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SECTION A. UNDERSTANDING OF THE PROJECT  

I.  Introduction 

In 2006, consumers and interdisciplinary professionals representing 32 agencies in Duval 
County (Jacksonville), convened as the Northeast Florida Children’s Community Mental Health 

Coalition (Coalition), completed an 18-month assets and needs assessment of children’s mental 
health services. This work included a thorough review of existing research and best practices and 
was presented to the community as the Northeast Florida Children’s Community Mental Health 

Assessment (Assessment). The 17 policy recommendations presented in Table 1 were included in 
the Assessment report (Coalition, 2006), and will be used to structure and implement this system 
of care initiative for children from birth through age 18 at risk for entry into the child welfare 
system. Since its inception, the Coalition: a) has used the Assessment as a blueprint for systems 
change and development, b) has grown to over 50 organizations, professionals, consumers, 
family members and mental health advocates, and c) is recognized as the coordinating body for 
children’s mental health services and advocacy in Northeast Florida. The Coalition will serve as 
the umbrella organization for this proposed System of Care Initiative (SOCI) for children and 
youth with serious emotional disturbances (SED), entitled “Kids ‘N Care.” 

 
Table 1.  NE Florida Children’s Community Mental Health Assessment: Recommendations 
 

1. Build a mental health system for children  9. Eliminate denial of services for Medicaid  

2. Increase funding for  mental health services. 10. Train children/families to identify health issues  

3.  Establish a data collection system  11. Locate care near populations of children  

4.  Respond to the barriers for mental health services. 12. Expand screening/referral by primary care MDs  

5. Create a CEO-level Task Force  13. Implement Care management  

6. Proved judicial system with support for decisions.   14. Integrate programs and services. 

7. Train pediatricians to identify and treat children  15. Establish a System coordinating body  

8. Expand professional reimbursement  16.  All children should be in a Medical Home. 

 
The Coalition identified children in the child welfare system, and those at-risk for entry into 

this system, e.g. homeless children and children in the juvenile justice system, as children at 
greatest risk for behavioral health conditions. Nearly 50% of these children have a serious 
emotional disorder (SED) and other medical, educational and social problems detailed in the 
following sections.  

 
II. Population of children with serious mental health needs   

a. Population Demographics and Characteristics.  Duval County (Jacksonville, FL) is a 
consolidated city-county government with a population of 883,875 (Jacksonville Community 
Council Inc., 2008), with the following characteristics. 

Age.  Youth comprise 31% of the population as compared to 27.5% in Florida. Children ages 
0-5 are 8.6%, youth ages 6-18 are 18.0% and young adults ages 19-21 are 4.4% of the total 
county population. 

Race/Ethnicity.  The county’s youth population by race is strikingly different than for Florida 
and the U.S.: 56.8% are white and 38.3% are black as compared to 74.1% and 22.2% 
respectively in Florida and 58.6% and 15.3% in the U.S. (U.S. Census, 2003). Only 4% of the 
Duval County population is another race/ethnicity, 5% of households speak Spanish, and 5%, 
other languages (U.S. Census, 2006). 83% of blacks live in core-urban areas with poverty rates 
are 300% higher than the county Health Department, 2007). 
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Prevalence of children with or at-risk of Serious Emotional Disturbance (SED). Among 
Duval County’s 275,000 children under 18—55,000 are living with a behavioral disorder (U.S. 
Department of HHS, 1999). An estimated 21,000 have a form of SED. Whereas 62% of of US 
children with mental health problems receive treatment (Center for Disease Control, 2007), in 
Duval County, fewer than 50% receive care. An estimated 50% of children in foster care are at 
risk or diagnosed with SED (Duval County Health Department, 2008). Sentinel indicators for 
monitoring the regional epidemiology of SED reveal: a) the youth suicide rate in Duval County 
is 10% higher than Florida and 35.7% higher than the nation. (University of S. Florida, 2008); 
and b) 70% of the 4,605 Duval County youth arrested in 2007 had some degree of serious 
emotional disturbance (Florida Dept. of Children & Families, 2007).  

Service Capacity and Disparities.  In the last year, 4,756 youth in Duval County with a 
serious emotional disturbance received services through mental health providers: 2,934 received 
substance abuse services; 934, crisis stabilization; 214, residential placement; and 444, 
residential detoxification services.  Significant racial disparities exist between Duval County’s 
youth and their representation in child-serving systems (Table 2). This concurs with findings that 
minority youth, and in particular African American youth, receive mental health services 
primarily through public services (Alegria, 2000; Firestone, 1990). 

 
Table 2. Disparities in Access to Mental Health Services 

 
b.  Children in the Child Welfare System. Children in or at-risk for involvement in the child 

welfare system will be the focus of this Kids ‘N Care SOCI. Approximately 2,000 children are 
served annually in the Duval County child welfare system. Twenty percent reside in licensed 
foster homes, 22% are in relative/non-relative care, 40% are with their families and 13 % are in 
independent living.  Age is about equally split among children 5 and younger, 6 to 11, and older 
than 11—48% are female and 52%, male. Minority children are overly represented—57% are 
black and less than one percent are Hispanic or of other ethnic origins. Forty-percent of school 
children are receiving special education and 50% are a grade level behind. (Family Support 
Services, 2008)  Florida has the highest percentage of children in out-of-home care in the US, 
and there are approximately 20% more child victims (Child Welfare League of America, 2008). 
About 30% of children in Juvenile Detention are in foster care—nearly 40% have SED and only 
10% of them receive mental/behavioral health care post discharge from detention. (Internal 
statistics, Mental Health Resource Center, 2008)                                        
     Children come into the child welfare system with multiple challenging health and mental 
health conditions. Sixty-percent have medical and/or dental problems; 60%, developmental 
delays; 85% some mental health concerns; and 45% educational deficiencies. (American 
Academy of Pediatrics, 2008 and CWLA, 2009). Mental health diagnoses include attachment 
and conduct disorders (30-52%), oppositional defiant disorder (17-35%), ADHD/ADD (18-
32%), anxiety disorders (8-20%) and depression (3-5%). However, most mental health disorders 
currently go undiagnosed, and less than 50% of children actually receive therapy (Casey, 2008). 
 
 

Setting White Black Hispanic/Other 

Duval County (population) 56.8% 38.3% 4.9% 

Juvenile Justice 33.8% 61.6% 5% 

Foster Care 36.8% 53.9% 6% 

Subsidized Child Care 14% 82.9% 3% 
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III. Service Capacities, Gaps and Barriers to Care 

Compared to Florida, Duval County’s children suffer the worst health outcomes and the most 
racial and socioeconomic disparities. Florida is the 4th largest state, yet ranks 48th in per capita 
mental health spending. NE Florida receives the least resources in the state (FDCF, 2007), and 
meets less than 18% of the needs of children with SED (Florida Council for Community Mental 
Health, 2008).  

a.  Existing resources and services. The Northeast Florida Children’s Community Mental 

Health Assessment (Assessment) identified assets, gaps and barriers within the mental health 
system. Assets included a broad range of stakeholders, committed public and private behavioral 
health providers and programs that work well within the school system. Other assets identified 
include: a large number of agencies participating in systems change, Medicaid expansion to 
additional licensed professionals, suicide prevention training, coordination between the adult and 
children coalitions and physicians willing to screen for mental health conditions.  

b. Gaps, inadequacies and barriers. Local providers in several focus groups conducted as 
part of the Assessment reported being severely challenged by the system, and identified a 
number of gaps and barriers in services in Duval County. 
� Accessibility.  Lack of qualified mental health professionals; particularly child psychiatrists; 

lack of available and timely services and hours of operation; transient populations of 
children; transportation and geographical expanse of the county. 

� Communication.  Lack of: communication among physicians and mental health providers; 
culturally relevant care; communication among physicians, providers, schools and families. 
Barriers to communication, care coordination and clear roles of foster parents. Health 
information is lacking due to the unavailability of parents.  

� Clinical Care. Inconsistent prevention, identification and linkage of diagnosis with 
treatment; children not receiving appropriate diagnosis, treatment and medication; need for 
evaluation strategies to ensure service effectiveness; use of evidence-based practices; 
increased capacity to treat children with co-occurring disorders; system fragmentation and 
inconsistent follow-up to ensure referrals; lack of care management. Children are faced with 
confidentiality and consent issues. 

� Financial. Medicaid barriers including poor reimbursement rates, coverage for certain 
medications and proper treatment length; duplication and competition resulting in ineffective 
funding strategies; inefficient use of certain Medicaid related services. 

� Family Involvement.  Incorporating families in care of their children in a manner culturally 
relevant and guided by their needs; need to educate families on the system, illnesses and 
advocacy; inability of families to become engaged in care due to transportation, child care, 
hours of operation and basic life commitments. Many children and families are homeless and 
transient.       

 
These gaps and barriers have resulted in a dramatic increase in the demand for mental health 

services over the recent past. Community providers have increasing waitlists numbering over 
1000 children. Mental health and suicide crisis calls to United Way 211 have increased more 
than 150% and 600% over the past 2 years. At the same time, Florida’s Medicaid reform 
experiment has resulted in a 10% decline in physician access, and 30% of these physicians are 
limiting their access to care. Medicaid Reform is not designed to support individualized mental 
health services in an effective and efficient manner (Crowley et al., 2008). The recommendations 
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from providers and families in Table 1 will be used to structure the proposed Kids ‘N Care 
system of care (System).  

c.  Children in the Child Welfare System. Children in the child welfare system are 10 to 20 
times more likely to require mental health services. Nearly 50% of mental health utilization is 
among children in the system, primarily for 4 diagnoses: adjustment disorder, conduct disorder, 
anxiety disorder and emotional disorders (Halfon, Berkowitz, and Klee, 1992).  

 
IV. Significance of the Proposed System 

Given these challenges, specialized mental and behavioral health services that are: a) family 
and youth driven and culturally and linguistically competent; and b) include prevention, 
screening, diagnosis, treatment and rehabilitation of mental, developmental and behavioral health 
conditions are required to effect positive outcomes for children in the child welfare system. This 
will require the development of a System that recognizes and responds to the high prevalence of 
serious emotional illness among children in the system. Foster parents and caseworkers identify 
only about a third of children with developmental and mental health needs—children in foster 
care receiving specialized assessments are 4 times more likely to receive a recommended service. 
(AAP, 2008)  Systems change must therefore recognize children in the system as a “special 
needs” population and develop the expertise to care for them.  

Duval County is in a unique position to establish a benchmark model System of Care for these 
children. Our program to provide specialized pediatric services for children in foster care has 
received national recognition by the American Academy of Pediatrics (AAP) as a medical home 
for all children in foster care. National models outlined in the AAP publication, Fostering Health:  

Health Care for Children and Adolescents in Foster Care (AAP, 2001) were used to build this 
practice. Since inception, we have cared for more than 5000 children and provided a medical home 
for a third of children in the Duval foster care system. However, the practice lacks the capacity to 
provide mental health screening and services, and the referral system remains fragmented.  

The proposed Kids ‘N Care system of care will screen all children (See Table 4, page 11) 
entering into child welfare for SED.  Each of these children will be assigned a medical/behavioral 
health case manager who will ensure children screening at-risk for behavioral health issues 
(medical/dental health problems as well) receive appropriate care and/or referrals.  Given national 
data on the prevalence of SED in children in the child welfare system, it is estimated that 50% will 
require diagnostic services and half of them therapeutic interventions. 

The proposed model for this Cooperative Agreement, Kids ‘N Care, will integrate SAMHSA 
System of Care principles with those of the AAP Medical Home model and the Institute of 
Medicine Core and Essential Functions of Public Health. The Medical Home is a System model 
for pediatric care that will complement SAMHSA System principles, and facilitate linkage of 
pediatricians to the proposed behavioral health system of care.  They are consistent with those of 
SAMHSA and are defined by the AAP as care that is “accessible, continuous, comprehensive, 
family centered, coordinated, compassionate, and culturally effective.”  The Core Functions of 
Public Health include: Assessment, Assurance and Policy Development.  This integration 
provides a holistic approach that: a) integrates physical and mental health, b) is relevant to the 
comprehensive care of all at-risk children, c) is sustainable and d) can be generalized to other 
communities. Use of the Medical Home model will integrate pediatricians into the system of 
care, thus expanding System capacity for early diagnosis and care of children’s behavioral 
health. Integrating the core and essential functions of public health into the System provides a 
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population-based perspective to support systems’ management, relevant public policy, assure 
access to behavioral health services and metrics to ensure CQI and evaluation.  
 

V. Collaboration with Federal, State and Local Initiatives 
In order to learn from the experience accrued from other SAMHSA systems of care, we will 

formalize linkages with CHMI-funded counties in our state, state agencies and other Florida 
counties through a Statewide Learning Collaborative (National Initiative for Children’s 
Healthcare Quality, 2007). We will seek expertise from our neighbors in SAMHSA funded 
Florida counties during strategic planning and System development processes. The Department 
of Children and Families (DCF), the state mental health and child welfare authority, will provide 
technical assistance to Kids ‘N Care in the areas of child welfare, early intervention, workforce 
development, community-based services, youth transition and crisis intervention. The members 
of the NE Florida Children’s Mental Health Coalition’s will be engaged through the Kids ‘N Care 
Board and committee structure. MOUs have been signed with public, private and academic sector 
organizations that provide services under Federal entitlements and/or Federal discretionary grant 
programs and state level programs to share their knowledge, expertise and experience (Table 3). 

 

Table 3. Federal, State and Local Grants and Entitlements 

Organization(s) Grants and Entitlements 

Dept. of Children & 

Families 

� TANF (Title IV-A - federal); Child Welfare/Foster Care/Adoption/ Independent 
Living (Title IV-B, Title II-Keeping Families/ Children Safe Act, Title IV-E – 
federal); Mental Health/Substance Abuse State Infrastructure Grants (state) 

Dept. Juvenile Justice � Civil Citation Program (federal - OJJDP) 

Title V Agency (CMS) � Title V MCHB (federal) 

Duval County Public 

Schools  

� Safe Schools/Healthy Students (federal - DOE); IDEA (federal - DOE); 
Network for Students with Emotional Disabilities (federal - DOE); AT&T 
Aspire Initiative for Dropout Prevention (local) 

AHCA (Medicaid Agency) � Medicaid (Title XIX, XXI, EPSDT -  federal) 

United Way of NE Florida � United Way 211 (federal); Compassion Capital (federal - ACF);  

Urban League � Head Start (federal - ACF) 

Federation of Families ( � Florida Statewide Family Network (federal - SAMHSA) 

USF & MHA � Youth Suicide Prevention &Early Intervention (federal - SAMHSA) 

Northrop Grumman � Fetal Alcohol Spectrum Disorders (federal - SAMHSA) 

Gateway Services � National Child Traumatic Stress Initiative (federal - SAMHSA) 

River Region Services � Pregnant and Postpartum Women (federal - SAMHSA) 

 

SECTION B. IMPLEMENTATION PLAN 

I.  Systems Model  

The proposed Kids ‘N Care system of care model is presented in Figure 1. The Logic Model 
presented in Figure 2 will be used to guide the development and sustainability of Kids ‘N Care to  
ensure it’s goals, objectives and tasks translate into improved outcomes.  

