Request for Information

The Durham Center is seeking information from qualified interested individuals or organizations to provide targeted
services that have been deemed missing, lacking, or insufficient to meet the needs of Durham County children/youth
and families. Outcomes for the envisioned system are for children and families to succeed at home, in school and in the
community. We believe, based on best-practice philosophies and outcomes, that children/youth have the greatest
opportunity for normal, healthy development when ties to community and family are maintained in least restrictive
settings.

The Durham Center’s ongoing objective is to create and sustain a more expanded all-inclusive, community-based
system of care than is currently available for serving children and families. To meet our objective, we are seeking
competent and qualified providers to fill gaps in the service array.

The targeted audience is children under 18 years of age and their families, who have been determined eligible for the
CMMED or CMSED Target Population and are currently under the care of one Durham’s Contracted Case
Management Agencies.

The purpose of this Request for Information is to ask interested individuals or agencies to submit written proposals on
their vision, philosophy, and specific plan, on how they would provide the services listed below if contracted with the
Durham Center to do so (Provider may choose to respond to one or multiple services, however, a proposal is needed
for each service applying for). To build service array capacity, interested parties will need to think creatively to build
programming and obtain reimbursement within existing service definitions and guidelines. At this time, there is no

new money.

Responses to the RFI should be based on current Service Definitions as well as submission of a plan on how to
transition and implement services based on future service definitions proposed from the Division of MH/DD/SAS.

¢ Intensive In-Home Treatment
Intensive In-Home Services is supported as Evidence-Based-practice within North Carolina’s Child Mental Health
Plan, the State’s new Service Definitions, as well as nationally. Intensive In-Home Treatment is a time-limited
treatment option whose design is to provide intensive home and community based interventions to children and
their families who are at risk for removal from their home or who are transitioning back to home from a more
intensive setting, i.e., residential, incarceration, or foster care. The prototype is for highly trained and supervised
professionals to assist in preventing placement outside of the child’s home within the context of helping families
solve their own problems. Services are based on the tenant that the family is the “expert” when it comes to their
family and the family structure should be preserved and maintained whenever possible. All services and supports
delivered via Intensive In-Home Treatment are reflected in a comprehensive treatment/service support plan that is
planned, delivered, and monitored through the Child and Family Team. Inherent in the delivery of Intensive In-
Home Services are the following multi-faceted components:

¢ Comprehensive psychosocial and diagnostic assessments

Individualized Service Planning based on the needs and strengths of the child/family

Active participation on Child and Family Teams

Individual, family, and group counseling related to mental health, substance abuse clinical needs as

well as concrete supports

Crisis Treatment

24 hour, 7 day per week emergency response

Coordination and linkage to available community resources

Collaboration with other community agencies
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¢ Therapeutic behavioral services, training, and counseling — anger management, conflict resolution,
behavior management, adaptive skills training, social skill development, coping skills building, self-
care skills, etc.

¢ Supportive and family driven parental management training, counseling and instruction.

‘First Responder’ Mobile Crisis Intervention Team'. Durham requires capacity for immediate, mobile, crisis
intervention services available 24-hours a day to provide rapid and comprehensive assistance for children and
youth and their families. We need a team of licensed professionals (e.g., psychologists and social workers) trained
in intervening when children are experiencing serious emotional and behavioral crises in family crisis situations to
avoid unnecessary or inappropriate removal of youth from their home, school, or community. This team is to be
intensively involved with children and families over short spans of time. They do not provide ongoing services, but
maybe the initial point of contact for children and families who are entering the system of care for the first time,
and for children and families in the system of care whose needs have changed dramatically. The stabilization
process must be strengths-based, multi-dimensional and comprehensive, and is responsible to help stabilize youth
and their families, identify immediate needs, help prevent psychiatric hospitalization, and help them transition to
ongoing treatment and support through a Child and Family Team. The Crisis Team will work closely with the
LME’s Crisis Response system and be able to authorize initial services to help stabilize crises. (Ongoing
reauthorization will follow normal LME procedures.)

