the geographic
boundaries of the project;

¢ radd and ethnic compaogtion of the
children and ther families,

¢ other demographic characteristics such
as gender, family income leves, levd of
disahility, literacy levels,

¢ inditutiond and family settingsin which
these children are currently located
(e.g., specia education programs,
foster care, probation), and which will
be potentia sources of referrals.
Include expected number of referrds
from each source;

¢ primary language, leve of acculturation,
migration and immigration
characteristics, and mental health and
service disparities (e.g. out-of-home or
out-of-gtate placement rates,
representation in juvenile justice
facilities, redtrictive mental hedth
treatment settings, barriersin access to
sarvices, and qudlity of care) of children
from racia or ethnic minority groups.

< Describe the current capacity to serve
children with serious emotional disturbance
and their families. Specificdly, describe the
existing resources and services available
within the jurisdiction of the proposed
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project. If possible, try to estimate the
number of children currently served.

< Edablish the sgnificance of the proposed
project by identifying the gaps,
inadequacies, and barriersin current
service structures that judtify the need for
the proposed project.

< Describe how the proposed project will
aso benefit from other State and local
reform initiatives.

< Discuss how the proposed project will help
to achieve the gods of the cooperdtive
agreement program.

Section B: Implementation Plan
(45 Poaints)

Use Appendix A: Program Requirements for
System of Care Development as aguide for
developing the implementation plan required in
this section. Specificdly,

< Describe how you will develop the system

of care.

¢ Include the approach for developing the
procedures of systems integration,
interagency collaboration, services
integration, wraparound process, case
review, access, fiscd sustainability, and
community leader support.

¢ Alsoinclude the gpproach and
drategies for developing the structures
of infrastructure, governance body,
adminidrative team, office in the

community, and management
information system.

< Explain how the services provison
components of the system of care will be
developed in your project. Include how the




following services will be implemented
throughout the six-year period:
¢ required menta hedth servicesand
supports,
optiond services; and
non-menta health services.

Describe the Srategies to implement key
activities for providing services induding:
¢ dinicd interventions,

C case management services, and,

¢ individudized service plans.

Explain how family involvement, youth
involvement, and cultural competence will
be applied throughout the six-year period.

Describe the strategies to support the
development of the system of care including
training and technica assstance, and socid
marketing. (Do not describe evaluation
activitiesin this section, but please do so
in Section D.)

Explain how the project will increase the
capacity and quality of services ddivered to
children with serious emotiond disturbance.
State the number of children expected to be
served annudly by the system of care, and
the number of children to be served through
some key services such as case
management, intensive home-based
services, day trestment, therapeutic foster
care, respite care, among others.

Specify digibility criteria, referrd sources
and enrollment procedures to be devel oped
for creating efficient access into sytem-of-
care services.

Describe how the following individuds have
participated in the development of the
implementation plan contained in this
aoplication:
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C representatives of State and local child-
serving agencies and community
leaders;

¢ family members and representatives of
family-run organizations;

C representaives of racid or ethnic
minority groups in the community. Such
racia or ethnic representatives may be
youth from the target population, family
members, service providers, or
community leaders.

Discuss the extent to which non-federa
match dollars demondtrate interagency
collaboration through contributions from
child-serving agencies.

Discuss drategies for ensuring project
sudtainability after the sixth yeer of the
cooperative agreement through amounts
and sources of match requirements.

Section C: Project Management
and Staffing Plan
(25 Paints)

The management and gtaffing plan should be
clearly explained in this section. Pleaseinclude
the following in the plan:

<

A brief description of the applicant
organization and its relaionship and
experience with other rdlevant child and
family serving organizations. Please indude
an organizationa chart in Appendix 6.
Memoranda of understanding with any
collaborating indtitutions or subcontractors
must be provided in Appendix 1.

The qualifications and experience of key
personnd including:

¢ principd investigator

C project director




clinica director

key evduation dteff

key family contact

youth coordinator

technical ass stance coordinator
communications manager

State and loca agency liaison
key consultants.

OO OO OO OO OO

See Appendix F for adescription of severa
of these key staff persons.

The percentage of time that each person
will dedicate to the project. Providea
rationale for the time dedicated by each
person. Include achart for the staffing

pattern in Appendix 6.

A description of the tasksto be performed
and the relationship of the tasks to each
other and to the project objectives. The
gaff position responsible for each task
should beidentified. Include a management
chart in Appendix 6.

A timdine of activities and tasks which will
be implemented throughout the Sx-year
federd funding period. Discussthe
feaghility of accomplishing the proposed
order of activities and tasks in the timdline,
Pease include the timdine in Appendix 6.

(The charts for the above management plan
and activities timeline can be incorporated
into one chart, and included in Appendix 6.)

<

A description of the facilities, equipment
and resources (e.g., office space, computer
and computer networks) available to the
project.

Evidence that the services are provided in a
location that is accessible, compliant with
ADA, and culturdly appropriate for the
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children and ther families which will be
served.

Section D: Evaluation Plan
(15 Poaints)

Use the description of evauation activitiesin
the Program Requirements section to prepare
the evauation plan. The evauation plan should:

<

describe the eva uation activities and
procedures that will assure successful
implementation of the nationa evauation of
the Comprehensve Community Menta
Hedth Servicesfor Children and Ther
Families Program.

describe how data derived from the

nationa evauation will be used for

C improving the sarvice system,

¢ increasing the qudity of service
ddivery,

¢ deveoping system of care paliciesin
the locd community, and

¢ sudaning the system of care beyond
the Sx-year period of federd funding.

describe the knowledge and experience of
individuas with evaduation expertise who
areavalabdlein univergtiesor inthe
community, and especidly how you intend
to obtain and use the expertise of these
individuas for implementation of evauation
activities. Specify the degree to which
these individuds have specidized
knowledge and experience abouit:
¢ applied research and evduation
methods, especidly longitudina study
techniques, aswell asfamily and
community study approaches,
children’s mentd hedlth services,
directing and supervising research and




evauation projects,

¢ writing and reporting of research and
evauation findings for peer-reviewed
journds but aso for multiple public
audiences including family members,
policymakers, adminigtrators and
dinidans

describe the facilities, equipment, materids,
and resources that will be dedicated to
evaudtion activities. Include adescription
of the data management, spreadsheet, and
datistical software available to the project.

describe how the project will perform the
functions of dataentry, data storage, data
management, data analys's, and data
reporting. Especidly indicate how
completed surveys and records will be kept
in asecure and confidentia location.

provide a detailed description of the type of
data currently available in management
information systems (M1S), aswdll asthe
child-serving agencies which have these
MIS. Also, assess the feasihility of creating
one integrated M1S among the
collaborating child-serving agencies,

explain how family members and youth will
be incorporated into evauation activities
including, but not limited to, providing
feedback on the design and objectives of
the evaduation, conducting interviews,
andyzing data, interpreting results, anong
other evauation tasks.

describe the purpose, nature and feasibility
of any locd evduation efforts which will be
added to the required efforts for
implementing the nationd evauation.
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< indicate the inditution which will be
gpproving an Inditutional Review Board
(IRB) application for protection of human
subjects after the award is made, and
relating to data collected through the
evauation.

Confidentiality and
SAMHSA Participant
Protection (SPP)

Y ou must address confidentidity and
SAMHSA participant protection in your
supporting documentation. However, no points
will be assigned to this section.

(Please refer to the required procedures for
the national evaluation described in the
Program Requirements section of this GFA
for responding to this section. Also, refer to
additional proceduresincluded in any local
evaluation efforts of your project.)

Thisinformation will:

/ reved if the protection of participantsis
adequate or if more protection is needed.

/ be congdered when making funding
decisons.

Some projects may expose peopleto risksin
many different ways. In Section H of your
goplication, you will need to:

¢ report any possible risks for peoplein your
project,

¢ dae how you plan to protect them from
those risks, and



¢ discuss how each type of risk will be dedlt
with, or why it does not apply to the
project.

The following issues must be discussed:

1. Protect Clients and Staff from
Potential Risks:

¢ ldentify and describe any foreseeable
physica, medicd, psychologicd, socid,
legdl, or other risks or adverse effects.

¢ Discussrisks which are due either to
participation in the project itsdlf, or to the
evauation activities.

¢ Describe the procedures that will be
followed to minimize or protect participants
againg potentia hedlth or confidentidity
risks. Make sureto list potentia risksin
addition to any confidentidity issues.