The significance of this proposed system of care is derived from its unique integration of 
SAMHSA System of Care principles with those of the AAP Medical Home model and Public 
Health’s Core and Essential Functions to establish a holistic practice model that: a) responds to 
the increasingly limited access to behavioral health services, b) integrates evidence-based 
physical and mental health services, c) is family-centered and driven and maintains cultural and 
linguistic competencies, d) is sustainable, and e) can be generalized to other U.S. regions. Duval 
County has extensive experience with implementation of systems that translate the principles of 
the Medical Home for children with special needs into practice. This Cooperative Agreement 
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will provide the opportunity to explore how to integrate these two complementary Systems into a 
holistic one that integrates physical and behavioral health. The behavioral elements of the 
System reflect the principles of Stroul and Friedman’s definition of a System of Care (Stroul and 
Friedman, 1986). Robert Friedman, PhD will serve as a consultant to this initiative 

The proposed system of care will be implemented incrementally over the 6 years of the 
Cooperative Agreement to serve families entering into the child welfare system, homeless 
children, youth in the juvenile justice system and children at-risk for these “programs” (Table 4). 
Services will include Screening, Assessment and Treatment for SED.  Table 4 presents the 
number of unique children to be served annually and by the source of referral into Kids ‘N Care, 
and quantifies the total number of services to be received by year and by source of the referral.   
Based on our experience, approximately 40% of children and youth in these programs will have 
an abnormal screen for SED and will require referral for in-depth assessments.  Among these 
children, approximately 50% will require referral for treatment/interventions.  Youth ages 16-18 
who are transitioning from child to adult health services will be referred into the JaxHATS 
program (Jacksonville Health and Transition Services) starting in Year 5 

 
Table 4.  Source and Number of Children Entering into the System of Care Annually 

             Source: 

Year 
Child 

Welfare 
Homeless 

Juvenile 

Justice 
At Risk 

Transition 

JaxHATS 

Total 

Services per Year 

Year 1 

   Screen 

   Assess 

   Treat 

       Sub Total: 

1000 

1000 

  400 

  200 

1600 

100 

  100 

    40 

    20 

  160 

 

 

  Children Served:  1100 

Screen  1100 

Assess    440 

Treat      220 

Sub Total:   1760   

Year 2 

   Screen 
   Assess 
   Treat 
       Sub Total: 

2000 

2000 
  800 
  400 
3200 

300 

  300 
  120 
    60 
  480 

1000 

1000 
  400 
  200 
1600 

  Children Served:  3300 

Screen  3300 
Assess  1320 
Treat      660 

Sub Total:   5280 

Year 3 

   Screen 
   Assess 
   Treat 
       Sub Total: 

2000 

2000 
  800 
  400 
3200 

300 

  300 
  120 
    60 
  480 

2000 

2000 
  800 
  400 
3200 

200 

200 
  80 
  40 
320 

 Children Served:  4500 

Screen  4500 
Assess  1800 
Treat      900 

Sub Total:   7200 

Years 4-5 
   Screen 
   Assess 
   Treat 
       Sub Total 

4000 
4000 
1600 
  800 
6400 

 600 
  600 
  240 
  120 
  960 

8000 
8000 
3200 
1600 

12,000 

800 
800 
320 

  160 
 1280 

400 
400 

  160 
  80 
640 

Children Served:  13,800 
Screen  13,800 
Assess  5520 
Treat    2760 

Su bTotal: 22,080 

Year 6 

   Screen 
   Assess 
   Treat 
       Sub Total: 

2000 

2000 
  800 
  400 
3200 

300 

  300 
  120 
    60 
  480 

4000 

4000 
1600 
  800 
6400 

1000 

1000 
  400 
  200 
2200 

400 

400 
160 
  80 
640 

Children Served:  7700 

Screen  7700 
Assess  3080 
Treat     1540 

Sub Total:  12920 

Children Served 11,000 1600 15,000 2000 800 Children Served:  30,400 

6 Year Total  17,600 2560 24,000 3800 1280 49,240 

 
Key elements of this proposed Kids ‘N Care system of care as presented in Figure 1 include: 

a) Every child will be enrolled in a medical home that is integrated into the System of Care, b) 
Every child in the System will receive care coordination to the level required, c) Children 
entering the System will be screened for mental and behavioral health conditions within 72 hours 
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of removal. Those requiring acute physical/ mental healthcare will receive it at that time, d) A 
comprehensive behavioral health assessment (CBHA) will be completed within 21 days of 
System entry, e) A comprehensive medical and dental examination will be completed within 30 
days, f) A behavioral health evaluation will be completed within 30-60 days to assesses each 
child’s strengths and needs, refer to required services, identify parent abilities and them to meet 
the needs of their children, and g) develop an Integrated Service Plan (ISP), h) An educational 
assessment will be completed within 60 days of entry into System, i) Targeted Care Management 
will ensure optimal integration of services and outcomes, and j) Quarterly reassessments of the 
child and family’s ISP will be conducted. 

 

Figure 1. Kids ‘N Care System of Care Model  
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Figure 2.  Preliminary Logic Model for Fostering Children’s Mental Health  
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The proposed system of care provides a continuum of services that will be family-driven, 
individualized and have “wraparound” care that involves children, families and the community 
in defining and integrating these services into an ISP (Stroul, 1996 and Kamradt, 2000). Services 
will be geographically accessible.  The following principles, tools and curricula respond to the 
criteria identified in the Cooperative Agreement and will be integrated into Kids ‘N Care.  

 

Table 5. Tools and Curricula 

Component Tools and Curricula 

System of Care 

The following will be utilized to address System of Care: Improving Child Welfare Outcomes 
Through Systems of Care: Systems of Care: Guide for Strategic Planning (Children’s Bureau - 
HHS, 2007), Improving Child Welfare Outcomes Through Systems of Care: Building the 
Infrastructure, a Guide for Communities (DeCarolis et al., 2007) and Building Systems of 
Care: A Primer (Pires, 2002). Diffusion of Innovation, Stages of Change and Systems Change, 
will drive transformational change through the generation of new attitudes (Rogers, 1995; 
Prochaska et al., 1992; Hodges et. al., 2007; Hernandez & Hodges, 2003; Stroul, 1993). 

Cultural and 

Linguistic 

Competence 

The Project will use the definitions and strategies for cultural competence outlined in Towards 
a Cultural Competent System of Care: A Monograph on Effective Services for Minority 
Children Who Are Severely Emotionally Disturbed (Cross et al., 1989; Davis, 1997). The 
Cultural and Linguistic Competence Implementation Guide (Martinez & Van Buren, 2008) 
will be used to train all stakeholders in culturally and linguistically competent care.   

Medical Home 

and Primary 

Care 

The Medical Home Improvement Kit (SOCI, 2001) and Linking and Aligning the Medical 
Home with Systems of Care for Children with Special Health and Mental Health Needs 
(Tierney & Strickland, 2008) will be used to train providers.  The Strategies for Systems 
Change in Children’s Mental Health: A Chapter Action Kit (AAP, 2007), The Best Beginning: 
Partnerships Between Primary Health Care and Mental Health and Substance Abuse Services 
for Young Children and Their Families (Rosman et al., 2005), Improving Mental Health in 
Primary Care Through Access, Collaboration, and Training (AAP, 2005) and Reimbursement 
of Mental Health Services in Primary Care Settings (Kautz et al., 2008) will serve as tools to 
integrate characteristics and components of primary care with children’s mental health.  

Family Driven 

Care 

Family Driven Care: Are we there yet? (Duchnowski, 2007) and Family Voices’ Family 
Centered Care Self-Assessment Tool will guide practitioners to establish their practices as 
family driven and youth guided. The Ready Steady Change: Participation Training Handbook - 
Adults (Children’s Rights Alliance for England, 2005) will be used as a supplemental resource 
to help family members advocate and make decisions about their children. 

Youth Guided 

Care 

Richard Chapman, a consultant in youth engagement in systems of care from the Florida 
Mental Health Institute) will serve as a consultant to train System participants on child and 
youth engagement and prepare institutions to hear the voice and listen to children. Youth 

Involvement in Systems of Care: A Guide to Empowerment (Matarese et al., 2005) will be used 
as a resource guide for stakeholders to build a youth-guided System of Care.     

Evidence-based 

Practice and 

Evaluation 

Promoting an Evidence-Based Culture in Children’s Mental Health: A Resource Guide (Rivard 
et al., 2005), A Science-Based Framework for Early Childhood Policy (Center on the 
Developing Child at Harvard University, 2007), Evidence-Based Practices in Mental Health 
Services for Foster Youth (Marsenich, 2002) and the National Registry of Evidence-based 
Programs (SAMHSA) will be used as tools and resources by stakeholders and Project staff. 
Evidence-Based Practice and Evaluation Research principles will provide rigor to the System 
and support replication and the generation of new knowledge (Cornwell & Jewkes, 1995.  
Family, youth and community involvement will be facilitated by integrating the principles of 
Community Based Participatory Research/Practice (CBPR) (Viswananthan et al., 2004; 
Minkler, 2000 & 2001; Israel et al., 1998 & 2001; Torrey et al., 2001) 

Care 

Coordination 

Resources include:  a) Center for Medical Home Improvement (SOCI): 
(www.medicalhomeimprovement.org), b) National Center for Medical Home Initiatives (AAP) 
(www.medicalhomeinfo.org), and c) Utah Medical Home Portal (www.medhomeportal.org)   

Health Literacy 
Project staff will register for the free on-line training, Unified Health Communication 101: 
Addressing Health Literacy, Cultural Competency, and Limited English Proficiency  
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Social Marketing   
Technical assistance and consultation from the University of South Florida will support 
training in and the development and implementation of social marketing.  

Transition 
Emerging experience with the practice of “Transition” will establish the continuum of service 
into the early adult years (Clark et al., 1997; Deschenes et al., 1999, 

 
II. Goals, Strategies and Capacities 

 

GOAL I:  INFRASTRUCTURE DEVELOPMENT  

Objective 1. Cross Agency Framework. To develop and implement an infrastructure to 
support Cross Agency Collaboration. A Medical Home will be established for all children in the 
Kids ‘N Care. All providers will be trained on the principles of the Medical Home using trainers 
from the AAP and the Medical Home Toolkit. (Table 5, page 14) Care coordinators will ensure 
the agencies involved share their information, which will be integrated into an electronic health 
record (Figure 1). Simple technology, e.g., web-based conferencing, SKYPE, Web-X, etc., will 
be used to ensure that multiple providers efficiently interact to facilitate coordinated and holistic 
individual service plans. The Kids ‘N Care Governance Board committees will establish the 
policies and procedures to develop a cross-agency infrastructure. The Board will be responsible 
for: a) ensuring all key partners are represented on the Board, b) requiring interagency 
collaboration in the Memoranda of Understanding (MOUs) and in the Kids ‘N Care bylaws, c) 
policies/procedures for interagency collaboration during care management, and d) implementing 
web-based conferencing to that link providers. Funding strategies will establish reimbursement 
streams that follow the patient. CQI/evaluation metrics will measure cross agency collaboration.  

Memoranda of Understanding (MOUs) have been established with multiple 
institutions/organizations that are/will be primary participants/stakeholders in Kids ‘N Care.  
Each MOU details the specific contributions of the organization to the proposed System, as well 
as the requirements for participation.  MOUs will be used to help structure and sustain system 
development (Attachment 1).  They will be used as elements of the evaluation and for CQI. 

Objective 2. Governance. To implement a Governance Structure. A formal Governance 
Board and committees (Table 6) will be responsible for all aspects of the Kids ‘N Care system of 
care, including fiduciary accountability, fulfilling the terms of the Cooperative Agreement 
(including match requirements), administration, clinical outcomes, evaluation, reporting, linkage 
to state and federal programs, dissemination and sustainability. Families and Youth will have a 
majority representation on the Board and will co-chair committees. Administrative processes, 
terms of office and other relevant policies will be outlined in the Bylaws. 

 

Table 6. Kids ‘N Care Board Representation and Committee Participation 

Groups Representation 

Families 
Family representation will be selected from members of the two Foster Parent organizations, 
representatives from Mental Health advocacy groups, and from the statewide Family Network 
Grantee.  Also, biological families of children from all risk groups served will be included. 

Agencies 

Community professional stakeholder representatives from public, private, and academic sector 
agencies and organizations on the Board will include NE Florida Pediatric Society 
(Pediatricians), Early Learning Coalition (Pre-School programs), Jacksonville Children’s 
Commission (Children’s Services), Family Support Services (Foster Care), Department of 
Children and Families (Foster Care, Substance Abuse and Mental Health), Duval County 
School System (Child Find, Full Service Schools, Transition), University of Florida and 
Children’s Medical Services (Kids ‘N Care), United Way (Full Service Schools), Department 
of Juvenile Justice (Juvenile Justice) and the Agency for Persons with Disabilities (Transition).  
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Providers 
Community-based providers. e.g., SEDNET, Child Guidance, NW Behavioral Health, Mental 
Health Resource Center and River Region (will be included on the Board).  

Youth  

Diverse youth affected and impacted by serious emotional disturbances will be recruited to 
establish an independent Youth Organization, linked to national Youth Move organization of 
the National Federation of Families, to participate in this System of Care. The Youth 
Organization will function parallel to the Governance Board.  The Youth Organization will 
have a minimum of 2 youth representatives as voting members of the Governance Board.   

Minorities 

Advocacy groups, representing Minority and Immigrant and Refugee communities, will be 
represented by the Urban League, NAACP, Mayor’s Hispanic Advisory Board, Hispanic 
Advisory Council, Multicultural Ministry of the Diocese of St. Augustine, and Lutheran Social 
Services (primary refugee resettlement agency).  

Advocacy 

Mental Health and Disability Advocacy groups, e.g., Family Resource Coalition, NAMI, POWER 
(Parents Offering Wisdom, Enrichment and Resources), MOCCA (Mothers of Children and 
Adolescents with OCD), CHADD (parents and children with ADHD), the Foster Parent Association, 
Therapeutic Foster Care parent organizations, Post Adoption parents, Hubbard House (women 
impacted by domestic violence), ARC (Agency for Retarded Citizens) and the Family Network 
Grantee will have representation. 