The Mobile Crisis Team will operate as a backup resource, not a principle source of assistance. When children and
families are already enrolled for services, the first source for crisis prevention and response is the provider with
lead responsibility for developing and implementing the Child and Family Team/comprehensive plan of care. (The
LME currently requires that all CFT/comprehensive plans include a proactive and reactive crisis/safety plan.) The
Crisis Team will also work closely with system of care agency partners, such as juvenile court, DSS, and public
school staff to help ensure that there is ‘no wrong door’ to access rapid assistance and for a seamless transition to
services and supports once the crisis has been stabilized. When children and families have demonstrated
significant risk, the crisis/safety plan should have several layers of alternatives. One of these may be the Crisis
Team, but it should several options down in the response hierarchy, utilizing less restrictive alternatives first, and
allowing the Crisis Team to be most responsive to emerging crisis needs for the target population across the
community.

e Comprehensive In-Home Assessment. Durham requires capacity for comprehensive in-home assessments, based
upon best practice approaches” completed by licensed providers who are credentialed and trained to conduct such
assessments of the special needs of children and their families with complex needs. The assessment process needs
to be strengths-based, multi-dimensional and comprehensive, occur in the home, through observations in the
school setting, recreational settings and other settings where the child and/or child and family routinely interacts.
This is a critical need since so many of the children/youth who have SED and are involved in the legal system,
have complex underlying needs that are not fully understood or addressed, and since the strengths and needs of
their family members are complex, often hindering effective treatment and positive outcomes. The assessment
should include:

¢ Relevant information obtained from all other child services agencies that historically have been or

currently are involved with the child and family, with the family's consent.
¢ Assessment of functioning of the child in regard to:
¢ Home/environmental factors
Emotional/psychological
School/education
Family
Peer group
Community/spiritual/culture
Mental/physical health (including diagnoses and biopsychosocial status and communication
with the primary care physician to ascertain the child's medical vulnerabilities.)
¢ The parent(s), family, and/or pertinent caregiver are active parts of the assessment process.

SO
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¢ Assessment of the family's strengths, capabilities, natural resources, support, and specific needs.
(standardized instruments to be utilized include, but are not limited to: the BERS, the CAFAS, CBCL)

¢ Included in the assessment will be the recording of the delivery of treatment-related interventions and
corresponding responses given by the child, parents/caretakers, additional family members, teachers,
and other pertinent stakeholders. The purpose will be to observe parent/child relationship
characteristics, determine child/family receptivity to treatment interventions, report child/caregivers
strengths and weaknesses in key areas of development or functioning surrounding anger management,
coping skills, resiliency, adaptive skill development, etc.

¢ Comprehensive and detailed series of recommendations based on System of Care principles that will
include: Primary outcome child and family is looking for, strengths of the child and family that also
include strategies that have been tried that were successful, diagnosis, primary focus of treatment,
formal and informal services, the development of Child and Family Team members and their role on
the Team, identification of targeted behavior for crisis planning, and the development of initial Safety
Plan.

e Residential Level III — Boys Substance Abuse Track: Is a Non-medical Community Residential Treatment that
provides a 24-hour residential recovery program professionally supervised within a residential facility which
provides trained staff who works intensively with adolescents 17 years old or younger, with a history of substance
abuse problems. This is a rehabilitation facility, without twenty-four hour per day medical nursing/monitoring,
where a planned program of professionally directed evaluation, care and treatment for the restoration of
functioning for persons with an addiction disorder.

These programs shall include assessment/referral, individual and group therapy, family therapy, recovery skills
training, disease management, symptom monitoring, monitoring medications and self-management of symptoms,
aftercare, follow-up and access to preventive and primary health care. The facility may utilize services from
another facility providing treatment, psychiatric, support or medical services. Services shall promote development
of a social network supportive of recovery, enhance the understanding of addiction, promote successful
involvement in regular productive activity (such as school or work), enhance personal responsibility and promote
successful reintegration into community living. Services shall be designed to provide a safe and healthy
environment for consumers and their children.

¢ Independent Living (community-based or residential): Independent Living Skill Development is needed to serve
identified individuals to assist them to live or prepare them to live as independently as possible. This service
focuses on assisting individuals in becoming connected to naturally occurring support systems and relationships in
the community and to provide and enhance opportunities for meaningful community participation. Service needs
are for community-based as well as residential services.

e Specialized Evaluation and Treatment Continuum for Youth who are Sexually Reactive or Sexually

Aggressive (Community Based and Residential).
A continuum of specialized evaluation and treatment services for youth who have sexual behavior problems and/or
are sexually abusive is a critical need for Durham. These two populations, sexualized children and adolescent
sexual offenders, are unique in that without highly specialized interventions, they are at high risk to continue to
sexually act-out against other children. Research has found that traditional outpatient therapy is ineffective in
curtailing their sexual aggression. This continuum must include services to youth who can be treated on an
outpatient basis and specialized services for those who require residential services. An integrative model is the
most effective and preventative approach. The integrative model maintains the focus on the specific needs of each
child as well as the safety of the community. Best practice indicates that such key Child and Family Team
members as the lead clinician and case manager must receive specialized training in serving these populations to
interrupt the cycle of sexual abuse. A cognitive-behavioral, relapse prevention approach is considered best
practice with SAY. Trauma-based methods such as Eye Movement Desensitization and Reprocessing (EMDR)
have been found to be essential in effectively treating sexualized children. For best practice purposes it is essential
that there be:

¢ An experienced practitioner who provides clinical oversight and coordination of all services being

provided to these youth,
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¢ An integrated approach that includes active Child and Family Team involvement and community
collaboration.