¢ Giveplansto provide help if there are
adverse effects to participants, if needed in
the project.

2. Data Collection:

¢ ldentify from whom you will collect data

¢ Providein Appendix No. 3, "Data

Collection Procedures,” adescription of
drategies for obtaining data.

3. Privacy and Confidentiality:
¢ List how you will ensure privacy and

confidentidity. Include who will collect
data and how it will be collected.
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C

Describe:

-How data will be obtained.

- Where datawill be stored.

- Who will or will not have accessto
information.

- How the identity of participants will be
kept private. For example on data records,
limiting access to records, or storing
identifiers separately from data.

4. Adequate Consent Procedures:

C

Lig what information will be given to
people who participate in the project.
Include the type and purpose of thelr
participation. Include how the data will be
used and how you will keep the data
private.

State:

- If their participation is voluntary.

- Their right to leave the project a
any time without problems.

- Risks from the project.

- Plansto protect clients from these

risks.

Explain how you will get consent for youth,
people with limited reading kills, and
people who do not use English asther firgt
language.

Note: If the project poses potential
physica, medical, psychologicd, legd,
socid, or other risks, you should get written
informed consent.

Indicate if you will get informed consent
from participants or from their parents or
legal guardians. Describe how the consent



will be documented. For example: Will you
read the consent forms? Will you ask
prospective participants questions to be
sure they undergtand the forms? Will you
give them copies of what they ssgn?

Include sample consent forms in your
Appendix 4, titled " Sample Consent
Forms." If needed, give English
trandations.

Note: Never imply that the participant
walves or gppears to waive any legd rights,
may not end involvement with the project,
or releases your project or its agents from

lidbility for negligence.

Describeif separate consents will be
obtained for different stages or parts of the
project.

. Risk/Benefit Discussion:

Discuss why the risks are reasonable
compared to expected benefits and
importance of the knowledge from the
project.

21



Appendix A
Definitions Section
Community-

For the purpose of this program, community is any discrete geographic entity that is defined by the
gpplicant. The scope and size of the community isleft to State or loca discretion. States, and non-
State gpplicants, may choose to cregte systems in communities as smal as a single school digtrict or
an area.comprising a county or agroup of contiguous counties. A State with a sparse population
may wish to develop a system to cover the entire State but it is expected that thiswill be the
exception. The amount of funds requested through the cooperative agreement should be
proportiond to the number of children in the community, and gpplicants should ensure that sufficient
funds are requested and available to develop a comprehensive system of care with sufficient service
cgpacity in the designated target community.

System of Care-

For the purpose of this program, system of care is defined as a comprehensive spectrum of mental
hedlth and other support services which are organized into a coordinated network to meet the
multiple and changing needs of children and adolescents with serious emotiona disturbances and
thelr families. The creation of such sysems of care involves amulti-agency, public/private
approach to ddlivering services, an array of service options, and flexibility to meet the full range of
needs of children, adolescents and their families. Mechanisms for managing, coordinating, and
funding services are necessary.

The system of care concept developed through the federal Child and Adolescent Service System
Program (CASSP) in the 1980's is based upon the core vaues that the system of care should be
child-centered and family-focused and that it should be community-based. In addition, the
following set of guiding principles, articulated in the CASSP monograph, A System of Care for
Children and Youth with Severe Emotional Disturbance, by Stroul and Friedman (1986,
1994), represent a clear philosophy about the way in which services should be delivered to
youngsters and their families. Children and adolescents with serious emotiond disturbances and
their families should:

¢ Have accessto a comprehensive array of servicesthat address the child's physica, emotiond,
social, and educational needs.

¢ Recaveindividudized services in accordance with the unique needs and potentid of each child
and guided by an individudized service plan.

¢ Receve sarvices within the least redtrictive, most normative environment that is dinicaly
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appropriate.

¢ Receive sarvices that are integrated, with linkages between child-caring agencies and programs
and mechanisms for planning, developing and coordinating services.

¢ Be provided case management or Smilar mechanism to ensure that multiple services are delivered
in a coordinated and therapeutic manner ands that they can move through the system of services
in accordance with their changing needs.

¢ Bedbleto participatein family/professond partnershipsin dl agpects of the planning,
implementing, managing ddivery, and evauation of the service delivery system responsible for
sarving ther children.

¢ Have early identification and intervention by the system of carein order to enhance the likelihood
of positive outcomes.

¢ Beassured a smooth trangtion to the adult service system as they reach maturity.
¢ Havether rights protected and effective advocacy efforts promoted.

¢ Receive culturaly competent/appropriate services which are sensitive and responsive to culturd
and gender differences and specid needs and are provided without regard to race, religion,
nationa origin, sex, physica disability, sexud orientation, or other characteritics.

The system of care concept is aso built on the recognition that children and adolescents and their
families have multiple needs that cross traditiond agency boundaries and that coordination among child-
and family-serving agencies is essentia both at the system and client levels. The services that comprise
the system of care include an array of non-residentiad and resdential services which go well beyond the
outpatient, inpatient, and residentia treatment center services traditionaly provided by many
communities. Since resdentia services have proven to be costly and of questionable effectivenessin
integrating youth back into their families and communities, the system of care required by this program
includes arange of community-based service options including home-based services, therapeutic foster
care, and individualized services. Thus, the system of care concept upon which this program is based
cdlsfor an organized service support system that emphasizes comprehensive and individuaized,
culturaly competent/appropriate services provided in the least restrictive environment, full involvement
of families, interagency collaboration at the system leve, and care coordination at the client level. This
organized system of care should be the template for any managed care initiative(s) that may be
occurring in a State or politica subdivison.

Family Involvement -
Family involvement refers to the identification, outreach to, and engagement of diverse families (an
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inclusive term to describe families of various races, ethnicities, gender orientations, socio-economic
backgrounds, and family structures) receiving services from the proposed system-of-care
community and of the target population (as defined in the GFA) so that their experiences and
perspectives collectively drive the planning, implementation and evauation of the system of care.

Family-Run Organization -

A family run organization is a private, nonprofit entity that meets these criteria:
(1) itsexplicit purpose is to serve families who have a child, youth or adolescent with a serious
emotiona disorder (children, youth and adolescents who have an emotiond behaviord or menta
disorder, age 0-18, or age 21, if served by an Individua Education Plan (IEP).
(2) itisgoverned by aboard of directors comprised of amgjority (at least 51%) of individuas
who are family members
(3) it gives preference to family membersin hiring practices
(4) it isincorporated as a private nonprofit entity

Family Member -

A family member isan individud who isaprimary care giver for achild, youth or adolescent
with a serious emotiond disturbance (an emotiona, behaviord or menta disorder). The primary
care giver may be provided a gnificant level

of support by extended family members. Families who have children, youth, and adolescents
with serious emotiona disturbance are organized in awide variety of configurations regardless of
socid or economic satus. Families can include biologica parents and their partners, adoptive
parents and their partners, foster parents and their partners, grandparents and their partners,
sblings and their partners, kinship caregiver, friends, and others as defined by the family.
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Appendix B

Program Requirements for System of Care Development

The Comprehensve Community Menta Hedlth Services for Children and Their Families Program
provides funds for system development and services provision for children with serious emotiond
disturbance and their families. This section describes the requirements and the gpproach for (1) system
development and (2) services provison.

In addition, it outlines requirements for implementing (3) key activities of services provison including the
delivery of dinicd interventions, delivery of case management services, and

development of an individudized service plan. Furthermore, this section provides details about the
critica (4) system-of-care activities of family involvement, youth involvement, and cultural competence.

System-of-care development efforts are difficult to implement without the (5) support activities of
evaluation, technica assistance, and socid marketing. This section aso describes the requirements for
participation in these support activities. At the end of this section, awardees will find a (6) schedule
which explains the requirements for developing the system of care in phases throughout the Sx-year

period.

1. System Development

System devel opment refers to the administrative procedures and structures that awardees must
implement on a phased schedule throughout the six-year federal funding period to increase the capacity
of acommunity-based system of care to provide abroad array of services for children with serious
emotiond disturbance and their families.

Some key adminigrative procedures that awvardees must develop include:

< Systemsintegration which isviewed as the organization and coordination of ingtitutiona

resources available through federal, State and local human service systems responsible for serving
children with serious emotiond disturbance and their families. Strategic planning, consolidation of
funding streams, and policy formation are used as tools for these integration efforts. These efforts
should result in the creation of awell-organized system of care entity, which isthe main god of the
CMHS program, but additiondly, they may lead to the creation of an integrated public hedth and
welfare service authority, a managed care organization, acommission of children and their families
as consumers, ayouth and family support organization, among other such system-wide entities.