Payers Public and private sector payers for mental health services will be represented 

 

Kids ‘N Care and its Governing Board will function as an independent entity of MATCH 
(Managed Access to Child Health), a non-profit agency [501(c)3] contracted through the grantee, 
Jacksonville Children’s Commission (JCC). Staff will be hired by MATCH (Attachment 6), but 
report to the Kids ‘N Care Board. All meetings will have youth and family representation. 
Standing and ad hoc committees of the Board will include: Finance; Family and Youth; 
Communications and Social Marketing; Cultural and Linguistic Competence (CLC); Clinical and 
Systems Integration; Education and Technical Assistance; Sustainability and Development; 
Evidence-Based Practice; and Evaluation and Continuous Quality Improvement (CQI). Meetings 
will be scheduled at times conducive to families. The Board will convene all relevant committees 
during Year 1 to train Board members and develop the CQI and evaluation metrics.  

Diverse youth affected and impacted by SED will be recruited to establish an independent 
Youth Organization to participate as full partners in Kids ‘N Care. The organization will function 
parallel to the Governance Board, will reach out to affected youth and will have a minimum of 
two representatives as voting members on the Governance Board. The youth coordinator will be 
tasked over the first 2 years to build capacity for the organization to become a local chapter of 
Youth Move of the National Federation of Families. It will also be linked to Duval Youth Voices, 
a local organization supported by the JCC (fiscal agent). During this time, Youth Move-

Jacksonville will decide whether it will become a non-profit [501(c)3]. Richard Chapman, from 
the Florida Mental Health Institute (FMHI), will serve as a consultant to this organization. 
   Objective 3. Systems Integration. To effect systems integration of project components.   
Duval County initiated system of care development for children’s mental health after completing 
the Coalition Assessment described above (page 6). Coalition committees on communications 
and social marketing, evidence-based practice, and family and youth are working to: a) effect 
system integration; b) implement an electronic referral system; c) develop an electronic record 
system (RHIO); and d) implement specialized pediatric foster care and juvenile justice programs. 
Despite these efforts, the current system remains fragmented, with inadequate continuity of care 
among the multiple providers and institutions providing behavioral health services for children in 
the child welfare system. This is particularly true for children and young people who have had 
multiple placements in the foster care system, and those involved in the juvenile justice system 
that lack access to care after leaving detention. Year 1 of funding will develop and pilot policies 
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and procedures for service integration. In years 2-6: a) services will be incrementally expanded, 
particularly to afford access to care for children at-risk the child welfare system, and b) funding 
strategies to sustain System integration will be implemented.  
 a. Systems integration and interagency collaboration. The Coalition has convened 
stakeholders to develop this system of care proposal—community partners are committed to 
facilitate systems integration. A brief description of their roles and responsibilities follows.  
Memoranda of Understanding that detail their involvement are included in the Addendum. 
� Voices and Choices for Florida. The statewide Family and Youth Network, (Family 

Network grantee), will provide training, consultation and participate in evaluation/CQI. 
� Duval Youth Voices. A county-wide youth empowerment group.  
� Jacksonville Children Commission. The county’s children’s services agency will serve as 

the fiscal agent, ensure access to programs. They will contribute to the match requirements. 
� Florida Department of Children and Families (DCF, Region 4). DCF is the state agency 

responsible for child welfare services in the county.  
� Family Support Services (FSS). Foster Care agency will provide resources, technical 

assistance, management support and matching dollars to Kids ‘N Care. 
� Duval County Health Department (Florida Department of Health). DCHD provides 

medical/behavioral health services and evaluation. 
� University of Florida-Jacksonville Department of Pediatrics. Provides clinical services and 

professional expertise. The Chief of Community Pediatrics will serve as the PI. 
� Early Learning Coalition.  Is responsible for subsidized child care and will work with the 

SOCI with children who are in their system.  They will contribute to the match. 
� Children’s Medical Services (CMS, State Title V Agency). Children in the System eligible 

for Medicaid will be enrolled in their HMO/Provider Service Network.  
� Regional Health Information System (RHIO). The RHIO will work with Kids ‘N Care to 

establish the electronic information system that will facilitate system integration. 
� Community-based care agencies. The child welfare provider network is contracted by 

Family Support Services to implement community-based child welfare/foster care services.  
� Community-based behavioral health providers. These agencies provide community-based 

outpatient services to children in the foster care system. They form the referral network.  
� Partnership for Child Health. The Partnership for Child Health represents the pediatric 

community including providers/institutions and will facilitate their integration into the SOCI. 
� Northeast Florida Children’s Mental Health Coalition. The Coalition represents more than 

50 agencies and institutions. It will facilitate support all aspects of the system of care.  
� Juvenile Justice (State of Florida). The regional office will participate as part of the 

Governance Board and committees.  
� United Way 211. In collaboration with the Coalition, they are developing an electronic data 

base of all children’s mental and behavioral health resources in the region.  
� Casey Foundation. They are funding this community’s and the State’s foster care redesign 

efforts. They will provide TA and link this SOCI with state and national endeavors. 
� Agency for Health Care Administration (AHCA). AHCA is the State of Florida Medicaid 

agency. It will work with this initiative to ensure innovative funding strategies.  
� University of South Florida’s Louis de la Parte Florida Mental Health Institute.  Is 

responsible for evaluation and CQI and timely feedback to the Governance Board.  
 

 b.  Service integration. The following program elements will help ensure service integration  
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Medical Home. Kids ‘N Care will incorporate the Medical Home model to ensure service 
integration. AAP developed the model to transform pediatric practice into care that is 
“accessible, continuous, comprehensive, family centered, coordinated, compassionate and 
culturally effective” to improve services and outcomes for children with special health care 
needs (AAP, 2008). Kids ‘N Care will develop a network of pediatric medical and behavioral 
health providers to serve all children entering the system of care. (See Figure 1) All interventions 
will be documented in the Kids ‘N Care electronic health record. Periodic interdisciplinary case 
reviews that include parents and youth will be conducted for all children in Kids ‘N Care. Web-
based conferencing will be used to engage all SOC participants. 

RHIO. Northeast Florida Regional Health Information Organization (RHIO) will work with 
Kids ‘N Care to develop the Mental Health electronic health information (MHehi) (Section D. 
Evaluation, page 41 and Goal VIII. Electronic Health Information System, page 45). 

Governance. The governance structure and local evaluation also will be used to ensure 
service integration. Board committees will develop/implement integration strategies. Cultural 
and linguistic competence and health literacy training will include service integration. Metrics 
for service integration will be included in the CQI and local evaluation.  

c. Care plan development and review. Care plans consistent with child and family needs 
will be developed at the clinical level. Wraparound will be a core element of evidence-based  
plan development. This process of delivering family-driven, youth-guided and coordinated 
supports will provide individualized and culturally competent service planning and pooled 
resources from community-based agencies. Care plans will be tailored to the needs of each child 
and caretaker. As appropriate, the child’s biological family will be incorporated into 
development and service planning. Wraparound requires fidelity to the process which includes 
the assurance of family and youth involvement and training for organizations in effective 
practices. Ongoing training, including on-line training resources of the FMHI, will be 
implemented for all SOC participants. Family Team Conferencing will incorporate wraparound 
processes. (The Child Welfare Policy and Practice Group, 2008).   

Each plan will require family input into care management and their periodic reviews, 
including that of children. Training will be provided to agencies to facilitate parent and youth 
involvement in Year 1. Current language translation services will be available. Training in 
cultural/linguistic competency and health literacy will be required of all providers. Care plan 
templates will be standardized and placed on the electronic health record to ensure consistency in 
quality and reporting. Biologic families will participate in care plan development when possible.  

All children and youth will have age appropriate input into their care plans based on their 
developmental abilities and capacities. In Year 1, the Youth, Cultural/Linguistic and Training 
coordinators will be responsible for beginning to ensure youth are prepared to exercise this 
responsibility, and that agencies are trained and establish an environment conducive to a youth 
guided system of care. In subsequent years, coordinators will work to move the capacity of youth 
participation in clinical decision making from a youth guided to directed program. Table 7 
presents criteria that will be used to structure training and evaluate the System in this regard. 

 

Table 7.  Criteria for ensuring youth participation in Care Planning and the SOC 

Youth Guided Youth Directed Youth Driven 
� Accept possibility of change 
   Feel safe and valued 
� Skill building programs in 
   place 

� Set goals for treatment with team 
� Aware of options, able to choose 
� Understands role on health team 
� Youth equal partner with team 

� Optimal communication with 
    team 
� Understands systems and 
    processes 
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� Development of leadership 
� Empowered in planning  
   process 
� Receive training in SOC 

� Open communication and respect 
� Able  to communicate needs 
� Youth serve as mentors/advocates   
� Involved with transition services 

� Independent decisions with 
   team support and knows  
   consequences 
� Able to catalyze change 

 
Information from these plans will be integrated into the Kids ‘N Care master health record 

using the MHehi system. Simple web-based technology, SKYPE, Web-X, etc. will facilitate 
communication among participants. Policies and procedures for care management will be 
developed to ensure consistency, evidence-based approaches, service integration, and reporting.    

d. Flexible funding. Flexible funding principles will be developed in Year 1:  a) instead of 
purchasing agency capacity, services will be purchased based on need as determined by youth 
and family, b) funding will be family driven and include wraparound services, c) self-directed 
care will be a planning option, and d) funding will be pooled and interagency collaborative 
planning established.  Consultation from Mary Armstrong, Ph.D. at the FMHI and others with 
revenue maximization expertise, Florida SAMHSA SOC grantees, and the Milwaukee program 
will be obtained in Year 1 to develop strategies. Florida’s Medicaid agency, Children’s Medical 
Services (CMS) and private payers will be engaged in Year 1 to define strategies for use of 
public/private-sector insurance resources. Policies/protocols related to flexible funding and 
wraparound will be reviewed annually and included in CQI/evaluation metrics.    

Local agencies’ experience, including the Full Service School Behavioral Health Program, 
FSS (child welfare) and Early Learning Coalition, that pool resources from agencies that include 
United Way, JCC, School Board, state and federal child welfare and early learning-subsidized 
child care funds, etc., will be used to model pooled funding strategies. Agencies solicited to 
commit funding into flexible system of care pools include DCF, Juvenile Justice, JCC, United 
Way, Early Learning Coalition, CMS and DCHC. The DCF has already committed to revise its 
contracts with agencies to facilitate flexible funding. 
 e. Access and availability. Access and availability of care require services that are: 
culturally relevant, respectful, geographically distributed, considerate of parent and youth time 
constraints, financially feasible, and sensitive to the challenges of families impacted by 
behavioral health conditions. Table 8 summarizes a recent Family Survey conducted by the 
Coalition to identify System barriers, resources, strengths and needs, from a family perspective 

 

Table 8. Family Survey of Children’s Mental Health Services Key Reponses 

Question Response 

Involvement 

A. The majority of families want to be key decision makers in their child’s care and plan 
development. B. Families want to be actively involved but need suggestions on how to best 
support their children and remain engaged in their care. C. Families would like to attend 
appointments, school meetings, and be given progress notes or reports on their children. 

Gaps and Barriers 
A.  No insurance or coverage.  B. No available services or takes too long to get 
services.  C. Lack of communication between physicians, schools, and the family. 
D. Areas of Greatest Need: counseling, Medication, financial, support groups. 

How can accessing be 

easier? 

A. Flexible schedules and appointments. B. Lower cost or improved insurance 
coverage. C. More available services. D. More school-based services. E. Improved 
access to and coverage of medications. 

Who provides support? A. Pediatricians. B. Family members. C. Schools. D. Churches. E. Psychiatrists 

How can the community 

help include families in 

the care of their children?   

A. Communication. Be clear and specific using language understood by families, do not 
talk down to families, provide written information, and improve communication between 
doctors, teachers, and the child and family. B. Advocacy and Education. Teach families 
how to advocate for their children’s needs and educate families about mental illness’s 



 20 

and treatment. C. Involvement. Encourage involvement of child, parents, guardians, and 
siblings and promote decision making. D. Access. Improve referral processes, flexible 
schedules, transportation assistance, and childcare Assistance. 

 
Respective committees of the Kids ‘N Care Board will address these issues. Training Year 1 

and thereafter and ongoing program CQI and evaluation metrics will focus on each of the above 
elements that contribute to accessibility and availability of services. “Consumer” advisory groups 
will be required for each participating agency. These groups, part of the CQI and local 
evaluation, will be trained during Year 1. Geographic access will be assessed annually using GIS 
maps to ensure appropriate distribution of resources. Parents and youth will determine operating 
hours. Social marketing strategies and Board committee oversight will ensure services are 
marketed to families and young people in acceptable and confidential ways and in venues that 
will reach them. The USF Department of Social Marketing will provide technical assistance. 
 f. Financing. Multiple funding streams and strategies will support System  implementation 
and sustainability. Duval County has a history of integrated funding through its Human Services 
Council and as a result of Medicaid Reform, the development of public sector Provider Service 
Networks (PSNs). Year 1 will involve development of a comprehensive funding and 
sustainability strategy. Public, private and academic sector stakeholders will develop a plan that 
will include financial, in-kind, provider, etc. support. FMHI will provide revenue maximization 
expertise. Relevant strategies from other communities funded through SAMHSA will be 
generated. The State’s Medicaid Agency (AHCA) will help define reimbursement strategies. All 
key stakeholders will identify in-kind resources that can be sustained. Current public and private 
sector funders, e.g., DCF, DOH, AHCA and United Way, will develop approaches to pool and 
target funds. An annual Funders Forum will convene public and private sector entities to 
establish strategies for resource generation and sustainability. It will engage experts in revenue 
maximization to develop plans to sustain/expand the System. Years 2-6 will involve 
develop/implement sustainability strategies. 
 With respect to funding Non-Optional and Optional services as defined in the Cooperative 
Agreement, Table 8 (page 10) presents the sources of funding for services that will be used to 
implement and sustain the proposed system of care.  

(1) Range of funding streams. Service revenues, contracts and grants will be accessed to 
sustain and expand the System. Policy leaders and politicians will be asked to eliminate funding 
restrictions. Federal waivers (e.g. 1915) will be pursued. Policy analysis, pursuit of options for 
policy reform and the development of facilitating administrative rules will be an ongoing part of 
revenue maximization strategies. Relevant Board committees will develop and implement this 
strategy. A CEO level working group will review, revise and respond to strategies.  