These measures ensure that there will be a rapid response to evaluate the child’s behaviors by a single person who
is in the best position to interpret the behaviors to serve the needs of the child and the community, and that all
members of the Child and Family Team act in a consistent manner toward meeting that child’s needs. Children
and youth with sexual behavior problems are likely to be manipulative and exhibit deceptive behaviors; therefore,
an integrative, Team approach with a single practitioner providing clinical oversight is essential for quick response
and to decrease the chance of manipulation that will only add to the child’s pathology.

An effective integrative outpatient model should consist of such traditional outpatient interventions as psychiatric

consultation and psychological testing. In addition, the following services are critical in the effective treatment of

SAY, and must be provided in an individualized fashion with specially trained professionals and paraprofessionals:

¢ Assessment: Sex Offender Specific Evaluations (SOSE) to be completed according to “Evidence-
Based practice” guidelines promoted by the Association for the Treatment of Sexual Abusers (ATSA).
Assessment and evaluation will include: Summary of referral information, Social and developmental
history, specific instruments for: cognitive assessment, personality assessment, sexual history,
acceptance of responsibility, and analysis of risk factors. Interviews will be performed with
accuser/offender, parent/caretakers, family members, victim(s), police officers, attorneys/prosecutors
(if applicable), service providers (both current and historical), and other pertinent Child and Family
Team members. Recommendations will include: Statement of appropriate type of treatment and
treatment settings, identification of reliable family and other natural supports who are willing and
capable to be involved in treatment plan, indication of level of supervision needed, with consideration
of family members/victims safety, vulnerabilities and reactions to offender, should offender remain in
the community, and specific treatment requirements for any out of home placement.
¢ Therapy: Individual, Group and Family

Ongoing Case Management

Child and Family Team: Crisis Intervention Planning and Services, Safety Plan (including Safety

Network Services if needed, described in item 5 below)

In-Home Treatment (see item 6 below)

Intensive Community Based (1:1) Services

Therapeutic Respite Services (hourly and overnight)(see item 2, above)

Residential Sexual Offender Specific Treatment
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e Wraparound ‘Safety Nets’ i for Youth with Behavioral Disturbances, including sexual reactivity and
aggression. Many youth in Durham are sent to out of home treatment facilities because of their need for intensive
supervision and structure. Best practice alternatives are a critical need. The Wraparound Safety Net project
initiated in Atlanta, Georgia, has demonstrated exceptional outcomes for these youth, keeping them in their homes
and community. A safety network serves as an alternative to incarceration or residential placement; it is a network
of responsible, competent adults involved in the life of the youth who voluntarily agree to supervise the youth
while he/she is in their care. Each safety network member, along with the youth, must sign a contract with the
Safety Network Provider stipulating that they agree to actively participate in the safety network by providing the
supervision, support, and structure needed to maintain the youth in the community. A safety network is designed to
allow a youth to live at home and receive the same level of supervision as if he/she were incarcerated or residing in
a treatment facility. Residing in the community allows the youth to attend school, receive treatment, and have the
support of his/her family and community. Each Safety Network is supervised by a Safety Network coordinator.
Daily contact is maintained with visits taking place in the youth’s home, school, therapy center, etc. The safety
network coordinator is available to the youth and his/her family 24 hours/7 days a week for crisis intervention,
personal support and other problems or concerns. The Safety Network is a component of a comprehensive
individualized plan within a Child and Family Team and the Safety Network Coordinator participates fully in the
Child and Family Team. The safety network is driven by the youth and his/her family, is individualized to fit the
family and utilizes established community-based services/supports. The goal of a safety network is to ensure the
safety of the youth and community while allowing the youth to received needed treatment/support with his/her
family in the community. It provides supervision, structure and support without compromising the stability of
safety of the youth, family, or community.
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e Therapeutic Respite” Continuum. A continuum of respite services is a critical need for Durham, as a key
component of comprehensive proactive and reactive crisis plans, in order to provide planned and immediate
alternatives to inappropriate or unnecessary use of detention, and higher levels of residential care. The
development of a 3- level continuum in this area is critical — limiting development of services at the ‘high end’ or
‘low end’ only will result in over-use and inappropriate use of such resources. These are often youth who are
awaiting adjudication or disposition and who are in need of intensive treatment, whose behavior is or can become
dangerous or extremely difficult, but who do not meet hospitalization criteria at the time of respite, youth who are
cycling in and out of residential treatment facilities without a therapeutic anchor in the community. Families and
their Child and Family Teams can avert crises with planned use of accessible respite resources. Families, their
Child and Family Teams, and the Courts can address crises divert unnecessary detention and ineffective repetitive
residential treatment placements with immediately accessible Therapeutic Emergency Respite placements. The
continuum needed includes:

¢ Therapeutic overnight family-based planned respite (in Level II facilities);

¢ Therapeutic overnight family-based emergency respite (Level Il facilities); and

¢ Therapeutic facility-based emergency respite for youth whose needs cannot be met appropriately or
safely in a less restrictive family-like setting. Most youth who would benefit from these services may
meet criteria for level 3 or level 4 residential and a number may even meet criteria for a PRTF. This
does not mean that those placements are the treatment or setting of choice, or most appropriate to
achieve outcomes for these youth and families. It does mean that Therapeutic Respite Providers must
have advanced training and supervision to address safety and behavioral issues, be able to provide
intensive therapeutic interventions to the clients during the respite period, have wired-in security alarm
systems, and provide line of vision supervision. A mandatory Therapeutic Respite Providers group
supervision would occur monthly to ensure that all providers are getting the additional training and
supervision necessary.

Information Requested from Interested Providers (Please provide written response addressing the following
items in NO MORE THAN A TOTAL OF 5 PAGES):

1) Briefly describe the qualifications, experience and philosophy of your organization with respect to the
delivery of mental health treatment services to children under 18 and their families, with a focus on
experience with the provision of services applying for. Include North Carolina credentials/licensure (if
applicable).

2) Work Plan: Describe the technical plan for accomplishing the work proposed to include:

¢ Goals and objectives

¢ Brief narrative statement of your treatment approach, including best-practice models. Describe
specifically how you will develop and implement proposed approach.
Ability to serve minorities including Spanish speakers.
Capacity — Delineate the number of children you would anticipate serving per month.
Describe your organization’s readiness and timeframes for initial service implementation.
Timeline and format for transitioning to new service definitions.
Evidence of your Agency’s financial stability
References: Include names and contact information of 3 organizations you have worked with.
Describe your organization’s experience with community collaboration.
How you will evaluate the success the success of your program
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RFI TIMELINE

Action Item Date

RFT Availability Thursday, May 20th 2004

Bidders Conference (question and answer session) Wednesday, May 26" 2004

RFI Responses due Friday, June 4th 2004 (by the end of the business day)
LME Committee convenes to rate RFI applications Monday, June 7th 2004

Contract and Quality Assurance Departments conduct By Mid June 2004

background and site review checks on prospective parties

Target Date for contracts issued By June 30th 2004

RFI BIDDERS CONFERENCE AND PROCESS

The Durham Center will hold an RFI meeting (Bidders Conference) on Wednesday, May 26" 2004 from 2:30 to
4:30 at the Durham Center — 501 Willard Street, Durham, NC 27701 (downstairs conference room) to answer
questions and solicit input from interested parties. Those who cannot attend the meeting may submit written
questions/suggestions to the address listed below, or to HollimanE@mbh.co.durham.nc.us. The vendor(s) selected
would become contract affiliates of The Durham Center, as soon as possible with a target date set for July 1, 2004.
Should providers selected have an existing contract with the Durham Center, an addendum to the contract will be
developed.

Mail or deliver 5 (five) copies of your response to the address below. If possible, email a copy in MS Word to
HollimanE@mh.co.durham.nc.us. Responses must be received by June 4, 2004.

SEND WRITTEN RESPONSES TO:
Ellen Holliman, Interim Area Director
The Durham Center

200 N. Mangum St.

Durham, NC 27701

CONTACT PERSON FOR QUESTIONS:
Robert Robinson

The Durham Center

501 Willard Street

Durham, NC 27701
RobinsonR@mh.co.durham.nc.us

Participation in this request for interest is optional, and is not required to respond to any subsequent procurement.

Neither The Durham Center nor the interested party has any obligation under this request.

' Based upon highly effective model utilized by Wraparound Milwaukee, Milwaukee, WI. Cited in President's New
Freedom Commission as best practice example.

" http://www.aacap.org/publications/pubcat/medRFPS.htm#benefit

" This description is adapted from the highly effective Georgia Safety Net model that has been operational in Atlanta,
GA for over 6 years. Clientele includes youth involved in gang activities, sexual offenders, and youth with other highly
complex mental health and substance abuse needs, and their families.

http://www.gpsn.org/GPSN/what/GPSN_what safety.html

YA highly effective Therapeutic Respite continuum has been established through the NC FACES federal grant
implementation in the Blue Ridge Area. This description is adapted from that successful model.
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