< Interagency collaboration defined asformd arrangements that child-serving agencies make
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<

among themselves to enable provison of the broad array of services. Child-serving agencies
include thosethat ddliver servicesin the areas of menta heslth, education, child welfare, child
protection, juvenile courts, juvenile corrections, primary hedlth care, and speciaty services such as
substance abuse treatment and prevention, vocationa counseling and rehabilitation. They must be
located in the community, or have the cagpacity and authority to provide services in the community.
Formd arrangements must be clearly stated in memoranda of agreement, policy manuds, board
minutes, or other documents shared among the agencies. They should specify the role that each
agency playsin the system of care. At aminimum, they specify each agency’sfinancid or in-kind
contribution, officid representation in the governance structure, participation in srategic planning,
and participation in service delivery tasks. They should dso specify whether the agency isaloca
or a State entity, and any specid requirements that must be met for participation of the local or
State agency. A gaff person should be designated to implement the above arrangements.

Services integration which refersto the efforts of a case manager, together with an individudized
care team, to organize and coordinate multiple services, and to arrange for their efficient and
effective ddlivery to a child with serious emotiond disturbance and the child' sfamily. An
individualized service plan isatoal that the case manager and individualized care team that includes
the primary family caregiver, use for sarvicesintegration. One god of servicesintegraion isto
eliminate and avoid duplication of efforts, especidly when services are ddivered through
collaborating child-serving agencies. But more importantly, the god isfor the child and the child's
family to have a unified, efficient, and supportive service experience.

Wraparound process defined as activities that help organize the ddlivery of aset of multiple
services, trestments and supports to a child and the child' s family. This set of multiple services,
trestments and supports is aimed a meeting the unique needs of the child and the child’ s family.
Some of the services may be delivered through forma agency procedures, but others may be
delivered through informd arrangements in the community. One of the formd activitieswhichis
often associated with the wraparound processis use of flexible funds.  Flexible funds refersto
service monies that can be used for many non-reimbursable service items to meet non-traditiona
needs. For example, flexible funds may be used to pay for horseback riding lessons for a child with
serious emotiona disturbance who expresses a strong interest in this recreationd activity. Inthis
gtuation, horseback riding has the potentid of having a postive therapeutic effect on the child. Like
the individualized service plan, wraparound process is another tool of services integration.

Case review which is used by a designated interagency group to examine how well services are
being ddivered to individud children and to their families. The purpose of such examination isto
develop recommendations for improvement of the adequacy, appropriateness, and qudity of the
sarvices and the procedures for ddivery of those services. Specid attention should be given to
how wel each child-serving agency is contributing to meet the individua needs of children. The
intent is not to review each case, but rather to sdect cases that exemplify the variety of needs found
among the children and their families, aswell asthe most frequent service ddivery barriersand
difficulties encountered. The review group should & least examine the individudized service plan
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and other case records, but it may aso want to arrange for interviews with the child, key family
members, case managers, and other caregiversinvolved in service ddivery. Although the term
“case” isuseful for representing an individua child and the package of services for the child and the
child’ sfamily, it is recommended that the term be used sparingly. Individud children and thelr
families often view the term asimpersond and insengtive, and prefer terms that recognize their
individudity and &firm their human dignity.

Access which refers to the ease with which digible children and their families are able to receive
sarvices. Children and their families should be provided with clear and comprehensible digibility
criteria. Procedures for determining digibility and entry into services should be efficient and timely.
The location of services should be at distances that make it rdatively easy for children and families
to reach.

Fiscal sustainability which refers to the capacity to obtain the necessary funding to maintain and
enhance the system of care beyond the six-year federd funding period. Specificaly, it refersto (1)
funding for services from collaborating State and community child-serving agencies, (2) accessto
exiding categorica service funds from public and private sources for which children with serious
emotiond disturbance and their families are digible, such as Medicad, Child Hedlth Insurance
Program, and private insurance, and (3) other public and private funds to support system-of-care
activities and gtructures, other than services, such astraining, research, and equipment. The system
of care must be fiscaly accountable to each funding source.

Support from community leaders, defined as the endorsement given by community leaders (e.g.,
judges, mayors, clergy, business executives, presdents of educationd ingtitutions) including leaders
from racid and ethnic minority populations, to the gods and activities of the system of care. Such
endorsement may be given through public satements, financid contributions, or direct
representation in the governing body of the system of care.

The awardee must dso implement severa adminidrative structures thet are necessary for the
development of the system of care. They include:

<

I nfrastructure defined as the set of services, treatments and supports that exist and are available
within the system of care to serve children with serious emotiond disturbance and their families.
Each awardee is urged to enhance and develop its infrastructure to the highest level of quaity
possible. It should am to to serve asamodd of system reform in the State. To achieve this god,
awardee’ s should avail themsdlves of training and technica assstance opportunities offered by the
Comprehensve Community Mental Health Services for Children and Their Families Program which
have the potentid to increase the qudity of the infrastructure. Awardees should dso use findings
from the Program’ s nationa evauation to identify gaps and make adjustmentsin the infrastructure
and how it functions. In addition, awardees should implement to the greatest extent possible federd
or professiond practice standards and guidelines for the ddlivery of children’s menta hedlth
sarvices. These sandards and guiddines may focus on the delivery of specific dlinicd interventions,
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but they may aso address the delivery of system-of-care services such asintensive case
management, therapeutic foster care, and home-based crisis intervention. Awardees are strongly
encouraged to include in their infrastructure one or more evidence-based services or treatments
which have been shown to be effective in research studies.

Governance body which refers to a group of individuas with the authority to make policy
decisonsfor the system of care. The group should include representatives of the public entity
which was awvarded the federd funds, but also representatives of collaborating State or community
child-serving agencies, family members, and other community representatives, including
representatives from racia or ethnic minority populations. This governing body may be organized
as aboard of directors of a newly incorporated system of care, or as a committee, task force,
workgroup or other such decisonmaking body of an existing human service agency. This body will
aso develop and uphold forma agreements and memoranda of understanding between the
collaborating child-serving agencies, including those from the State and from other relevant politica
subdivisons of the State. 1t will dso hold the system of care accountable for meeting high
gandards of care including standards for culturd competence and family involvement, aswell as
standards of practice that have been shown to be effective through research and eva uation studies.
The governance body must see that cooperative agreement funds are expended appropriately
within the community. 1t should be aware of relevant reform effortsin the State, and incorporate
each into the system of care asrequired, or as appropriate. It must monitor regularly the clinica
and functiond outcomes of children to insure that services are making a positive contribution to the
well-being of the children and their families.

Administrative team which represents the group of individuals responsible to manage, implement,

and develop the system of care. Thisteam is specificaly responsible to:

C coordinate services ddivered through the collaborating child-serving agencies,

develop adrategic plan;

budget, manage, and expend service funds on required services,

integrate funding streams, as gppropriate;

award and manage contracts for service delivery, training, technical assstance, evauation, and

communications, as appropriate;

¢ usefindings from the nationd evauation and from any locd eva uation to shape future program
direction, decisions about practices and policies that work, and the development of a managed
care approach, as appropriate.

¢ implement case review procedures,

¢ monitor the extent and qudlity of implementation of individudized service plans,

¢ examine the extent to which living and service placements for children are made in the leest
regtrictive, most normative, and most safe environments thet are dlinically appropriate;

¢ monitor the degree to which case management and other services enhance the strengths,
reslience, and well-being of the child and the child’ s family;

¢ comply with rules and regulations for eectronic exchange of information and for confidentiaity of
case records as required by the Hedlth Insurance Portability and Accountability Act (HIPAA);

C
C
C
C
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< Officein the community defined as afacility located within the geographic bounds of the system
of care, and from which service delivery is managed and coordinated.

< Management information system (MIS) that refers to a computerized system for the eectronic
dorage, management, and exchange of information within the sysem of care. At aminimum, this
system should be used to record the type, amount and costs of services delivered to each child in
the system of care. These services should include those reimbursed by Medicaid, but aso those
covered by cooperative agreement funds and by any other State or private funding streams. There
should be a close correspondence between the services ddivered as part of the individuaized care
plan and the services recorded on the MIS. As much as possible, the MIS should be integrated
across the collaborating child-serving agencies and be used as atool for the coordination of service
delivery. In addition, the MIS should have the capacity to integrate child and family outcome data
from the nationa evaugtion.