(2) Relevant funding streams beyond mental health. The range of potential funding streams 
will include, but isn’t limited to: Medicaid/Medicaid HMOs; JCC; State Departments of Juvenile 
Justice, Disabilities, Health, Education and DCF; United Way; TANF; DCHD and School Board; 
private insurance; City of Jacksonville; Early Learning Coalition; WorkSource; Navy; FSS; 
Healthy Families; Healthy Start; CMS; Early Steps; Child Protection Services; Foundations; 
Judiciary; individual donations, etc. All are stakeholders in this System of Care. 
 g. Workforce development. The workforce involved with Kids ‘N Care will be representative 
at all levels of the diversity of children and families engaged in the System, as presented Table 2 
(page 7).  Relevant Board committees composed of interdisciplinary professionals and youth and 
families will oversee workforce development. They will work together to ensure a 
comprehensive plan is established and implemented. A matrix of required training will be 
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developed during Year 1 and loaded into the Training and Development software used by the 
DCHD to ensure all community provider staff, including physicians and all clinicians, receives 
the full complement of training required by the Board. At a minimum, training in the principles 
of systems-of-care, Medical Home and Family Centered Care, cultural and linguistic 
competency, the practice of evidence-based medicine and public health, family and youth 
participation, fidelity monitoring, behavioral change theory, organization and systems change, 
leadership, CQI, evaluation, public policy, etc. and other training more specific to the 
participants’ role in the System will be required. Training tools are presented in Table 5. 
Training modules, including those available through the FMHI, will be placed on the Kids ‘N 

Care web site (www.KidsNCare.org). The Education and Technical Assistance Committee, 
supported by the trainer, will ensure completion of the workforce development. Florida State 
College at Jacksonville will be asked to help structure the program and include it in its workforce 
development initiatives, and JCC will include it  in its Training Academy.  

Private, public and academic sector resources will contribute to the training development and 
state and national SAMHSA, AAP, Georgetown University and others will be solicited to 
contribute. Broward County’s SAMHSA SOCI program for cultural competency training’s 
curriculum will be used as an example. Expertise in professional education will be accessed 
through regional universities and AHEC. FMHI will be engaged to help structure the curricula.  

System participants will be trained in cultural competence and to engage youth, families and 
others, e.g., incarcerated parents, grandparents, etc. Training will include stages of change, 
motivational interviewing and other approaches (Miller and Rollnick, 2002 and Prochaska et al., 
1992). Youth will be trained to play a lead role in System development. Adults will be trained to 
facilitate youth participation. Duval Youth Voices will help develop youth participation. The 
Truth Campaign, a youth driven Florida health promotion initiative to decrease youth tobacco 
use, will be a model for youth participation (Niederdeppe et al., 2004). Given the importance of 
engaging pediatricians (and subsequently family practitioners) in the System of Care, workforce 
development will include a focus on child health providers. Training material from the American 
Academy of Pediatrics will be used. (See Table 5, page 14) 
 h. Community leader support. Public and private sector entities that have extensive 
experience engaging grassroots leaders in child development (e.g., Children’s Mental Health 
Coalition, JCC and Early Learning Coalition) will be engaged through the Kids ‘N Care Board. 
Support also will be cultivated from key grassroots leaders and trusted community organizations. 
Urban League, NAACP, National Medical Association, Black Psychologists, community 
organizations, e.g., 100 Black Men and Women, ICARE (interfaith organization of churches 
involved with social justice), Catholic Charities, Mayor’s Latino Taskforce, a number of 
indigenous leaders and community activists have been engaged to contribute to this endeavor. 
Non-traditional thought-leaders, e.g., barber shops and beauty and nail salons, will be engaged 
through the DCHD’s ongoing work. Relevant Board committees will create “Building and 

Promoting Family and Community Leaders” as a formal initiative during Year 1. 
Objective 4. Replication. To replicate the System throughout the state. The System will be 

built with statewide replication as a primary focus. During Year 1, a state level Taskforce 
composed of agency heads of the DCF, DOH, CMS (Title V agency), Department of Juvenile 
Justice (DJJ), AHCA (Medicaid), the Governor’s Office, and other high level decision makers 
and mental health advocates, including youth and families, will develop a plan for replicating 
children’s mental health systems-of-care in other Florida counties, and how more specifically to 
develop systems-of-care to improve the physical and behavioral health of children in or at-risk 
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for entry into the child welfare system. The Coalition secured this commitment from each of 
these agencies; the first meeting was in February 2009. This Interagency Taskforce will integrate 
the DCF’s statewide efforts to redesign foster care, DOH’s endeavors to expand the Medical 
Home model of care and to address mental health issues in children, Juvenile Justice’s efforts to 
implement its Blue Print for progress completed in 2008, and AHCA’s redesign of Medicaid. 
Kids ‘N Care will assume responsibility from the Coalition to advance and sustain these 
endeavors. Current and previous Florida SAMHSA-SOC counties will be asked to participate, as 
will professional, parent and other advocacy organizations. Support from the Casey Foundation 
that is currently funding statewide foster care redesign initiatives will be solicited.  The results 
from this Inter-agency effort and the national experience will be shared with other committed 
Florida counties through a Statewide Learning Collaborative (NICHQ, 2008).  

Kids ‘N Care will link directly to the state and federally funded programs listed in Section A. 
(page 10), including working with DCF to integrate its work with that of the State Mental Health 
Block Grant and related initiatives. Board members will link this initiative to local, state and 
nationally funded initiatives and societies related to child welfare (Casey Foundation), Juvenile 
Justice (Governor appointed Blue Ribbon Taskforce), Pediatrics (AAP), and Public Health 
(MCH Bureau, AMCHP, APHA, NACCHO) to facilitate replication. (See Section A.V).  
 Objective 5. System of Care. To develop the structure of a System of Care. Kids ‘N Care will 
build on our community’s efforts to develop systems of care for children, and the architecture 
developed by the Coalition’s report in 2006. MOUs will define the responsibilities/expectations of 
stakeholder and partner agencies.  Highlights include: a) formation of a Children’s Mental Health 
Coalition; b) a Public Policy statement on the structure and function of a System of Care based on an 
18 month gaps analysis; c) implementation of Coalition committees, d) initial development of an 
electronic health record system, e) strategies for pooled funding; e) preparation of pediatricians to 
assume a larger role in the diagnosis and treatment of children’s behavioral health conditions, f) 
recruitment of additional psychiatrists into the community, g) expansion of the roles of family and 
youth including developing formal family and youth associations, h) SAMHSA funding for suicide 
prevention through Mental Health America; i) implementation of foster care redesign; j) linkage to 
the adult mental health coalition; and k) advocacy and legislative “lobbying” for additional resources 
and systems changes. The gap analysis presented in the report and parent and provider focus groups 
and surveys have influenced this proposal and will continue to be an important resource.  

Kids ‘N Care will serve as the foundation of the System, with the clinical framework 
established by its network of community-based medical and behavioral health providers and 
agencies (Figure 1). Kids ‘N Care governance will ensure the structural integrity of the System is 
established through a single set of family driven and culturally and linguistically relevant 
operating policies and protocols, a training curriculum and a communications strategy that will 
link all providers, agencies and families using simple telephone and web-based technology. The 
CQI program will include formative and summative assessments of these critical elements of the 
System.  Engagement of minority communities will ensure that all participants in the system of 
care are proportionately representative of families in Kids ‘N Care. 

 a. Clinical network. System of care framework is presented in Figure 1 (page 12). Year 1 
will focus on developing and piloting protocols and technology to transform current providers 
into a seamless system of care. During Year 1 and thereafter: a) pediatricians will be engaged 
through the NE Florida Pediatric Society and MATCH, and will link homeless and other at-risk 
children to the Kids ‘N Care System, b) FSS will link foster children, families and agencies to 
the System, c) Early Learning Coalition, Head Start and JCC will be linked through children in 
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subsidized child care programs, d) United Way (Full Service School program) will integrate its 
clinical network into the System and use its 2-1-1 system to facilitate access to services, e) 
JaxHATS, a transition program for children with special health care needs, will ensure 
transitioning youth are linked to the behavioral health services they require upon aging out of the 
child welfare system, and f) Juvenile Justice will link youth in or at-risk for entry into JJ.  

b. Management team. The System will be administered by the Kids ‘N Care Management 
Team, under the auspices of the Program Director, who will report to the Board. Positions are 
presented in Table 10 (page 29). They will be employed by MATCH, a 501(c)3. Use of a non-
profit agency to develop the administrative infrastructure will help to ensure: a) independent 
fiscal and administrative oversight, b) minimal bureaucracy, c) maximal flexibility and 
autonomy for innovation, and d) the capacity to capitalize on community assets and partnerships.  
The Public Sector grantee (JCC) will support the fiscal management of the Cooperative 
Agreement, fulfill reporting requirements and provide technical assistance and office space. UF 
and USF will provide the PI and Evaluation Director.   

c. Training capacity. Multiple local, state, national and international resources will be used 
for training. (See Table 5) Cultural and linguistic competency and health literacy will be 
considered in all training aspects. The Board will appoint a committee and management team 
member to oversee professional and lay education. Resources of FMHI, a renowned academic 
center, will be engaged as training consultants. The UF Area Health Education Center, AAP 
trainers, and other state and national academic resources will be engaged as experts in children’s 
behavioral health and systems development. Families and youth will help develop educational 
programs. Technology, e.g., web-based training, distance learning and “chat” rooms, will 
establish virtual training venues. Training objectives will be included in metrics of the local 
evaluation and program CQI.  

d. Performance standards. Year 1 Strategic and Business Plans will define goals for Kids ‘N 

Care and measurable short term (1-2 year) objectives. Performance standards for the System will 
be measured using qualitative and quantitative mixed-methodologies. All stakeholders, e.g., 
families, youth, professionals, advocates, private and public sector agencies and funders, etc. will 
be engaged in these planning efforts and in the CQI and evaluation. Performance standards for 
individual personnel will be included in their position descriptions, and in agencies’ MOUs.  

e. Management information system. RHIO is working to establish a regional electronic 
health information system. Kids N Care will identify electronic information management 
systems from among previously and/or currently funded SOCI programs and will work with 
RHIO to implement a “best fit” system that meets the System’s information management needs. 

Objective 6. Collaboration. To collaborate with other Child Serving Systems. The proposed 
System will operate at the intersection of the disciplines of pediatrics, child welfare, juvenile 
justice, early learning, behavioral health and public health. All stakeholders have agreed that 
within 2 years: a) the architecture of the System will be established, b) families and youth will 
have a primary role in Systems operation, c) policies will be implemented, d) training will have 
been implemented, e) staff will be attaining cultural and linguistic competencies, f) a pooled 
finance strategy will have been implemented and g) CQI and evaluation is ongoing.  

Kids ‘N Care is built on a Medical Home model and will engage pediatricians committed to 
the System. Juvenile Justice will ensure all at-risk children in its system are referred to Kids ‘N 

Care. The early learning system will identify children who are in the child welfare system or at-
risk and integrate them into Kids ‘N Care. All homeless children will be referred by shelters into  
the System. The System will work with the Judiciary through DCF and FSS to provide expertise 
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to judges when decisions are made, and ensure that the youth and family voices are considered.  
MOUs will detail the relationships between Kids ‘N Care and community partners.    

Objective 7. Training, Technical Assistance and Social Marketing. To develop and 
implement training, technical assistance and social marketing. The Board will establish 
committees, as detailed in Section B.II (page 15), to implement training and social marketing.  
The Cultural and Linguistic Competence Committee will support committees’ work. Staff will 
help each committee identify training issues and ensure family participation. The Evaluation and 
CQI Committee will include committees’ objectives in CQI and evaluation strategies.  

A review of best practices related to behavioral health and health services for children in 
foster care has been published. Reaching the Next Horizon details gaps in the current System and 
strategies required to mitigate them. (See www.KidsNCare.org/) This document, in combination 
with the Assessment (www.KidsNCare.org), identifies gaps and strategies required to develop the 
proposed System. Committees will use these documents to develop and implement approaches 
and evaluation metrics. Local, state and national/international resources will be accessed to build 
the System.  This Cooperative Agreement will allow us to respond to challenges faced by this 
community them in a holistic way. 

The Social Marketing Plan will convene stakeholders to define how Kids ‘N Care will 
provide cultural/linguistically competent: a) information on behavioral health, b) information on 
the System, and c) support to family and youth organizations. Elements will include multi-media 
approaches to: a) increase awareness of SED and its relevance to community pathology; b) 
reduce stigma, and c) generate partnerships. The Social Marketing Team will use public relations 
resources of JCC, a UF anthropologist, health educator (Health Department), psychologist (Black 
Psychologist Association) and consultants from the Hispanic community (Clear Channel). 
Expertise in Social Marketing will be obtained from USF. Experience of Florida’s Truth 
Campaign, 15 years of HIV/AIDS social marketing experience, breast cancer outreach, etc. will 
be accessed. A Kids ‘N Care website has been established to support all aspects of the program. 
Facebook and MySpace sites will be established to reach young people. Refugee families will be 
reached through their communities, including traditional healers and leaders, with the support of 
Lutheran Social Services (LSS), the primary refugee resettlement agency in Duval County. 
Technology will support training and social marketing. Kids ‘N Care will work with SAMHSA 
contractors to implement the “Caring for Every Child’s Mental Health Campaign.”  

Objective 8. Capacity and Quality. To expand capacity and implement CQI. The proposed 
System will incrementally expand screening, assessment and subsequent mental health and non-
mental health services over the 6 years of the grant, beginning with children entering the Child 
Welfare system, and subsequently adding Homeless children, youth in the Juvenile Justice 
system and those at-risk for involvement in these three venues. The evaluation will include 
metrics related to disparities in access to behavioral health services. Table 3 (page 10) quantifies 
the number and types of services that will be provided to children annually and by program.  All 
entering the System and requiring on-going behavioral health services will receive care 
management. By the end of Year 6, the following approximate numbers of children will be 
receiving services: a) Intensive home-based services 150, Crisis intervention (TBD), Day treatment 
(TBD), Therapeutic foster care 30 and Respite Care (TBD).  Youth transitioning from pediatric to 
adult health services in each program/venue will be referred into the JaxHATS program. 

The System and its stakeholders/providers have had extensive experience serving the primary 
constituent groups—low income and African American children. Year 1 will involve engaging 
families and youth in understanding their experience in the System; identify evidence-based 
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practices that best respond to the needs of children, youth and families; and train all participants 
in these practices, and cultural and linguistic competencies and health literacy. Geographic 
availability exists in the System (www.KidsNCare.org). The Evaluation detailed in Section D 
will include processes to ensure CQI. 

Objective 9. Participation. To involve constituent groups. The Coalition, now numbering 
more than 50 agencies and advocates that include families and youth, developed this SOCI 
proposal. Racial diversity has been maintained throughout the process with 30%-40% of 
participants being African American. Though less than 5% of the Duval County community is 
Latino, they are nevertheless well represented. The refugee/immigrant community was 
represented by LSS. Participating organizations include: a) all community-based behavioral 
health programs serving Medicaid eligible and uninsured children, b) providers serving children 
in the detention center, c) families from behavioral health and foster parent advocacy 
organizations, d) parents and e) youth. The System will involve family members and 
professional stakeholders as co-chairs of all committees to ensure family leadership in Kids ‘N 

Car, and facilitate cultural and linguistic competence. Youth, with full voting status, will be 
involved with each committee.  