2. Services Provision

Certain menta hedlth and support services are required and must be provided by awardees. Other
services, including training and continuing education, are optiond. Some non-mental health services
need to be included in the individudized service plan, even though funds from the cooperdtive
agreement cannot be used to purchase them.

Required Mental Health and Support Services. The system of care developed by the local public

entity must establish afull array of mental heglth and support servicesin order to meet the clinica and

functiona needs of the target population. Thisarray must consist of, but is not limited to, the following:

< Diagnosgtic and evauation services,

< Case management;

< Individudized service plan;

< Outpatient services provided in aclinic, office, school or other gppropriate location, including
individud, group and family counsdling services, professond consultation, and review and
management of medication,

< Emergency services, available 24 hours a day, 7 days aweek, including criss outreach and criss
intervention,

< Intensve home-basad services for children and their families when the child is a imminent risk of
out-of-home placement or upon return from out-of-home placement,
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< Intensve day treatment services,
< Respite care,
< Therapeutic foster care;

< Thergpeutic group home services caring for not more than 10 children (i.e. services in therapeutic
foster family homes or individud thergpeutic resdentia homes) and,

< Assgance in making the trangtion from the services recelved as a child to the services received as
an adult.

The required services listed above should be integrated, when appropriate, with established dternative
hedling practices of racid or ethnic minority groups represented in the community, especidly if there are
indications that such integration will held reduce racid or ethnic disparitiesin menta hedth care.

Section 562(g) of the Public Hedlth Service Act alows for awaiver of one or more of the above
services requirements for gpplicants who are an Indian Tribe or triba organization, or American
Samoa, Guam, the Marshd| 1dands, the Federated States of Micronesia, the Commonwedlth of the
Northern Mariana Idands, the Republic of Pdau, or the United States Virgin Idands if CMHS staff
determine, after peer review, that the system of care indis family-focused, culturally competent, and
uses the least redrictive environment that is clinicaly gppropriate.

Optional Services. In addition to the menta hedth services described above, the system of care may
provide the following optiona services:

< Screening assessments to determine whether or not a child is eigible for system-of-care services,
< Traning inthefalowing aress:
¢ Implementation of individualized service plans, and management of individudized care teams;
¢ Providgon of intensive case management, intensive home-based services, intensive day
trestment, therapeutic foster care or theragpeutic group homes caring for not more than 10
children, clinical practices, emergency services, crisgs outreach, criss intervention, respite
care,
¢ Adminigration of the system in areas such as managed care, strategic planning, interagency
coordination, fiscal management, management information systems, personnd management,

and project management, as long as such training is directed toward reinforcing system-of-
care practices and not the practices of a conventiona service system;
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¢ Implementation of evidence-based clinica interventions which are defined asinterventions
that have been scientificaly shown to be effective;

¢ Deveopment and implementation of practices and interventions that are appropriate for
specific racid or ethnic groups, and have the potentid to diminate disparitiesin menta hedth
care.

< Recregtiond activities, and;

< Other mental hedlth services determined by the individualized care team to be necessary,
appropriate, and meet a critica need of the child or the child’s family related to the child’s serious
emotiond disturbance.

NOTE: Cooperative agreement funds and matching funds can be used to purchase individudized
optiona services from appropriate agencies and providers that directly address the menta hedlth needs
of children and adolescents in the target population. However, the funding of these services should not
take precedence over the funding of the array of required servicesin this GFA.

Non-Mental Health Services. Funds from this program cannot be used to finance non-mental health
sarvices. Nonetheless, non-mentd hedlth services play an integrd part in the individualized service plan
of each child. The system of care must facilitate the provision of such services through coordination,
memoranda of understanding and agreement, with relevant agencies and providers. These services
should be supplied by the participating agencies in the system of care and include, but not be limited to:

Educationd services,

Hedth services,

Substance abuse treatment and prevention services,
Vocationd counseling and rehabilitation; and,
Protection and advocacy.

N N N NN

A relatively high percentage of children with serious emotiona disturbance are expected to have a co-
occurring substance use disorder. 1n such cases, treatment for the substance use disorder should be
included in the individualized service plan. For those children with a serious emotiond disturbance who
are a risk, but have not yet devel oped, a co-occurring substance use disorder, prevention activities for
substance abuse may be included in the individuaized service plan.

In addition, the loca entity must develop memoranda of understanding with appropriate agencies and
providers for ddlivery of services available under Federd entitlementsincluding:

Title XIX,

Title IV-A,

TitleIV-B and Title IV-E of the Socid Security Act,

Early Periodic Screening, Diagnostic and Treatment Program (EPSDT),

N N NN
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< Individuals with Disahilities Education Act, both Parts B and H, specificaly linking an ISP
developed under this program with an Individuaized Education Plan or efforts developed in
compliance with the Family Preservation and Support Act.

These memoranda of understanding are to be included in Appendix No. 1 entitled, Memoranda of
Undergtlanding for Services Coordination and Evauation.

3. Key Activities of Services Provision

The provison of system-of-care services for children with serious emotiond disturbance and their
families emphasizes (1) ddlivery of effective dinicd interventions, which research has demondrated to
produce postive child outcomes, (2) provison of case management services for each child and the
child' sfamily, and (3) development of an individudized service plan for each child and the child's
family.

Delivery of Clinical Interventions. The system of care mugt assure that children with serious
emotiond disturbance have access to the most effective clinicd interventions. A clinical intervention
refersto a service, treatment, or therapy that is used to treat a specific diagnosable emotional,
behaviora, or menta disorder, or a combination of co-occurring disorders, and is ddlivered by trained
personnel. The system of care should at least:

< implement one or more evidence-based interventions which have been scientificaly sudied and
have been found to produce positive outcomes in children;

< insure that procedures for diagnostic and trestment planning will match the most appropriate
treestment or combination of trestments with the specific menta health needs of the child;

< encourage implementation of state-of-the-art, community-based treatments,

< make necessary adaptations of innovative evidenced-based interventions for the target
populetions, particularly for racia and ethnic minority populationsin the specific communities
involved,

< conduct clinical assessments in amanner that recognizes gender and culturd differencesin the
diagnogis of overt behaviors and the evauation of presenting problems; and

< address the training needs of cliniciansin severd areasincluding delivery of evidenced-based
treatments and appropriate application of DSM-1V diagnostic categories.

Delivery of Case Management Services. Case management, or care coordination services, tailored

to the needs of individua children are required for dl children and adolescents offered access to the
system of care under this program. Case management represents the procedures that atrained
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service provider uses to access and coordinate services for a child with a serious emotiona
disturbance, and the child' s family.

The system of care will provide each child in the target population an appropriate leve of case
management. Case management services should at lesst:

< Unify services provided to the child and the child’ s family including those specified in the
individuaized service plan, and any other service.

< Egtablish digihility of the child and the child' s family for any financid assstance and services
under Federa, State and locd programs, and document that such services and supports are
received,

< Reassess the needs of the child and the child's family at regularly established intervas and modify
the individualized service plan accordingly; and,

< Provide to the family information on the extent of progress made toward the objectivesin the
individudized service plan.

Development of an Individualized Service Plan

Each child or adolescent served within the system of care funded under this program must have an
individualized service plan developed by an interagency team which includes the child's parents and,
unless dinicaly inappropriate, the child. Theindividualized service plan refersto the procedures
and activities that are appropriately scheduled and used to deliver services, treatments, and supports to
achild and the child’' sfamily. These procedures and activities must fit the unique needs of the child and
the child’ sfamily. The group which assgts the case manager, family member, and child to implement
the individudized service plan istheindividualized care team. Thisteam conssts of representatives
from child-serving agencies that provide services to the child and the family, as well as other Sgnificant
individuas in the community who reae closdly to the child and family, such asaminiger, friend, or
community leeder.

Deveopment of the individudized service plan must include:

< Anemphass on building upon the exigting strengths of the child and the child' s family;

< Coordination with services available under parts B and H of the Individuas with Disgbilities
Education Act (IDEA), including consistency and coordination with the Individualized Education
Plan (IEP).

< Coordination with services available through the U.S. Department of Health and Human Services,
Adminigration for Children and Families Family Preservation and Support Program (Title 1V-B,
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Subpart 2, Socia Security Act.)

< Incluson and implementation of the following components of the plan:
a. Description of the need for services,
b. Recognition of exiding strengths of the child and the child’ s family;

c. Development of objectives that meet the needs of the child and the child’ s family and which
build upon the exigting strengths of the child and the child's family;

d. Development of amethodology for meeting these objectives,
e. Provison of the services as gppropriate, including vocationa counseling and rehabilitation
sarvicesand trangtion services offered under IDEA, for those children 14 years or older who
require them; and
f. Dedgnation of lead agency responsible for case management services.

< Review of the gppropriateness of services in the individuaized service plan, and revise when

necessary, or a least quarterly.

4. Activities of Family I nvolvement, Y outh I nvolvement and Cultural Competence

Family involvement, youth involvement and cultural competence represent other key activities that must
be implemented in a system of care. Family involvement refersto the active participation of family
members in decisons about the care of their child with a serious emotiona disturbance, but also in
decisions about system-of-care development and services provision for other children and their families.
Youth involvement is viewed as the active participation of youth in decisions about the care they
receive, aswell as decisions about system-of-care development and services provision to other youth.
Cultural competence is defined as the atitudes of individua service providers toward children with a
serious emotiond disturbance and their families who are from racid or ethnic minority groupsin the
community. These attitudes must contribute to the well-being of the target children and their families. It
aso refersto the policies and practices of the system of care that have a postive effect on the well-
being of these children and their families.

Racial or ethnic minority groups refersin this GFA to the four racid or ethnic groups which have
been found to be nationdly underserved in the area of hedthcare, including the African American,
Higpanic, American Indian and Alaskan Native, and Asan American and Pacific Idander groups. It
aso incudes underserved immigrant and refugee groups who have recently arrived in the United States
from other countries of the world.




Family I nvolvement. The system of care must develop and incorporate practices of family
involvement that indude:

Family member participation in planning, implementing and evauating the project;

Cregtion of aloca parent support organization, or complement an established initiative (such asa
CMHS-funded Statewide Family Network grantee), where there is no existing family-run
organization in the target community;

Desgnation of afull-time eguivaent position for afamily member to serve as key family contact
for the sysem of care. At aminimum, the responshilities of the key family contact should
include advocacy for other family members of children receiving services, outreach to family
members of children not recalving services, and, serving as one of the family member
representatives on the governance body.

Financid support to sustain family involvement in the system of care beyond the federd funding
period.

Cregtion of a srong partnership between professonds and family members which enables family
members to participate in the planning, management, and evauation of the system of care.

Compensating and fiscally supporting families whose children are digible for services, aswdl as
the exiging family organizations whose focus is on these children and families. Theam of such
support is to enable family members and family organizations to participate in activities related to
the development, implementation and eva uation of the system of care. The support should o
be for families and family organizations from racid or ethnic minority backgroundsin the
community.

Youth I nvolvement. Activitiesto support youth involvement should include:

<

Designation of an individua who will serve as youth coordinator in the system of care. Duties of
the youth coordinator should & least include helping to form an organized group among youth
recelving services, advocating for youth who are receiving services, reaching out to eigible youth
who are not receiving services, and, representing youth on the governance body.

Cultural Competence. The following activities are designed to enhance the cultural competence of
the system of care:

<

Compliance with Title VI of the Civil Rights Act.
Reaching cultura competence standards as suggested in documents such as the Culturaly and
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Linguigtically Appropriate Standards (CLAS) in Hedlth Care, and those included in CMHS
Cultural Competence Standards publication.

< Recommending the incorporation of culturdly gppropriate practices in the individuaized service
plan such as usng the preferred language of the child and the child’s family during service
delivery; nurturing the strengths and customs of the child and the child’ s family thet are part of
ther culturd or reigious heritage; and, recognizing behaviors and beliefs of the child and the
child’sfamily that are normd in their culture, but perceived as different in the community at-large.

< Inviting individuas from racid or ethnic minority groups in the community to participate in
activities of such system-of-care entities as the governing body, adminigrative team, case review
group, and individualized care team. These individuas should be able to serve as advocates for
children and families from these culturd groups.

< Providing evidence that the management plan, Saffing pattern, project organization, and resources
are appropriate and adequate for carrying out all aspects of the proposed project, and are sendtive
to issues of language, age, gender, sexud orientation and race, ethnicity, and culture.

< Expanding the services available through the system of care to include service providers
representing the racia and ethnic compogtion of the community.

< Addressing disparities in access to care, qudity of mentd hedth services, avallability of effective
clinica interventions, satisfaction with services, and other system-of-care outcomes, for children
and thar families from racid or ethnic minority groups.

< Panning for service provison (1) in the culturd context preferred by the child and the child' s family,
(2) without discrimination againg the child or the child’ s family on the basis of race, religion,
nationa origin, sex, disability or age (i.e, for the child, within the age range of 21 years or younger).
Please a0 refer to the SAMHSA documents, Elements of Cultura Competence in Appendix D and
Limited English Proficiency Assstancein Appendix E.

5. Activitiesthat Support System-of-Car e Development

The Comprehensve Community Mentd Hedlth Services for Children and Their Families Program
provides evaluation, technica assistance and communications support to awardees to assst them with
their efforts to develop systems of care.

Evaluation. Section 565(c) of the Public Hedlth Service Act requires that eval uations be conducted
to assess the effectiveness of sysems of care. Specificaly, these evauations must include:
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< longitudind studies of outcomes of services provided through systems of care;
< other sudies regarding service outcomes,
< dudies on the effect of sysems of care on the utilization of hospital and other inditutiona settings;

< dudieson the barriers and achievements that result from interagency collaboration; and,

N

studies on parental perceptions of the effectiveness of systems of care.

The Comprehensive Community Menta Heelth Services for Children and Their Families Program will
award a contract to a private entity to develop a cross-Site program evauation which will be used to
comply with the requirements described above. This cross-gte evaduation is referred to in this GFA as
the national evaluation. It goplies multiple methods for conducting the evaluation, and it is designed
to maximize the usefulness of the results for developing systems of care among awardees. Itisaso
designed to create long-term capacity among the awvardee communities to eva uate themselves,
especidly after federd funding ceases. Awardees are required to participate in the implementation of
the nationd evauation.

During the first year of the cooperative agreement, each awardee will receive detailed instructions about
the design of the evauation, and the procedures for implementing each component of the evauation.
For example, one component requires implementation of alongitudina outcome study that includes the
enrollment and follow-up of gpproximately 100 children per service year, with atota representetive
sample of about 300-400 children over the 6-year federa funding period. At the time of enrollment, a
basdline assessment of the child and the child's family will be administered. Follow-up assessments will
occur a periodic intervals (e.g., every 6 monthsfor up to 3 years) while children are receiving services
and after these services have terminated

The nationa eva uation includes measures on the characteristics and outcomes of children, their families,

the system of care, and the services ddivered through the system of care. Measures on the

characteridtics of children and familiesinclude, but are not limited to:

< Number of children enrolled and served by the system of care;

< Demographic information on each child and the child’ s family served by theinitiative (e.g., age, sex,
race and ethnicity, family compodtion, family income, family member employment satus, family
member educationa satus);

< Diagnodic information --- primary, secondary, tertiary diagnosis, aswell as primary presenting
problem(s);

< Child and family risk and protective factors;

37




AN

Mentd hedth service hiory;

Standardized clinical and functiona assessments,
Sdtisfaction with services,

Family-professond rdationships or dliance;
Redtrictiveness of the service placement and living Stuation.
Immigration and migration status and characteritics.

Leve of acculturation of the child and the child' s family.

On the other 9de, measures of the characteristics and outcomes of the system of care and the services
delivered through the system include, but are not limited to:

<

Edtimate of unmet need;
Access to sarvices,

Types of services provided to each child and the child's family through the individuaized service
plan;

Fiscd information including budget figures, as well as charges and actud expenditure dataon
sarvices from each  collaborating child-serving agency obtained from management informeation
systems,

Useof third party reimbursements (e.g., private insurance, Medicaid);

Collaboration and coordination among system components (e.g., child-serving agencies, family
organizetions, services);

Adequacy and effectiveness of interagency governance structures,
Adequacy of participation of youth and family membersin service development and planning;

Capacity of the system of care and its collaborating child-serving agencies to serve children with
serious emotiond disturbance and thair families,

Avallability of mentd hedth providers who are from the racid and ethnic communities represented
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in the system of care;

< Avalability of culturdly competent specidty providersin areas such as dlinica interventions and
Substance abuse services,

< Compliance with limited English proficiency standards and requirements (LEP);

< Integration of individuds from diverse communitiesinto the governance structure of the system of
care.