Objective 10. Match. To integrate non-federal match dollars to catalyze interagency 
collaboration and sustainability. Non-federal match dollars, as presented in their MOUs and 
letters of commitment, have been committed from the JCC, Early Learning Coalition and FSS.  

 

GOAL II. SERVICE DELIVERY  

 
Objective 1. Populations. To implement systems to identify populations of children to be 

served and a strategy for incremental implementation of a Systems Model. The populations to 
be served are presented in Section B (page 11) , and the rationale in Section A.III and IV (pages 
8 and 9)  Referral sources for diagnosis and treatment will be incrementally expanded (Table 3, 
page 10). Integrating the Medical Home and Mental Health systems of care; and training 
physicians and others to identify and care for children earlier will decrease the number of 
children requiring deep-end service. Care coordination and the pooling of resources and 
programs through Kids ‘will expand capacity. Foundations, revenue maximization, PSN 
development, Medicaid waivers and other strategies will be pursued to maximize treatment 
capacities. Integration with State and Federal programs (A.V, page 10 as well as contracting for 
services through specific agencies, e.g., Juvenile Justice, Foster Care, Early Leaning Coalition, 
etc. will also be pursued. An integrated MHehi system will contribute to system efficiencies and 
increased capacity.  

Objective 2. Service Components and System of Care. To develop and implement a System 
of Care, based on the Systems Model. A full array of non-optional behavioral health and 
medical services will be provided to all children cared for in this SOCI (Figure 1, Table 9, pages 
12 and 26). Many optional services will similarly be provided (Table 9, page 26).  All required 
service components are available through private and public sector systems, including 3 
Federally Qualified Health Centers, though access to mental health services is limited and the 
System fragmented. All eligible uninsured children will be enrolled into Medicaid or Florida’s 
State Child Health Insurance Program at the time of entry, or otherwise enrolled in the FQHC.  

SAMHSA resources will be used to establish Kids ‘N Care as a sustainable system of care to 
link these services into a seamless continuum. Resources will be used in Year 1 to identify gaps 
and barriers to services. All HIPAA requirements will be fulfilled. Referral protocols established 
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in Year 1 will be uniform across the System. Referrals and outcomes will be noted in the 
centralized electronic health record. Agreements will be established with agencies to participate 
in Kids ‘N Care and use its protocols. Care coordination, cultural and linguistic competency, 
technology linkages, Medical Home and other protocols will ensure assessment and referral meet 
the needs of families. Proposed services and resources to sustain them are as follows: 

 
Table 9. Non-Optional and Optional Services Provided through the System of Care 

Non-optional 

Services 

Type and Protocol Payment Sources 

(Sustainable) 
Screening for 

acute  behavioral 

health conditions  

Will occur within 72 hours of entry into foster care, 
juvenile justice and into homeless shelters . (Figure 
1)  A 30 assessment will be performed at 30 days.   

� Medicaid for 72 evaluation  
� Medicaid/JJ for entry into JJ 
� Medicaid, SCHIP, JJ, FQHCs   

All referrals will 

be sent to 

agencies that are 

part of the Kids 
‘N Care.  
 

Agencies will use common operating protocols that 
require cross-system care management and  
development of ISPs to engage parents/youth. 
Forms will be placed on the electronic information 
system, and will be reviewed/filed by the care 
manager. Reviews of children receiving services 
will be conducted through Kids ‘N Care.  

 

A full array of 

community-based 

mental health 

services  
 

Community-based mental health services will be 
part of the System.  Children under 3 will be 
referred to Early Steps (home visits required). 
School children receive services through Child Find, 
and older children through community providers. 

� Medicaid 
� SCHIP 
� Private Insurance 
� Title V (MCH Block Grant) 
State Foster Care funds 

Emergency 

services  

Available 24/7 through the Kids ‘N Care on call 
staff (physicians and mental health providers). A 
crisis management team is available through Child 
Guidance, and receiving facilities are available. 

� On-call services are provided 
by the University of Florida 
faculty as part of their clinical 
service network. 

Intensive home 

based services  

Provided by Boy’s Home Association and Child 
Guidance Center. 

� Department of Children and 
Families-Community Mental 
Health Funds 

Intensive day 

treatment 

services 

Provided by River Point Behavioral Health through 
a Partial Hospitalization Program (PHP) where the 
child receives both schooling & therapeutic services. 

� Department of Children and 
Families-Community Mental 
Health Funds 

Respite care  
Is provided by Children’s Home Society, daniel, and 
Boy’s Home Association 

� DCF Community Mental 
Health Funds 

Therapeutic 

foster care  
Children’s Home Society, daniel, Boy’s Home 
Association, and Florida MENTOR.  

� DCFCommunity Mental 
Health Funds 

Therapeutic 

group home  
Provided by Children’s Home Society, Boy’s Home 
Association, and daniel.   

� DCF-Community Mental 
Health Funds 

Transition 

services  

Available through JaxHATS,.  Children with SED 
will begin transitioning to adult health care 
beginning between ages 15 to 16 through JaxHATS. 

� Children’s Medical Services 
     (State Title V provider) 
  

Advocacy and 

peer support 

Assured by care managers, a youth ombudspersons and 
family advocate. 

� TCM, Juvenile Justice, Title V, 
State and Agency Resources 

Integrative & 

traditional  
Available for referral after review by a professional-
family team established by the Board. 

� TBD 

Optional 

Services 

Type and Protocol  

Educational and 

literacy 

screening  
 

Provided to each pre-school and school age child 
through FSS. Accomplished within 60 days of entry 
into child welfare system. Children with abnormal 
screening results will be referred for diagnostic 

� State Foster Care 
� Title V (Early Steps) 
� Early Learning Coalition $ 
� City of Jacksonville 
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assessments and interventions through FSS. Results 
will be included in the child’s KNC health record. 

� School Board (Child Find) 
� Juvenile Justice 

Comprehensive 

pediatric 

primary, 

subspecialty and 

hospital care  
 

Medical Home model services will be provided to each 
child in the foster care system through the Kids ‘N 

Care provider network, who will commit to be part of 
the System. Children entering into the System through 
the Homeless program, Juvenile Justice and/or 
subsidized child care and are not in the child welfare 
system will be provided the same level of care through 
Kids ‘N Care. Children without medical insurance 
coverage will be seen in several Federally Qualified 
Health Centers. 

� Medicaid 
� State SCHIP 
� Private Insurance 
� Federally Qualified Health 

Centers 
� Health Care for Homeless 

Children program 
� Juvenile Justice 
� Duval County Health 

Department 

 
Models and training for interdisciplinary treatment, e.g., mental health and substance abuse 

and approaches that will allow youth and families to determine the services they need will be 
piloted in Year 1, with incremental implementation thereafter. Family Team Conferencing, 
Motivational Interviewing, etc. will be among the evidence-based approaches used by the 
Fostering SOCI (Table 10). Ensuring geographic accessibility (www.KidsNCare.org) and 
adapting the principles of “Open Access” will minimize non-compliance.  

Objective 3. Funding. To fund and sustain a System of Care. Multiple streams and 
strategies for funding will support the implementation and sustainability of the mental health and 
non-mental health elements of the System Section B (pages 19-21). Policy leaders will be 
engaged to redefine statutory restrictions on funding streams.  

The strategy for System sustainability is: a) fully integrated resources through pooled and 
flexible funding, a plan for which will be developed in Year 1 using several models in existence 
in the county (page 20), b) communication technology to link the work of providers (RHIO), c) 
care management to eliminate redundancy, d) optimized billing for services through Medicaid, 
including Targeted Case Management, e) development of a behavioral health PPO/Provider 
Service Network (PSN), f) training pediatricians to deliver expanded behavioral health services 
for which they can bill, g) use of federal disproportionate share dollars (DSH) for mental and 
behavioral health services, h) expansion of the FQHC’s role in behavioral health services, and i) 
expanded local contributions to these services through public and private child serving agencies. 
Match dollars (cash) and in-kind support after Year 1 will be pooled from multiple stakeholders. 
Cash contributions for Years 1 and 2 match requirements (non-federal sources) have been 
secured (Objective 10, page 35). The strategic plan developed in Year 1 will detail a 
sustainability strategy that defines objectives and sources to run the entire System.  

Objective 4. Delivery of Clinical Interventions. To develop and implement strategies to 
provide the continuum of services established by the Systems Model. All agencies participating 
in Kids ‘N Care will be required to fulfill the standards of care established by the Board unless 
otherwise noted by the Board. These standards and other performance requirements of agencies 
will be detailed in the MOU, including cash matches.   

a. Procedures for diagnostic and treatment planning. All screening, diagnostic and 
treatment planning will be evidence-based, family driven and culturally and linguistically 
relevant. An inventory of evidence-based procedures has been developed and participating 
agencies have agreed to use these practices, as defined in the MOUs (Table 10, page 29).  During 
Year 1, parents and youth will be engaged to define those practices that will be primarily used, 
though alternative practices will be available for use on an individualized basis. The model for 
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diagnostic and treatment screening is presented in Figure 1. Screening tools will include, but not 
be limited to the Ages and Stages, ASQ Social Emotional, Edinburgh (maternal depression).  

Policies, procedures, requirements, etc., for diagnostic and treatment planning will be 
standardized to ensure systems integration, and that services are family and youth driven and 
culturally and linguistically appropriate. In Year 1 Kids ‘N Care will work with all System 
agencies to standardize policies and procedures and train participants. Requirements of each 
agency and funding source will be reviewed. Standardized protocols will be included in the 
electronic health information system to facilitate the development of the shared database and 
medical record system. Interagency agreements will support the standardization of policies.  
Privacy/confidentiality policies and procedures will be family driven and HIPAA compliant. 
Youth and parental consent will be required for inclusion in this database. The Evaluation and 
CQI Committee will establish CQI procedures, including oversight and review of treatment 
plans. CQI will involve peer, parent and youth review and oversight as critical components. 

b. Community-based services. The System will ensure that services are community-based 
and accessible. A network of geographically available community agencies, including 8 Full 
Service School programs is currently included in the System. Hours of operation and the need for 
home-based services will be established. 

c. Cultural relevance and effectiveness. As presented in Table 2 (page 7), Duval County’s 
minorities represent 43% of the population, yet constitute 67%, 60% and 86% of children in the 
Juvenile Justice, Foster Care and Subsidized Child Care systems respectively,  As such, cultural 
and linguistic competence related to race, ethnicity, age, and gender sensitivity and effectiveness 
will be integrated into the System. An in-depth description of how its structure and function will 
ensure this is presented in Goal IV (page 35). The System will include: culturally competent 
staff; a commitment to education and to understand culture, the ability to communicate with 
diverse cultures and populations, full involvement of families and youth, the practice of health 
literacy, accessible professional language resources, etc. A comprehensive training program will 
be implemented using curricula in Table 5 (page 14) in Year 1 and sustained thereafter as a 
component of the System. All participants, including physicians, will be trained, as documented 
in the Training software. Translation services used by Kids ‘N Care will be available for the 
entire System (Medicaid approved). Additional training tools will be solicited through previous 
SAMHSA SOCI grantees, American Academy of Pediatrics and other sources, including the 
World Health Organization (www.who.int/en/). 

d.  Involving other at-risk children.  The foundation and framework established by this 
initiative will also support access of children outside of the child welfare system to required 
behavioral health services. The proposed model for this System, a model that integrates 
SAMHSA system of care principles with those of the AAP Medical Home model and the 
Institute of Medicine’s Core and Essential Public Health functions, was established for this 
System to ensure access to behavioral health services for all children through their medical home 
providers, as well as though agency services. Multiple portals of entry into the System for 
children outside of the child welfare system are established by this model through the partnering 
organizations, e.g., pediatricians, early learning centers, schools, juvenile justice system, etc.   

Objective 5. Training. To train and supervise all involved personnel. An Education and 
Technical Assistance committee will develop and oversee training of all participants in the 
System. They will ensure all aspects of the Training Plan reflect the principles of family driven, 
youth guided and culturally and linguistically competent care and the Medical Home. The 
training will include systems-of-care principles e.g., evidence-based practice, theory-based 
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approaches, cultural and linguistic competence, family and youth participation (children’s 
rights), public policy, etc. Evaluation will include assessments of knowledge transmission and 
behavior change as part of the CQI and evaluation. 
 Local university resources and Area Health Education Center (AHEC) will provide expertise in 
adult professional education and continuing education credits. USF’s Florida Mental Health 
Institute will provide technical assistance related to developing and sustaining mental health 
systems-of-care (Robert Friedman, Ph.D.), youth participation (Richard Chapman), system 
financing (Mary Armstrong, Ph.D.) and evaluation (Norin Dollard, Ph.D.). Material will be 
distributed through the Kids ‘N Care website and professional organizations. 

Objective 6. Evidence-Based Practices. To implement evidence-based practices (EBP). 
Over the past year, a working group of mental health professionals and parents compiled an EBP 
inventory that will be used for screening, diagnosis and treatment. (Table 8, page 19). Behavioral 
health agency clinical directors have agreed to use these practices and DCF and FSS will include 
requirements to use EBPs in their contracts. Protocols for educating and engaging parents and 
youth in decision making about interventions, processes for identifying and engaging evidence-
based practices, approaches to adaptation of EBPs to respond to cultural, ethnic and racial 
diversity, approaches to fidelity monitoring and evaluation metrics and CQI processes that fully 
address the integration of the principles of EBP into practice are being developed. Education on 
EBP will be sustained throughout the project. Payers will be engaged to support training and 
evaluation of EBPs. Providers will be trained in fidelity assessment/monitoring as part of CQI.  

The list of available EBPs is not exhaustive and may change with ongoing research and 
training. In addition to cultural and geographical relevance, these EBPs were identified based on 
the expected outcomes for this population of focus including stability, protection from harm, 
permanency, mental health promotion, family strengthening, and positive youth development. 
ISPs will be required to identify the evidence-based practices utilized and why, if any, revisions 
to these practices have been made, or non-EBP utilized.  

 

      Table 10. Duval County Evidence-Based Practices for Youth in Foster Care 

Prevention , Early Intervention & Rx  Age  Age 
Strengthening Families Program 6-18 Parent-Child Interaction Therapy 2-12  

Incredible Years 0-12  Cognitive Behavior Therapy  13-18  

Real Life Heroes  6-17  SOS Signs of Suicide  13-17  

Trauma Affect Regulation: Guide for Ed/Rx 3-18  Seeking Safety 13-18  

Multi-systemic Therapy for Juvenile Offenders 6-17  Screening Age 
Motivational Interviewing 3-18  Ages & Stages Social Emotional  0-5  

Trauma-focused Cognitive Behavior Therapy 0-17  Mental Health Screening Tool  0-5  

Functional Family Therapy 10-18  Positive Achievement Change  17-18 

Abuse-focused Cognitive Behavior Therapy 6-15  Child Behavior Checklist  2-18  

 
Objective 7. Care Coordination and Individualized Service Plans. To individualize care 

coordination (CC) and service (diagnostic and treatment) plans (ISP). Treatment plans and 
care coordination will be individualized and consider the family’s cultural and linguistic 
background to ensure optimal care and outcomes. Several committees will collaborate on the 
development of protocols required for effective care coordination in Year 1. Training on care 
coordination and ISP development will be included in the training matrix. A single ISP will be 
developed for each family, “One Family, One Plan.”  The treatment/care plan will be placed on 
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a secure drive to be accessible to providers with HIPAA compliant access to it. ISPs will be 
required to include EBPs, unless otherwise noted on the ISP and approved by parents/youth.  