< Capacity of the project to (1) establish ajurisdiction-wide system of care, (2) develop the system
of careinto amanaged care initiative, and (3) provide children and their families with accessto case
records.

Regular training and technical assistance sessions will be conducted on Site, during awardee meetings,

and a other scheduled times throughout the six-year federd funding period. Evaluation staff and other

system-of-care staff will be asked to participate in these training and technica ass stance sessons.

To meet requirements of the nationd eva uation, awardees will be responsible to:

< adhere closdy to the design of the nationd eva uation.

< implement procedures for collection, entry, management, and storage of data.

< tranamit datato the nationd eva uation contractor on aregular bass.

< report evauation findings on the locd system-of-care to the stakeholders of the system of care
including family members, personnd of collaborating child-serving agencies, dlinical staff, members
of the governing body, among others.

< useevduation findings to inform system-of-care development efforts including improvement of
management procedures, adoption of new system and service policies, attaining new sources of

public and private financing, anong other efforts.

< involve youth who are receiving services and their family membersin the implementation of the
nationa evaluation.

< obtain written assurances from each participating agency indicating a willingness to cooperate with
the required activities of the nationd evaluation. Assurances are to be included in Appendix No.1.

< hireat least two full time eguivaent (FTE) evauation staff. One FTE must have an earned Ph.D. in
public hedlth, psychology, socia work, or other relevant area of the human services. At least one
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of the full-time evauation aff should have an office located in the avardee community. Evauation
gaff must be knowledgegble of and experienced in coordinating and implementing longitudind data
callection activities including tracking of cases, data management, data analys's, basic quantitetive
and quditative evauation methods, and report writing.

< paticipatein an annud 2 to 3 day dte vist conducted by the nationd evauation contractor to
asess development of the awardee' s system(s) of care. Applicants must secure agreement from
each collaborating child-serving agency that saff will be available for thevigt. (Rdevant
agreements should be provided in Appendix No. 1).

< obtain gpprova from an Indtitutiona Review Board (IRB) associated with the system of care to
perform the data collection requirements of the nationd evauation.

CMHS will obtain OMB cdlearance to conduct data collection for the national evauation in compliance
with the Paperwork Reduction Act of 1995. Such clearance will be obtained during the first year of the
federd funding period. Awardeeswill not implement the nationd evauation until OMB has approved
the nationd evauation plans.

Each awardee will receive regular evaluation reports from the national evaluator that describe
how well the system of care is developing in its own community. Staff in the awardee
communities should use this information to improve their systems of care, improve the clinical
and functional outcomes of children with serious emotional disturbance, and increase the
participation of family caregivers in meeting the needs of their own children and in the system-
of-care development activities.

Each awardee is encouraged to aso enhance the nationa evauation with its own loca evaluation
activities. Theselocd evduation activities will hep insure that the unique needs for system-of-care
development in the awardee’ s Steisbeing met. Data and findings from local evauation efforts do not
need to be tranamitted to the nationa eval uation contractor, unless arrangements are made for a specid
study that can be valuable for the development of systems of care across the nation. However, critical
findings from locd evauation efforts may be reported in cooperative agreement re-gpplications and
quarterly reports.

Technical Assistance. The program provides avardees training and technical assstance to assst
them with the planning, development, and operations of the system of care.

Awardees will be respongble to:
< Deveop atechnica assstance plan for the system of care.

< Assesscontinuoudy the technical assstance needs of the system of care.
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Organize and implement training activities to address developmenta needs of the system of care.

Egtablish an interagency team to assst with the assessment, planning, and implementation of training
and technica assgtance activities. Theinteragency team will dso asss with the identification of
resources to address training and technical ass stance needs of each stakeholder group associated
with the system of care.

Desgnate a least a hdf-time equivdent gaff person to serve as technica assistance coordinator.

Social Marketing. Awardees will aso receive support from a communications contractor of the
program to implement socid marketing and communications activities.

Awardees will be responsible to:

<

Deveop aculturaly and linguisticaly competent socia marketing plan that includes (1) providing
information to the public regarding the system of care and its services, and, (2) educating the public
about the needs of children with serious emationd disturbances and their families, and (3) good
mental hedlth practices for meeting those needs.

Desgnate at least a hdf-time equivalent position for socia marketing- communi cations manager.

Provide support to a family organization associated with the system of care to implement outreach
drategies with families of children with serious emotiond disturbance who are from racid and ethnic
minority groups represented in the community.

Implement a socid marketing strategy that determines the informationa needs of target audiences,
and that develops messages, materids and activities that are in compliance with Title VI of the Civil
Rights Act, CLAS standards, and the standards identified in SAMHSA’s Cultura Competence
Standards.

6. System Development Schedule

Below is adescription of the activities that should be scheduled during each phase in the devel opment
of the system of care. Please see Table 1 for asummary of these activities.

First Year Activities. Thefirg year of the cooperative agreement will be used to:

<

develop alogic modd of the system of care which will serve asthe basisfor developing the
grategic plan for the project. The logic modd should at least describe the context in which the
system of care will be developed, the resources available for the system of care, the activities that
will drive system-of-care development, and the individud, services, and system outcomes expected
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from the system of care.

< develop adrategic plan for implementation of the system of care throughout the six-year federa
funding period. The drategic plan should specify how each of the activities in the Program
Requirements section of this GFA will be developed. In addition, the strategic plan should include
atechnica assstance plan that shows how training and technica assistance activities will be
targeted to areas that require further development within the system of care.

< hirekey personnd.

< edablish the adminidrative team

< organize the governing bodly.

< enhance and develop required services through (1) the direct creation of new programs, (2)
contracts with existing private non-profit service organizations, (3) coordination and expansion of

services delivered by collaborating child-serving agencies, (4) and other such mechanisms.

< develop an approach for service integration and coordination that is appropriate for the target
population;

< cregte the format for the individudized service plan that incorporates afull array of menta hedth
and support services.

< identify resources and activities to address family involvement, youth involvement, and culturd
competence in the system of care.

< cregte the cgpacity to implement the nationd evauation.

Full Implementation - Second through Sixth Year. Itisanticipated that the system of care will
begin to operate during Y ear Two of the cooperative agreement. In other words, the system of care
should begin to enrall and serve children and their families through its array of services, and should
begin to enrall children and their families into the nationa evauation.

In Years Three to Six, the system of care will continue to enhance and maintain its cgpacity to meet the
needs of target children and their families. It will aso develop plans for sustaining the system of care
beyond the six-year federd funding period.

Please see Table A-1 below for a summary of tasks that should be completed during each year of the
cooperative agreement.
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Table A-1. Summary of Main Tasks for the
Six-Year Cooperative Agreement

Funding
Y ear

Main Tasks

Firs

C

C

O O OO OO OO

develop alogic modd for the system of care which will serve as guide for the
drategic plan

develop a six-year drategic plan, which expands on the implementation plan
described in the gpplication

develop asix-year plan for technical assstance and training activities

hire key personne

establish the adminidrative team

organize the governance body

enhance or develop required services

develop the gpproach for services integration and coordination

create the format for the individuaized service plan

implement activities for family involvement, youth involvement and culturd
competence

build the capacity to implement the nationa evauation

Second

¢ begin to operate the system of care
¢ beginto enroll and serve children and their families
¢ enroll children and their families into the evauation
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Threeto Six | ¢ enhance, and ultimately maintain, the capacity to serve children and their families
¢ deveop adrategic plan to sustain the system of care beyond the six-year period
of federd assstance, and which expands on the plan included in the application




Appendix C
Background for Systemsof Care

Public Law 94-142, The Individuals with Disabilities Education Act, was passed to assure that all
children with disabilities have available to them...a free and appropriate public education. Passed at a
time when one million children with disgbilities were excluded from the public school system, the Act
mandated procedures to assure that to the maximum extent appropriate, children with disabilities,
including children in public or private ingtitutions or other care facilities, are educated with children who
aredisabled. The Act has helped many children with disabilities to succeed in loca schools and
communities. However, children with serious emotiond disturbance, identified as the most difficult
population of children to serve within the school setting, had no appropriate service system within the
schoal setting, had no gppropriate service system within their home and community environment to offer
support. Asone Director of Specid Education lamented, children with a serious emotiona disturbance
are the least understood, most difficult to serve and o little money exists to serve them well.
Unclaimed Children, commissioned by the Children’s Defense Fund and authored by Jane Knitzer,
Ph.D., in 1982, further documented the plight of children with serious emotiond disturbance and their
families

Since 1984, the Federd government has supported the devel opment of more accessible and
appropriate service delivery systems for children and adolescents with serious emotiond disturbance
and their families. One such effort was the Child, Adolescent Service System Program (CASSP). This
demondtration program offered grants to States to design a system of care for children and adolescents
who are experiencing a serious emotiona disturbance and their families. The key principles behind
designing these sysemswere: 1) involvement of the menta health authority for the State, county and/or
city; 2) child serving agencies collaborate on behaf of children and adolescents with a serious emotiond
disurbance and their families, 3) these sysemsinvolve families as partnersin ther planning,
implementation and maintenance; 4) systems of care need to be culturdly relevant and competent; 5)
services need to be individuaized for each child and family; 6) child and family assessments need to be
strength-based; and 7) systems of care need to have a broad array of services delivered in the home
and community.
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Appendix D
Cultural Competence Elements

This appendix describes many of the important elements of cultural and linguistic competency.
Applicants may refer to it -in addition to the standards and guidelines referred to in this GFA.

Project Description and Need Justification: Knowing the unique characteristics of the
community/target population is critica to the success of the proposed project.

Experience, or Track Record of I nvolvement, with the Target Population — The applicant
organization should have a documented history of programmatic involvement with the target

popul ation/community to be served by the proposed project. If your organization does not yet have a
track record with this target population, your organization should plan to acquire the tools and
information needed to become culturdly competent (for instance, by establishing collaborations,
designing and implementing a cohesive plan, seeking technica assstance, contracting services, Saff
sharing/co-location, or seeking specid training and staff development).

Community Representation — The population/community targeted to receive services should
participate actively in dl phases of program design. There should be an established mechanism to
provide opportunities for community members (including consumers, providers of services and
representatives of informa systems of care) to influence and help shape the project’ s proposed
activities and interventions.  Such mechanisms may include, but are not limited to, establishment of an
advisory council, cultural competence committee and/or board of directors, with written working
agreements that ensure their active participation and advisory ass stance concerning the course and
direction of the proposed project.

L anguage and Communication — Project-related communications must be appropriate to the target
population/community. Congder information thet is available about the target group’s primary
language(s) and literacy levels (for instance, whether a Sgnificant percentage of the target
populaion/community is known to be more comfortable with alanguage other than English). Multi-
linguitic resources, which might include the use of skilled bilingual and bicultura individuas when
appropriate, can be beneficial. Materias produced in English need to be adapted — not just trandated —
to meet the needs of non-English speskers. Audio-visud materids, public service announcements
(PSAS), training guides and print materias can be used, as well as materids produced as a result of the
project, are agppropriate for the target population/community in terms of gender, age, culture, language
and literacy leve.

Staff Qualifications and Training — The gaff of the organization should have training activities
addressing characterigtics of the target population (including race/ethnicity, gender, age, sexua
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orientation, disability, and literacy). For purposes of thisitem, “staff” would include at least
adminigtrators, advisors, board members and service providers. Evauation - There should be a
rationale for the use of the evauation instrument(s) that are chosen, and the rationale should include a
discusson of the vdidity of the ingrument (s) in terms of the gender/age/culture of the group(s) targeted.
The evduators should be sengtized to the culturd and familiar with the gender/age/culture whenever
possible and practical. Program eval uation methods and instruments should be culturally appropriate to
the popul ation/community served.

Efforts should be made to ensure findings are interpreted in a culturdly competent and sendtive manner.
Describe culturd issues you anticipate may influence outcomes for your target population (including,
potentialy, the impact of using available insruments that may not be completely appropriate for the

specific population).
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Appendix E

Limited English Proficiency Assistance

Effective August 30, 2000, the Department of Health and Human Services issued policy guidance to
assist hedlth and socid services providersin ensuring that persons with limited English skills (LEP) can
effectively access critical hedlth and socid services. All organizations or individuas thet are recipients
of Federd financid assstance form DHHS including hospita's, nurang homes, home hedth agencies,
managed care organizations, heath and menta health service providers, and human services
organizations have an obligation under Title VI of the 1964 Civil Rights Act to:

1 have policies and proceduresin place for identifying the language needs of ther providers
and client population;

2. provide arange of ora language ass stance options, gppropriate to each facility’s
circumstances,

3. provide natice to persons with limited English skills of the right to free language assstance;

4, provide staff training and program monitoring; and

5. aplan for providing written materias in languages other than English where a Sgnificant

number or percentage of the affected population needs services or information in alanguage
other than English to communicate effectively.

Providers receiving DDHS funding including SAMHSA’ s mentd hedlth block grants and discretionary
grants must take steps to assure that limited English skills do not restrict access to full use of services.
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Appendix F

Key Personnel

Principal | nvestigator

Sarves asthe respongble officid for the fiscal and administrative oversight of the cooperative agreement
and is dso responsible and accountable to the funded community for the proper conduct of the
cooperative agreement. The awardee s, in turn, legaly responsible and accountable to PHS for the
performance and financial aspects of activities supported through the cooperative agreement. The
Principal Investigator may aso be responsible, or designate someone to be responsible, for liaison with
date officias and agencies.

Project Director

Responsible for overseeing the development of a comprehensive strategic plan for creating and
implementing the proposed system of care; establishing the organizationd sructure, hiring staff and
providing leadership in dl facets of the development of the system of care.

Key Family Contact

Typicaly this pogtion isfilled by a parent or other family member of a child or adolescent with a serious
emotiond disturbance who has received services from the public service sysem. This postionis
respongble for either setting up, or working with an existing family-run organization, representative of
the cultural and linguistic background of the target population. Responghilities include, but are not
limited to, working in partnership with the awardee gaff in dl aspects of implementing the system of
care and providing support services for families receiving services through the cooperative agreement.

Youth Coordinator

This pogtion, typicaly filled by ayoung adult, is responsble for developing activities for bringing the
voice of youth who have serious emotiond disturbance to staff who are charged with the programming
and implementation of the system of care. Responshilities aso include developing programs for young
people to assst ther involvement in the development of the system of care.

Key Evaluation Staff
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These aff will fill a least two full-time positions to direct and coordinate the implementation of the
nationd evauation sponsored by the Comprehensive Community Mentd Hedth Services for Children
and Their Families Program. These individuaswill be responsible for devel oping the procedures for
conducting alongitudind study of children served through the program and their families. They must
also purchase and set-up the computer hardware and software required to enter, store, manage,
andyze, and transmit data. They must dso have the expertise to andyze,

interpret, and report results. They are aso expected to have the ora skills for presenting papers a key
research conferences, and to have the writing skills to publish results in peer-reviewed journds as well
asin publications for consumption of multiple public audiences including policymakers, family members,
and agency professonds. Furthermore, they should be able to incorporate youth and family members
in multiple activities of the evaudtion.

Social M arketing-Communications M anager

Responsble for developing a comprehensive socia marketing/communications strategy for the awardee
community including: asocid marketing sirategic plan, public education activities and overal outreach
efforts. Coordinates activities with the national communications campaign contractor.

Technical Assistance Coordinator

Serves asthe centrd point within the system of care for Strategizing and ng the technica
assistance needs of the community, and the primary link with the Technical Assistance Partnership for
ng the appropriate technical assistance. Technica assstance areas may include culturaly
competent practices and services, leadership, partnership/collaboration, strategic planning, wraparound
planning, sustainability, family involvement, youth involvement.