A practice based care coordination model will be implemented based on the Medical Home 
model. Care coordination responsibilities will include:  a) integration of all services, and b) 
ensuring the system maintains a continuing awareness of each child and family’s total well-
being. Elements of the care coordination process will ensure: a) screening upon entry into the 
System, b) establishing a baseline profile of the child and family; c) organizing clinical care, d) 
documentation of status changes; e) documenting the relevance of the interventions to diagnoses, 
f) family and youth involvement, and g) periodic reviews. Families will be involved in care 
coordination, and in particular in Family Team Conferencing. Care coordinators’ qualifications 
are presented in the Attachment. Resources used for training are detailed in Table 6 (page 15). 
The role of the care coordinator will include the following: a) apply knowledge of System 
principles; b) facilitate access to referral resources; c) assess child and family needs/assets; d) 
create ongoing processes for families and youth involvement in their care; e) build relationships 
among family and team; support the primary care-giving role of the family; f) develop an 
Individualized Service Plan (ISP) with family/youth/provider input; g) carry out and monitor 
care plans; h) serve as a contact point, advocate and information resource; i) link resources to 
families; j) educate, counsel, and support; k) support primary care mental health co-management 
with integration of information into the ISP; l) coordinate family, medical home, and involved 
agencies; facilitate “wraparound” meetings or team conferences and attend community/school 
meetings with families; m) quality improvement; and n) gather family/youth feedback regarding 
experiences of health care.  

Management of care coordination will be the responsibility of the Partnership for Child 
Health (Melana Smith, RN). The Partnership has a decade of experience building and managing 
care coordination in Medical Homes. The training tools developed by the Partnership and others 
available through multiple sources will be used. (Table 5, page 14)  This will include training in 
cultural and linguistic competency and health literacy—critical elements of practice-based care 
coordination. Care managers will be employed by the agencies with which they are working,  
trained by the Partnership, and will participate in CQI and evaluation.  

The electronic health information (MHehi) system will be used to facilitate interdisciplinary 
team functions. Web-based conferencing will be used for interactive video-teleconferencing for 
ISP review and care coordination and interdisciplinary team conferences and care coordination.  

Objective 8. Coordinate with National Programs. To coordinate ISP and CC with local, 
state and federal services. The System as presented in Figure 1 (page 12) will facilitate 
coordinated care with the agencies and other members of the Coalition presented in Table 6 
(page 15).  The System will link to the relevant public-sector funded programs presented in 
Table 3 (page 10), representatives of which will be on the Board and committees.  Year 1 will 
establish the protocols and MOUs to ensure knowledge and capacity to coordinate these services, 
including use of Mental Health Block Grant resources to provide support for parents. The MHehi 
system will facilitate this coordination. As an example, mental health providers, care 
coordinators, etc., as appropriate, will be at IEP meetings at the affected child’s school. The 
school will have access to the relevant parts of the MHehi system that will include the treatment 
summary (with parental consent). The IEP will be placed on the MHehi system and incorporated 
into the ISP. This process will be ongoing.  

Objective 9. Individualized Service Plans. To ensure the ISP plans are comprehensive. 
Board committees will collaborate to develop the policies/protocols required to ensure ISPs and 
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services are comprehensive, culturally and linguistically relevant and family and youth driven 
(B.II.8, page 24) Family Team Conferences and interdisciplinary team meetings that engage 
families in cultural and linguistically competent discussion and problem solving will ensure an 
assets-based family focused process is used to generate ISP and treatment objectives. Care 
coordinators will ensure these meetings engage families and that a “strength and needs” 
discovery process is part of each ISP. Specific individual and family strengths will be identified 
to respond to identified needs. The assessment of every school-age child entering the System will 
include an individualized suicide risk screen. Kids ‘N Care will be linked to the recently funded 
SAMHSA Garrett Lee Smith Suicide Prevention Program.  As presented in the Systems Model 
and Table 9 (page 26), the full inventory of medical and behavioral health services will be 
provided to families. The care coordinator will be responsible for completing the ISP. 

An ISP will be developed for each child receiving ongoing mental and/or behavioral health 
services. It will address the medical, behavioral, educational, social and other needs of the child. 
Plan development will involve a team approach comprised of the child, parent/legal guardian, 
pediatrician, mental health clinicians, advocate and care coordinator. The ISP will be placed in 
the child’s electronic record and reviewed/revised at least quarterly by the child’s case manager. 
Critical elements of the ISP will include specific objectives in the medical, behavioral, 
educational and social domains.  These will be addressed, as well as: a) diagnostic findings, b) 
services provided; c) frequency/duration of services; d) provider source, and e) what action will 
be taken to address changes in the child’s status. The ISP will be reviewed at least quarterly, and 
will be revised/renewed at least every six months, or more frequently as may be necessary to 
address the child’s changing care needs, or upon request of a parent or child.  Reviews and 
revisions will occur in consultation with the child, family and relevant clinicians. The quality and 
timeliness of the reviews will be included in the CQI process and evaluation metrics.  

ISPs will coordinate federal and state funded services.  Several teams have been established 
to ensure coordination.  The Family Service Planning Team coordinates services for children at 
risk of losing their current home placement due to behavior attributed to emotional/behavioral 
disabilities. The Treatment Review Team provides recommendations for placement in residential 
treatment settings, and ensures least restrictive placements based upon clinical necessity. The 
Integrated Practice Team staffs families with child abuse investigators, family service 
Counselors, prevention staff to develop individual-family service plans. The Family Preservation 

Team provides community based and wraparound services to community children with 
behavioral health needs who are at-risk for abuse or neglect.  
 Objective 10. Quality Assurance. To implement quality assurance and grievance processes. 

The Board will develop the quality improvement and grievance policies and protocols. Technical 
assistance will be acquired from the Florida Mental Health Institute and previously funded sites 
to ensure the ongoing integration of the most current knowledge and experience related to CQI. 
The context of “Learning Collaboratives” will be borrowed from NICHQ (NICHQ, 2008).  
 a. CQI processes. CQI protocols will integrate requirements of agencies with Program 
specific protocols, and cultural and linguistic competencies. Participating agencies will be 
required to implement internal and participate in System CQI protocols. The CQI and internal 
evaluation will reflect the questions and priorities of families and youth, in addition to 
professionals. CQI will include multiple methods to determine family and youth perspectives of 
the System, including appropriateness of services, choice, cultural and linguistic competency, 
access and availability, efficiency and respect. (See Section D) Processes will be integrated into 
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the MHehi system. CQI protocols will include agency EBP fidelity monitoring. Adherence to 
Family and Youth Rights statements and cultural and linguistic competencies will be monitored.  
 A CQI tool from the Medical Home Care Coordination Workbook (Center for Medical Home 
Improvement, 2001) will be used to collect and analyze quantitative and qualitative information 
related to ISP and care coordination. Information generated from each review will be included in 
the child’s electronic health record. Children and youth and their families will be invited to each 
review, and will receive the analysis of the review process. The review process will focus on 
youth and family participation, cultural and linguistic competence.  
 b. Systems analysis. A systems analysis review will be implemented biannually. A review 
instrument will be developed by the Board to be used for the review that includes CQI and 
evaluation metrics. This instrument will be derived from the medical home self assessment 
inventory (Center for Medical Home Improvement, 2006). Children/ families and providers will 
provide input into the review. Individual level CQI data will inform the systems level analysis. 

c. Grievance. Direct access to:  a) providers and care managers, b) family and youth 
ombudspersons, c) committees, d) participating agencies, e) Board members, etc. are provided in 
the System infrastructure. Procedures for appeals for decisions related to clinical care and service 
delivery will be formalized in the Bylaws and implemented by the care coordinators. Appeals 
will be considered in the quarterly review process, in which youth and families will have the 
opportunity to participate in the dialog. Immediate revisions in service delivery can be 
implemented by the care coordinator in collaboration with the child’s medical home provider. 

 

GOAL III. FAMILY DRIVEN AND YOUTH GUIDED CARE 

As described by Osher and used in the Medical Home model, family driven means families 
will have a primary role in decisions related to all aspects of the System, including their 
children’s care and the policies that define the System infrastructure and function (Osher and 
Osher, 2007; AAP, 2007). There is a necessity to redefine “family” in the context of children and 
youth in the foster care system—the definition used for this initiative is “the group of nurturing 
adults, biologic and non-biologic, that surround and care for a child and who are committed to 
his/her best interests.” Youth will have an integral role, guided by a rights-based framework that 
ensures they have a voice in relation to all aspects of the System, have access to information, and 
have equal status in the governance of Kids ‘N Care (www.unicef.org). 

The System will engage the principles of Respect, Choice, Engagement and Involvement to 
ensure families and youth have the capacity to: a) choose clinical interventions, b) design, 
implement and evaluate programs; and c) have input into funding decisions in an environment 
that acknowledges and responds to the cultural and linguistic context of the child and family. 
Cultural change in the role of youth and families will require education of youth, families and 
professionals; and policies to ensure theory is translated into practice. Duval County has initiated 
this rights-based approach to the role of children in our community through training of children 
and adults and the development of a Youth Voices Council. We are committed to the sustainable 
development of Youth leaders to support the ongoing development of the system of care.  We 
will develop and/or adapt curricula to provide this leadership training (Matarese, 2005; Pittman, 
2007) to youth representing the four risk groups presented in Figure 1 (page 12).  

The challenges and opportunities identified by families in a recent survey by the Coalition 
are presented in the following Table and will be addressed throughout the proposal.  
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Table 11. Family Identified Challenges and Opportunities 
 

Questions Response 
What are the 

problems you 

have faced in the 

system? 

Timely services; cost of services; lack of parity; transition—forced to declare children as 
disabled to get care; limited mobility; access to services; frustration with doctors; access to 
medications and respite; bridging Medicaid and private insurance; lack of insurance; 
medications errors; inability to get diagnoses; children released from detention before  

What would an 

ideal system look 

like for families? 

No denial of services for lack of funds; managed and coordinated care; no stigma of mental 
health; continuity care, including respite care; communication among agencies; an ongoing 
agency forum; services offered in a range of venues; services are recovery oriented; systems 
linked to schools and places where children live/work; support for transition issues. 

How would you 

increase Youth 

and Family 

involvement? 

Make meeting times work; provide transportation and child care; engage parents and youth 
within existing meetings; establish virtual parent support groups; establish a regional website for 
parents; use webcam technology; create a virtual community for youth; use technology to 
engage youth; create a youth website; involve siblings; provide summer camps for affected 
youth and impacted siblings; engage mentors-older youth mentoring younger; have resources in 
search engines; provide multiple system access points—virtual, telephone, advocates. 

 

Objective 1. Family and Youth Partnerships. To develop family and youth partnerships. 
Families and youth will be integrated into all System functions. The governance structure will 
include families and youth (B.I.2, page 15). A rich pool of family organizations has provided 
input into the development of the proposal and the vision of a transformed System. These 
organizations are listed in Table 6, page 15).  

Working through the Federation of Families of Palm Beach County (Florida Voices and 
Choices, the Statewide Family Network grantee), and the state Federation of Families for 
Children’s Mental Health chapter, Kids ,N Care will build upon the existing capacity of invested 
family run organizations to develop and incorporate a non-profit family organization [501(c)3] 
that will contribute to the overall development, implementation and evaluation of the System. 
The Organization will serve as the “family run, community based organization” and will link to a 
local, state and national inventory of family movements and leaders.  The Organization of 
leaders and representatives of existing organizations will have the capacity to play a variety of 
roles by building on the expertise and skills of representative leaders. The Statewide Family 
Network grantee will provide training as follows: 
� Setting Up a Family Organization. Goals:  To help participants develop a framework for 

establishing family organizations, including Mission/Vision, By-laws, Budget, Policies, etc. 
� Board Training: Board Boot Camp. Goals:  To maximize Board leadership and the 

accountability of their nonprofit organization to advance its public mission. 
� Leadership Development. Goals: To enhance family and youth leadership skills; To expand 

leadership skills of staff; and To understand and respond to potential organizational risks.  
� Partnership Development. Goals:  To enhance abilities of leaders to cultivate effective 

partnership; and To develop capacities to develop a family and youth driven system. 
� Systems Advocacy. Goals:  To help families and youth understand advocacy, System of Care 

relationships, the role of family organizations, and cultural diversity. 
� Self–Advocacy. Goals:  To help families and youth gain skills to advocate for themselves. 
� Other training. Training will include: Youth Helping Youth Succeed, All Stars, 

Strengthening Multi-Ethnic Families and Communities, Life skills, Child Welfare Guide,  
 

The Family Organization will recruit a Family Coordinator who will work for the 
Organization as a member of the Kids ‘N Care team. An organizational strategic plan and 
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operating budget, including compensation for youth and families will be developed in Year 1. 
The Family Organization will identify family representatives to participate in this endeavor.  
Youth will recruit and be represented by a Youth Coordinator on the Management Team and will 
have seats on the Governance Board. Families and youth will establish by-laws for their 
organizations and will have representation on all committees.    

Objective 2. Family and Youth Involvement. To ensure parents, families and youth are 
fully involved in all aspects of the System. The values of youth and family involvement will be 
reflected in policy and practice. Intensive and on-going training (Table 5, page 14) and support 
of families and youth and System participants (adults) will ensure the capacity of culturally 
diverse youth and families to participate as leaders in Kids ‘N Care. CQI will monitor family and 
youth participation at a variety of levels as an indicator of system function. A Family 
Coordinator and a Youth Coordinator (Ombudsperson) will represent youth and families on the 
Management Team. The precedent and experience of the local youth directed anti-tobacco Truth 
Campaign, Ryan White program, Federal Qualified Health Centers, etc. initiatives, in which 
affected and impacted consumers have the majority of Board seats by State and Federal 
mandates, will be used to inform Board development and training. Families and youth will be 
paid for their participation. 
    Youth involvement will be secured through the development of an independent Youth 
Advocacy group, Youth Move-Jacksonville for youth affected or impacted by behavioral health 
disorders. This advocacy group will be linked to the national organization Youth Move and 
locally to the Duval Youth Voices, a youth-run advocacy organization.   Once established, the 
group will be self-directed with coordination support from the Youth Coordinator. 