State-L ocal Liaison

This position will serve as the bridge between the State and the awardee community in the work of
cregting asingle system of care that will be sustained through collaborative and integrated funding
investments from State and/or community-based child- and family-serving public agencies. This
includes working to establish interagency involvement in the project’ s structure and process by
developing and/or changing interagency agreements and other public policies rlevant to the creation of
the system of care.
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Appendix G

Past and Current Grant Communities
of the Comprehensive Community Mental Health Services for Children and
Their Families Program

Grantees Funded in 1993-1994

Number of
Counties
Project Name State Included Names of Counties
East Baltimore Mental MD . . .
Health Partnership 1 Baltimore City (Baltimore County)
Stark County Community OH
Mental Health Board 1 Stark
The Village Project SC 2 Charleston, Dorchester
Department of Mental \2) Franklin, Orleans, Essex, Lamoille, Caledonia,
Health and Mental 13 Chittenden, Washington, Addison, Orange,
Retardation Rutland, Windsor, Bennington, Windham
Five Counties CA 5 Riverside, San Mateo, Santa Cruz, Solano,
Ventura

Famil hil K .

amily arjd Chi d.ren S 1 Sedgewick
Community Services
Wings Project ME 4 Piscatquis, Hancock, Penobscot, Washington
Olympia NM 1 Dofia Ana
Pitt-Edgecombe-Nash NC
Public Academic Liaison 3 Pitt, Edgecombe, Nash
(PEN-PAL)
Project Reach RI 3 Providence, Kent, Washington
Wraparound Milwaukee wi 1 Milwaukee
Multiagency Integrated CA 1 Santa Barbara
System of Care
Youth and Family System CA 5 Sonoma, Napa
of Care
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Hawaii Ohana Project

HI

Honolulu

Community Wraparound
Initiative

Cook

Grantees Funded in 1993-1994 (continued)

Project KanFoucs KS Labette, Cherokee, Crawford, Wilson, Elk,
13 Chautauqua, Montgomery, Anderson, Woodson,
Allen, Bourbon, Neosha, Linn
* Navajo Nation K’e Project NM 5 San Juan, McKinley, Coconino, Apache, Navajo
FRIENDS Initiative - Mott NY Bronx Borough (County) — but encompassing only
Haven (South Bronx) 1 a few Census tracts around the Mott Haven
community of the South Bronx
SED Partnership Grant ND Minot - Bottineau, Burke, McHenry, Mountrail,
17 Pierce, Renville, and Ward
Bismarck - Aurleigh, Oliver, Morton, Kidder, Grant,

McLean, Mercer, Sheridan, Sioux, Emmons

Th iti
e New Opportunities OR 1 Lane

Program
Philadelphia Kinship Care PA 1 Philadelphia
Program
Alexandria Children’s VA
Comprehensive and .
Enhanced Service System 1 Fairfax
(ACCESS)
Totals 79

Grantees Funded in 1997

Partnership

Number of
Counties
Project Name State Included Names of Counties
The Jeffe_rson County . AL 1 Jefferson
Community Partnership
Intensive Services .
Evaluation Project SDb 1 San Diego
* Kmihgitahasultipon
Project .
. ME 1 Washington

(Passamaquoddy Tribe g
Indian Township)
Southwest Community M 1 Wayne
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Central Nebraska Initiative Blaine, Loup, Garfield, Wheeler, Custer, Valley,
for Families and Youth - NE 29 Greeley, Sherman, Howard, Merrick, Buffalo, Hall,
Central Nebraska Hamilton, Phelps, Kearney, Adams, Clay, Furnas,

Harlan, Franklin, Webster, Nuckolls

Grantees Funded in 1997 (continued)

North Carolina Families and Ayson, Buncombe, Cleveland, Guilford, Hoke,
Communities Equal NC 11 Madison, Mitchell, Montgomery, Moore,
Success (FACES) Richmond, Yancey

* The Sacred Child Project
(Fort Berthold, Standing
Rock, Spirit Lake, and ND 18
Turtle Mountain Indian
Reservations)

Benson, Divide, Dunn, Eddy, McLean, McKenzie,
Mercer, Montrail, Nelson, Ramsey, Rolette, Sioux,
Ward, Williams, North Dakota; Sheridan, Richland,
Roosevelt, Montana; Corson, South Dakota

Children’s Upstream Franklin, Orleans, Essex, Lamoille, Caledonia,
Services VT 13 Chittenden, Washington, Addison, Orange,
Rutland, Windsor, Bennington, Windham

Northwoods Alliance for

Children and Families WI 6 Forest, Langdale, Lincoln, Marathon, Oneida, Vilas

Totals

74

Grantees Funded in 1998

Number of
Counties
Project Name State Included Names of Counties
Tampa-Hillsborough
Integrated Network for Kids FL 1 Hillsborough
(THINK)
Kentucky Bridges Project (3 Breathitt, Knott, Lee, Leslie, Letcher, Owsley,
rural Appalachian regions) KY 22 Perry, Wolfe, Floyd, Johnson, Magoffin, Martin,
Morgan, Pike, Bell, Clay, Harlan, Jackson, Knox,
Laurel, Rockcastle, Whitley
* Mno Bmaadzid Endaad
(“Be in good health at his
house” - Sault Ste. Marie M 7 Alger, Chippewa, Delta, Luce, Marquette,
Tribe of Chippewa Indians Mackinac, Schoolcraft
and Bay Mills Ojibwa Indian
Community)
Partnership with Families MO 1 St. Charles
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Families First and

Foremowst Community NE 1 Lancaster
Collaborative
Neighborhood Care Center NV 1 Clark

Project

Grantees Funded in 1998 (continued)

Clackamas Partnership OR 1 Clackamas

Com_munlty Connections for PA 1 Allegheny

Families

Project Hope RI 3 Providence, Kent, Washington

Travis County Children’s .

Mental Health Partnership ™ 1 Travis

Utah Frontiers Project Beaver, Carbon, Emery, Garfield, Grande, Kane
uT 6 (Also proposed: San Juan, Piute, Wayne, Rich,

Daggett)

Clark County Children’s

Mental Health Initiative WA 1 Clark

Children and Families in WA 1 King

Common

* With Eagles Wings (Wind .

River Indian Reservation) WY 2 Freemont, Hot Springs

Totals 49




Grantees Funded in 1999-2000

Number of
Counties
Project Name State Included Names of Counties
* Yuut Calilriit
lkaiyuquulluteng (“Peoplep
Working Together”) Project . .
of the Yukon-Kuskokwim AK 1 No County designations
Delta Region of Southwest
Alaska (58 Tribes)
Project MATCH AZ 1 Pima
Spirit of Caring Project CA 1 Contra Costa
* -
AKO-NES Wraparound CA 2 Del Norte, Humbolt
System of Care
Colorado Corners_t_on_e co 4 Denver, Jefferson, Clear Creek, Gilpin
System of Care Initiative
Families and Communities
Work Better Together: DE 3 New Castle, Kent, Sussex
FACT Project
Family Helping Organize
Partnerships for
Empowerment (HOPE) FL 1 West Palm Beach
Project
Circle Around Families IL 1 Lake
Dawn Project IN 1 Marion
Thg Community Kids MD 1 Montgomery
Project
Worcester Communities of
Care for Youth with Serious MA 1 Worcester
Emotional Disturbances
Putting All Communities
Together (PACT) 4 Families MN 4 Kandiyohi, Meeker, Renville, Yellow Medicine
Wraparound Initiative
COMPASS MS 1 Hinds
Care New Hampshire:
Community Alliance Reform NH 3 Coos, Grafton, Hillsbourough
Effort
Bur!lngton Partnership NJ 1 Burlington
Project
Westchester Community NY 1 Westchester
Network
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Grantees Funded in 1999-2000 (continued)

North Carolina System of

Halifax, Orange, Person, Chatham, Swain,

Care Project NC 11 Haywood, Macon, Jackson, Cherokee, Clay,
Graham

* Nagi Kicopi — Calling the

Spirit Back Project (Oglala

Sioux Tribe, Pine Ridge sb 2 Jackson, Shannon

Indian Reservation)

Young Adult Grant Project SC 1 Greenwood

Na;hwlle Connection ™ 1 Davidson

Project

Region ||.(.:h.||d Mental . Boone, Cabell, Clay, Jackson, Kanawha, Lincoln,

Health Initiative: Mountain wv 12 Logan. Mason. Putnam. Roane. Minao. Wavne

State Family Alliance gan, ' ' ' go, Way

The Peach State GA 5 Gwinnett, Rockdale (Newton County not listed in

Wraparound Initiative application, but part of agency’s service area)

Totals 56

* These grants were awarded to American Indian or Alaskan Native Tribes or tribal organizations. They were
intended to serve only children in their tribal communities.

Report prepared by ORC Macro staff, Wayne Holden, Vice-President, Brigitte Manteuffel, Principal Investigator, to Rolando L.
Santiago, CMHS Project Officer (June 7, 2001)
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