Objective 3. Youth Coordinator (Ombudsperson). To engage a Youth Coordinator 
(Ombudsperson) to ensure the System is youth guided. In Year 1 we will build a strong 
partnership with youth that will involve them as equal partners and ensure their meaningful 
participation in the System. The sophistication and strength of this partnership will be expanded 
over the course of the SOCI. Youth will be involved with designing the architecture of all 
elements of the System and will generate a Youth Driven Logic Model over the first year of the 
SOCI, aspects of which will be integrated into the overall SOC Logic Model.  A rights-based 
framework will be established using the framework of the UN Convention on the Rights of the 
Child (Convention) and the newly adopted Convention on the Rights of the Disabled (UNICEF, 
2008). In this context, children and youth, based on their evolving capacities, have the right to be 
empowered, educated and to have a voice and to be listened to in all aspects of their lives, 
including decisions related to assessment and treatment of physical and mental illness.  Self 
sustainability in accordance with their culture and beliefs is a critical outcome of a Youth Driven 
strength-based system of care in which a continuum of power and choice is provided.   

In addition to training in human rights and advocacy to support and fulfill their rights, skill-
based training will be provided to youth to help move them from a “Youth Guided” to a “Youth 
Directed” and ultimately to a “Youth Driven” system of care. A Youth Driven System operates 
at the individual, community and policy levels, and is characterized by plans of care that are 
youth initiated, planned and implemented.  The Youth Move curriculum will guide this effort 
with support from the Youth Coordinator and with consultative support of Richard Chapman of 
FMHI.  Two publications, Core Principles for Engaging Young People in Community Change 
(K. Pittman and S. Martin) and Youth Involvement in Systems of Care (M. Matarese, L. 
McGinnis and M. Mora) will be used as resource guides for the development of this youth driven 
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system of care.  Table 12 presents the process and outcomes respectively of establishing Youth 
Driven systems of care that will be utilized in this system of care initiative. 

 
Table 12:  Criteria for Developing /Assessing Youth Guided, Driven and Directed Systems  

 Youth Guided Youth Directed Youth Driven 

Individual 
Understands the change is 
possible in own life and 
systems that serve them 

Youth describes vision for 
future and sets goals and is 
active  with treatment team 

Develops deeper understanding of 
systems and makes Rx. decisions 

Community 

Community understands 
the importance of and 
prepares environments for 
youth engagement 

Youth have  understanding 
of System, and  involved 
and compensated for work, 
and facilitate youth groups  

Community members respect the 
autonomy of youth voices, have 
voting power on boards 

Policy 
Training and support for 
youth, adults and agencies 
to engage youth 

Youth set agendas and 
begin to drive policy 
change 

Youth understand and use the power 
they have to drive policy changes 
and advocate for other youth 

 
a. Youth partnership and participation. The Youth Coordinator (Ombudsperson) will ensure 

that the rights of children and youth are fulfilled by ensuring they are represented and participate 
fully in all aspects of the System, and that they have access to all required information without 
discrimination. Evidence-based approaches will be used to train and prepare children, youth and 
System stakeholders to engage young people as full partners in this endeavor (UNICEF, 2006). 
The Youth Coordinator will work with the Management Team and committees to advance the 
voice and role of youth. S/he will train youth, adults and the community to understand child 
rights and ensure youth have the leadership skills and capacities to exercise their rights.  

The Youth Coordinator will use resources of the European Network of Ombudspersons for 
Children to inform his/her work. (European Network of Ombudspersons for Children 2009).  
Richard Chapman, Florida Mental Health Institute, will serve as a youth participation.  

b. Professional and youth partnership. Behavioral health, medical and other child-serving 
professionals will be targeted for training in youth participation and partnership.  
 

GOAL IV. CULTURAL AND LINGUISTIC COMPETENCE  

Transformation of the System will require creating a culture of care. Kids ‘N Care will 
comply with all standards required by the Cooperative Agreement. 
� Agency experience and community representation. The participant agencies in Kids ‘N Care 

have had extensive experience working with the cultural groups in the child welfare system. 
The primary minority group is African American, but providers have also had experience 
serving the Hispanic community. Lutheran Social Services, the primary resettlement agency 
will help serve immigrant families. All groups will participate in decision-making roles.  

� Linguistic, language and communication competency. Spanish speaking personnel will 
ensure the System is accessible to Spanish speakers. Health literacy and linguistic 
competency training will be implemented using the tools and curricula in Table 5 (page 14). 
These competencies will be included in the CQI and evaluation metrics. 

� Staff composition and training. A review of professionals and support personnel reveals that 
there is diversity in proportion to the constituent families. Comprehensive training in cultural, 
linguistic and health literacy will be provided to all staff. Curricula from multiple sources are 
detailed in Table 5 (page 14 ). A training matrix will be established.  

 
The definition of cultural Competence generated by Cross and Davis (Cross et al., 1989, 

Davis, 1997) will be used to frame the System infrastructure, functions and evaluation. The 
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CLAS standards will address clinical, organizational and systems standards for cultural and 
linguistic competence for all staff and participating agencies. The CQI process and evaluation 
will address each of these standards, and answer questions about cultural competence. “Is there: 
a) experience at all levels of the System with diverse and marginalized communities and patients, 
b) full representation of the community in the governance, infrastructure and operations of the 
System, c) language accessibility, and d) criteria for these competencies in the evaluation?” 

Objective 1. Competency Plan. To develop a Cultural and Linguistic Competency Plan that 
ensures diverse families and youth participate in all aspects of the System. The Board will 
establish a Communications, Social Marketing and Cultural and Linguistic Competence 
(CSMCLC) Committee that will include diverse youth, families, providers and community 
stakeholders. This committee will submit a cultural and linguistic competency (CLC) plan to the 
Governance Board for incorporation into the Strategic and Annual Business Plans in Year 1. The 
CLC plan will use the template suggested by SAMHSA to ensure competency considerations are 
included at all structural and operational levels of the Systems model and continuum of clinical 
services. The structural components of the Plan will address: a) diversity, b) staff diversity, c) 
language, translation and interpreting resources, d) technology utilization, e) social marketing 
and other materials, f) health literacy, g) media, etc. The operational components will include:  a) 
policies and clinical standards with measures, b) skills development, c) service delivery, and d) 
evaluation methodologies that include methods for evaluating cultural change 
(http://www.tapartnership.org). Technical assistance from local resources and national 
organizations and web-based resources will be utilized. (http://www.wiche.edu/mentalhealh, 
http://www.omhrc.gov) 

Objective 2. Infrastructure. Establish an infrastructure to support all aspects of CLC 
Systems development and implementation. A 2-year Technical Assistance plan will be approved 
by the Board to advance and sustain cultural and linguistic competence in all domains of the 
System. The Coordinator will ensure the CLC plan includes the infrastructure components noted 
above (Objective 1), as well as ensuring: diversity on the Board and all committees; culturally 
and linguistically relevant social marketing strategies, material, communication and media 
resources, and evaluation components; a methodology for evidence-based practices, a diverse 
provider network; diversity training for staff and participating agencies; a language, 
communication and health literacy plan; and assurance that the System complies with Title VI of 
the Civil Rights Act. Lewin Group indicators will be used to develop assessment methods for 
evaluating the System’s cultural and language competence. (www.hrsa.gov/culuralcompetence).   

The communication plan will deal with health literacy, including addressing pre-literate, 
literate and illiterate children and family members, and approaches to non-English speakers.  

Objective 3. Integrate Knowledge and Experience. Integrate knowledge, information, and 
experience into Systems infrastructure and function. The CLC Coordinator will ensure all 
participants in the System are trained in cultural and language competence, and will include 
these issues in the evaluation/CQI. TA from multiple sources, will be accessed. 

 

GOAL V. SUSTAINABILITY AND LINKAGES  

Sustainability strategies will include two categories—Financial and Systems. Financial 
strategies are detailed in Section B.II.3 (page 27). Systems sustainability will be pursued through: 
a) engagement of stakeholders in System development and implementation, b) linkage to 
statewide initiatives and c) cost-effectiveness. Our community has extensive experience with 
both of these sustainability domains; we have: a) experience developing risk-bearing provider 
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networks and insurance products for uninsured, b) pooled sources of public funding to establish a 
privatized foster care system, full service school program, and early learning system, c) 
established a network of Federally Qualified Health Centers, d) experience with Targeted Case 
Management, etc. Multiple private-public sector grants include awards from SAMHSA, CDC, 
Robert Wood Johnson Foundation, Casey Foundation, Annie E. Casey Foundation, MCHB, etc. 

At the end of the 6 years of the grant, System sustainability will change the standard of care 
of agencies to meet the expectations and demands of children, youth and families. Organizations 
will be prepared to sustain elements of the System that relate to their mission: a) JCC will sustain 
training in cultural and linguistic competence and health literacy; b) MATCH will sustain 
advances in the Medical Home and engagement of the pediatricians in the System; c) DCF and 
FSS will sustain  involvement of parents and agencies in the child welfare system; d) Kids ‘N 

Care will sustain involvement of behavioral health providers, System engagement other at-risk 
children, involvement of parents/youth in the System,  integration of cultural and linguistic 
competence and financial sustainability; e) Juvenile Justice will maintain linkages to the System, 
f) FMHI will maintain the evaluation and CQI processes, and g) state level agencies, e.g., DCF, 
JJ, AHCA, etc., will sustain the dissemination and implementation of this SOCI.  

Family and Youth non-profits [501(c)3] will be established by the end of Year 2 to ensure the 
System is family driven and youth guided, and will to engage stakeholder parent advocacy and 
foster parent groups. The organization will disseminate work of Kids ‘N Care throughout the 
state and provide technical assistance.  

Objective 1. Linkages. To link this initiative with regional, statewide and national 
endeavors. Participating organizations in Kids ‘N Care represent all public, private and academic 
sector entities engaged in children’s behavioral health services. Agreements will be established 
between Kids ‘N Care and local and state agencies to participate in program development, 
evaluation and replication. An annual conference with State leaders will review joint initiatives 
and opportunities for collaboration and replication. The System will link programs into a 
continuum of services including: BHOS (Behavior Health Overlay Services [Medicaid]), SIPP 
(Statewide Inpatient Psychiatric Program [Medicaid]), STFC and STGC (Specialized 
Therapeutic Foster and Group Care [Medicaid]), TBOS (Therapeutic Behavior Onsite Services 
[Medicaid]), PHP (Partial Hospitalization [Medicaid, private insurance]), Project Prepare 
(independent living [United Way]), Transitional Group Home [DCF]), Independent Living 
[DCF]), CWPMHP (Child Welfare Prepaid Mental Health Program [Medicaid]), Agencies for 
Persons with Disabilities, CFR 400 (Federal refugee resettlement [Lutheran Social Services]). 
The Fostering SOCI is collaborating with the community and Governor’s Suicide Prevention 
Office in its SAMHSA funded Garrett Lee Smith Suicide Prevention Program.  

The local and state organizations that will contribute financial (in-kind, cash, TA and other 
resources) and political capital critical to the success and sustainability include: Agency Health 
Care Administration, JCC, United Way, State and Federal delegation, DJJ, DCF, FSS, University 
of Florida-Jacksonville, TANF, DCHD, School Board, private insurance, foundation grants, 
Magellan (statewide foster care behavioral services grantee), Jaguar Foundation, City (match for 
Baker Act), Early Learning Coalition, WorkSource, Navy, KidCare (Title 21), Healthy Families, 
Healthy Start, CMS, Early Steps, Child Protection Team (victims compensation), Agency for 
Persons with Disabilities, Courts. (See Section A.V, page 10) 

Objective 2. Demand. To establish demand for the local program and its replication. 
Success of Kids ‘N Care, as defined by our community, will include the following criteria:    
� “Establishes a continuum of services with uniformed procedures for all children.”  
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� “Seeks and responds to the needs, aspirations, values and hopes of youth, families;” 
    professionals, agencies in the System.”  System is accessible and is culturally competent.” 
� “Engages families and youth in all aspects of a child and family centered System of Care.”  
� “Reduces the stigma of mental health disorders, achieves educational success, decreases 
    entry/recidivism into the JJ system, removes fewer children from homes and the community.” 
�  “Implements a partnership among public, private and academic sector agencies, and parents, 
     families, youth and advocates, that is child centered, youth guided and family driven.” 
� “Understands diversity and is culturally/linguistically effective for the entire community.” 
� “Establishes “stakeholders” in children’s mental health as “shareholders” in their future.” 

Objective 3. Revenue Maximization. To plan, develop and implement innovative 
approaches to revenue maximization and financial sustainability. Revenue maximization 
strategies will involve: Medicaid (AHCA), Medicaid reform/waivers, FQHCs, Disproportionate 
Share dollars (DSH), Targeted Care Management billing, private insurance contracts, clinical 
service contracts and billings, etc. TA will be obtained from previously funded SAMHSA 
municipalities, in particular Milwaukee and Hillsborough County, USF and other state and 
national consultants. Families/youth will be involved in all dialog and decision making. 

Strategies to maximize funding through Medicaid will be implemented. Development of a 
Mental Health Provider Network and  Behavioral Health managed care product (non-risk bearing 
fee for service initially) will be pursued. Integration into the Federally Qualified Health Center 
network as the children’s mental health network will be proposed. Access to DSH dollars will be 
attempted. Billing for TCM and revenue maximization for rehabilitation, therapeutic foster care 
and community-based juvenile justice programs will be implemented. Insurance contracts for the 
Network will be solicited. A Funders Forum will convene public and private sector stakeholders 
to identify sources of funding. In Year 1, Kids ‘N Care will:  a)     Implement an infrastructure 
required to incrementally implement finance strategies. (The Year 2 budget will reflect 
expenditure of Program dollars to sustain the infrastructure.); b) Develop the policies and models 
for pooling community resources. (Year 2 will begin the implementation of these polices.); c) Do 
the modeling for revenue shifts to early intervention, with the development of policies for 
resource allocation and redeployment to begin in Year 2; d) Access legal counsel to develop 
options for integrating providers into a Network and determine which strategies could be pursued 
in Year 2; and e) Implement a strategy to generate additional “match” dollars for Years 3-6. 
 

SECTION C. PROJECT MANAGEMENT/STAFFING PLAN 
 

GOAL VI. PROJECT AND  STAFFING  CAPACITY 

 Objective 1. Experience and Trust. To ensure the applicant organization and participating 
agencies have the commitment and capacity to succeed in this endeavor. The Applicant 
Agency, the Jacksonville Children’s Commission (JCC), was established in 1994 by the City of 
Jacksonville. Its Board consists of racially diverse parents, youth and community leaders. A 
racially and ethnically diverse staff of 95 members manage state and federal revenues totaling 
$58 million. JCC provides support to nearly 900 child care centers, 75 youth programs and an 
array of other services.  It serves approximately 30,000 children annually.  

The Administrative Agency, MATCH, has 2 decades of experience with the development of 
systems of care for children and youth with special health care needs. Its Board includes all 
pediatric stakeholder institutions and organizations. MATCH provides access to virtually every 
child in the city, and has the trust and support to advocate in all venues for every element of the 
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System. MATCH has experience with managing and sustaining public and private sector grants 
and grant-funded programs; and with serving low income and racially diverse communities. 

The agencies participating in Kids ‘N Care have experience with service to the population of 
focus, and decades of linkages to the communities to be served. These agencies have generated 
their trust over their years of service. There is racial and gender diversity across the hierarchy of 
the agencies. Pediatricians from throughout the community, including minority physicians, will 
be engaged. The Early Learning Coalition and Head Start serve 8,000 primarily low-income and 
minority families and will be involved when their children intersect with the child welfare 
system. Assessment of children in the Foster Care system will happen through Kids ‘N Care.  
The Department of Juvenile Justice serves 5,000 children each year. The Full Service School 
program provides school-based access to 46% of children in the school system, and is governed 
by grassroots Boards. The mental health and non-mental health providers in the System represent 
all races, ethnicities, gender, classes, etc. and are geographically located in throughout the county 
(www.KidsnCare.org/maps).  MOUs are presented in the Attachment. 

Objective 2. Expertise and Competence. To ensure the Management Team has the capacity 
and commitment to succeed. JCC and MATCH, as the respective Applicant and Administrative 
Agencies, will employ key personnel The Board, with family involvement, will recruit staff. 
Evaluation, Technology and Family and Youth Ombudsperson positions will be subcontracted 
(see below). The Organizational Chart is in Attachment 6. The PI will report to the Board.  

 

Table 13.  The Kids ‘N Care Fostering SOCI Management Team 
Position/Responsibilities                              FTE/Education Qualifications 

Principal Investigator                                   .15 FTE /  M.D. ,Ph.D    

Jeffrey Goldhagen, MD, MPH       

� Administrative oversight  
� ensuring the project is implemented in accordance with grant 
   requirements. 
� Timely reporting of any contract issues and grant activities to the 

community, the Board and funding agencies. 

UF Pediatric faculty member and Chief of 
Community Pediatrics, has 30 years of 
experience working in and with low-income 
and minority communities in the fields of 
pediatrics, public health, mental health 
systems, community development, 
minority/cross-cultural health care, grants 
administration and research. 

Project Director                                                   1.0 FTE / Masters 
Thomas Bryant III, MSW 

� Oversight of project implementation and evaluation. 
� Hiring and supervision of project staff. 
� Leadership in strategic planning and project activities. 
� Coordinating community partnerships and agreements. 
� Ensuring grant and reporting  requirements are met  
� Management and quality assurance of sub-contracts. 
� Development of policy and procedures related to the project. 

Mr. Bryant is an African American social 
worker with broad and in-depth experience 
in management of complex grant-funded 
programs, research and evaluation, 
community and youth development, mental 
health, juvenile justice and cultural 
competence. Serves on community boards, is 
known to the non-profits and is a respected 
leader in the African American community.   

Clinical Director                    1.0 / Masters or Clinical Experience 

Donna Buchanan, LCSW  
� Developing and implementing training for providers for 

assessment,  treatment and use of evidence-based practices.  
� Working with the Director to develop project policies/procedures. 
� Timely reporting of outcomes and required reports for the grant. 
� Working in partnership with other project staff and acting as an 

agency liaison to support the development and sustainability of 
the system of care. 

Ms. Buchanan is an African American with 
thirty years of clinical and administrative 
experience providing behavioral health care 
and building systems for children, youth and 
families. She has designed and manages a 
comprehensive behavioral health program 
for uninsured/underinsured clients.  She is a 
respected member of the community and is 
active in many youth and family orgs. 

Communications/ Social Marketing           .5/Masters/Experience  

Hester Clark 

� Communication, social marketing, branding 

Hester Clark, founder of the minority 
individual/owned firm Hester Group, has 
demonstrated experience working with and 
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� Identifying and reaching families and decreasing stigma. 
� Develop, implement, manage a culturally and linguistically 

competent social marketing and communications plan.  
� Develop and implement a social marketing strategic plan  
� Coordinate outreach with the national campaign contractor. 

in minority communities in the areas of 
media, social marketing, community 
development, etc.  Has excellent 
communication skills, and 15 yr.  history of 
working in Jacksonville communities. 

Cultural/ Linguistic Competence Coordinator           .5 / Masters 

Joy Burgess, MA, RN 
� Working with the Communications and Social Marketing 

Committee, Cultural and Linguistic Competence Committee and 
the Education and Technical Assistance Committee. 

� Providing training and technical assistance in the area of cultural 
competence to project staff and partner agencies. 

� Development and implementation of a Cultural and Linguistic 
Competence Plan. 

� Work with leadership, management, families, youth and 
community partners to ensure assessment, screening and 
interventions are culturally and linguistically effective.  

� Develop health literacy initiatives. 
� Ensure respect and dignity in all areas of program development. 
� Administration of cultural and linguistic competence activities  

Ms Burgess is a senior level African-
American nurse educator with decades of  
experience working in multi-cultural and 
racially diverse community development, 
advocacy, professional education, 
communication and social marketing.  She 
has taught cultural competence in academic 
centers and for community organizations.  
She is a member of numerous community 
boards, and has experience training Boards 
in cultural competence. She is currently the 
director of the UF Community Pediatrics 
Training Initiative, She has worked 
extensively with minority youth, an public &  
private sector organizations in Jacksonville.  

Family Coordinator                                                              1.0 / BA 

Desiree Durham-Deleon 

� Serve as a liaison between families,  project staff and community 

� Coordinate family meetings, training and activities 

� Support families and family organization 

� Provide technical  assistance to Kids ‘N Care and family org. 
� Ensure all elements of the SOC related to families function 

� Participate in the evaluation, CQI, replication 

Ms. Durham-Deleon is an African American 
parent of a child with SED, has extensive 
experience in client advocacy, mental health, 
teaching, and  building family organizations.  
She is the Family Advocate for families with 
special needs children for Children’s 
Medical Services in JAX and serves on 
multiple community Boards in JAX  

Youth Coordinator  (TBD)                                                  1.0 / BA 
� Serve as a liaison between youth  project staff and the community 

� Coordinate youth, training and activities 

� Support youth and Youth Move-Jacksonville 

� Provide technical  assistance to Kids ‘N Care and Youth Move 

� Ensure all elements of the SOC related to youth function 

Participate in the evaluation, CQI, replication 

Youth Move-JAX will recruit the Youth 
Coordinator. S/he will have a BA; have 
experience in youth development and with 
youth with special health, behavioral and/or 
psychosocial needs; represent the diversity of 
the organization and community; and be an 
excellent role model. 

Sustainability/Development Director                           .5 / Masters 
Teri Glover, MA 

� Development of sustainability strategies for retaining and 
enhancing key positions and program elements of the  

� Cultivate community leader support and interact with 
Government agencies to sustain and develop the model. 

� Engage the Board and committees to ensure interagency 
collaboration and integration of systems. 

� Development and implementation of revenue maximization. 

Ms. Glover is an African American 
professional with 15 years experience 
working with children/ families affected by 
behavioral health disorders.  She has clinical 
and administrative experience that includes  
TCM,  personnel supervision, coordinating 
and providing staff training/development, 
event planning, project coordination and 
marketing, and community development. 

Education Technical Assistance Coordinator           1.0 / Masters                                               

Christine Small, MHA 

� Development of a training and technical assistance plan that is 
family-driven, youth-guided and culturally effective.  

� Work with other programs around the state and the country. 
� Act as the primary liaison for the Technical Assistance. 
� Work with the leadership, management, families, youth and 

community partners to meet training and technical assistance 
needs for the development of a comprehensive system of care. 

Ms. Small has developed and managed 
multiple community-based programs in 
Florida and New York serving both children 
and adults. She has a proven track record of 
successful professional training, program 
development, grant management, community 
outreach, recruitment and retention, 
partnership building, and volunteer 
management. 

Evaluation Director                                                         .30 / Ph.D.          

Norin Dollard, Ph.D. 

Oversight of national and local Evaluation, CQI, tech. development 

Dr. Dollard is currently Assistant Professor,  
Dept.of Child and Family Studies, Florida 
Mental Health Institute, See details page 44 
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Site Evaluator                                                                    0.5 /Ph.D. 

Nancy Winterbauer, MS, PhD 

� Implement National and local evaluation 

� Work under the supervision of the Evaluation  Director 

Dr. Winterbauer is Assistant Professor in the 
Dept. of Behavioral Science/ Community 
Health, College of Public Health, UF.  See 
page 44 for details. 

Senior Information Technologist                                1.0 / Masters 

� Develop Mental health electronic health information system 
(MHehi) system 

This individual with be a consultant  (RHIO) 
with experience in the development and 
implementation  of electronic health records. 

 
Additional full time clinical and administrative professionals to be hired include:  

Care Coordinators and Behavioral Health Assessment Screeners.  Responsibilities will include: 
a) Iintegration of all services provided to the child and family, b) Development and review of the 
ISP, c) Facilitating thorough screening upon entry into the System and establish a baseline 
profile of the child and family, d) Ensuring the System maintains a continuing awareness of each 
child and family’s well-being, e) Documentation of changes in status, f) Family and youth 
involvement in all aspects of the ISPs, and g) Documentation of the relevance of the 
interventions to diagnoses. Staff will be recruited from the community, some will be bilingual. 

Administrative Assistant and Accountant.  The administrative assistant is a full time position 
responsible for assisting the Program Director in fulfilling all administrative aspects of the 
program.  The Accountant will be an in-kind position provided by the Fiscal Grantee. 

Objective 3. Infrastructure. To establish the infrastructure to support the Program. Kids ‘N 

Care will have access to resources of the JCC, MATCH and other organizations. The JCC will 
provide in-kind office space, computers, office supplies, etc. to establish a long-term “Home” for 
the initiative its facility. The location is central to the communities served. The Program will link 
to the administrative infrastructure of the Applicant Agency, and include ADA compliant service 
site throughout the community, including access to transportation, extended hours, signage, etc.  
 
SECTION D:  EVALUATION PLAN 

The Louis de la Parte Florida Mental Health Institute (FMHI) at USF will be responsible for 
the Kids ‘N Care evaluation activities. Nationally recognized for innovative research and 
training, FMHI is Florida’s primary resource and a national center for research, evaluation, 
training and technical assistance. Through the evaluation team, Kids ‘N Care will access 
technical assistance and consultation in areas supportive of system of care development, 
including financing, cultural competence, behavioral issues in child welfare, family and youth 
involvement and evidence-based practices. In addition to institutional resources, faculty will  
provide consultation and technical assistance in cultural competence, system development and 
financing mechanisms for systems of care as described elsewhere in this application. 
 

GOAL VII. FORMATIVE AND SUMMATIVE EVALUATION  

Objective 1. Family, Youth and Provider Involvement. To involve family members, youth, 
providers and other community stakeholders in data based decision making.  Family and youth 
involvement is key to ensuring culturally competent care and vital to the cultural competence and 
relevance of the evaluation. FMHI faculty, evaluators including Florida’s Statewide Parent 
Advocate Coordinator and Youth Consultant Richard Chapman, will promote training and 
mentoring of family and youth. The Kids ‘N Care Project evaluation will build on the successes 
of FMHI family member and youth recruitment strategies ( including mentoring and training for 
meaningful participation) in other Florida CMHI sites. 
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The evaluation team will include the Kids ‘N Care Family and Youth Coordinators. Family 
members and youth will be on the evaluation advisory committee. Youth involvement in the 
evaluation will be facilitated by the Youth Consultant, Richard Chapman, and the Evaluation 
Director.  In partnership with Voices and Choices, NAMI, Foster Parent Associations, etc. family 
members and youth will participate on the evaluation team and assist in identification of study 
questions and methodologies, as well as interpretation and dissemination of results. Family 
members will be trained and mentored locally and availed of the opportunity to participate in the 
national World of Evaluation training developed by the National Federation of Families. 
 Objective 2. Infrastructure. To establish the human and technical resources required for 
mixed-method formative and summative evaluation research and CQI.  Kids ‘N Care is 
committed to fulfilling the requirements, terms and conditions of the National Evaluation.  FMHI 
has served as the evaluator for four CMHI grantees and other SAMHSA grants, and has 
experience in with national evaluation requirements and team partnerships. 

a.  Procedures for ensuing successful implementation of the national evaluation.  Sample.  
Procedures for successful implementation of the national evaluation (recruitment and retention of 
families) will be implemented over time. There will not be any sampling. Per the Cooperative 
Agreement, 100 children and youth per year will be enrolled, with a minimum sample of 300 
representative children and youth and families to be enrolled in the longitudinal outcome study. 
 Recruitment. All families meeting eligibility criteria will be asked to participate in the cross-
sectional (descriptive) and longitudinal outcome evaluations at the time of intake.  Families will 
be recruited in their primary language, with bilingual staff and recruitment (Spanish/English).  
To optimize family enrollment, consent for participation will be obtained at enrollment. Staff 
will receive training in explaining the purpose/importance of the study and consent procedures.   
 Data collection.   If families agree to participate, demographic and diagnostic information 
will be completed for the descriptive study within 1 week of obtaining the consent. Contact 
information and consents for families agreeing to participate in the outcome study will be 
forwarded to the evaluation team.  The team will enter information into a database and contact 
families recruited into the longitudinal evaluation to schedule baseline interviews within 2 weeks 
of the initial team meeting. Families will be contacted between each of the seven required 
interviews to ensure accurate contact information for enrolled families. 

Retention.  A team of data collectors will be recruited and trained.  They will be chosen for 
their flexibility to conduct interviews at times and locations convenient to caregivers and to 
reflect the ethnic/cultural diversity of Duval County.  Emphasis will be made to recruit families 
of children with emotional/behavioral disorders and young adults who have received behavioral 
health services to be data collectors, and those sensitive to issues of the children and families to 
be served. Family members will be recruited through Voices and Choices, the Family and Youth 
Statewide Family Network, the local NAMI, local foster family organizations, and 
advertisements in local/neighborhood newsletters and newspapers. Data collectors will be 
recruited from minority and ethnic groups, and will include bilingual  

FMHI has previously employed many strategies to retain families in the evaluation.  Families 
will be asked to identify someone who will be able to contact them, and their plans to move in 
the months between interviews.  They will be asked for gender, ethnicity/cultural preferences in 
assigning interviewers. Magnets identifying interview dates and team contact information will be 
provided.  All participants will receive postcards and a letter a month prior to interviews.  Special 
event cards (birthday and certificates of completion) for those who complete all 7 interviews 
have proven popular with families enrolled in the evaluation.  All families will be compensated.  
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b. Ability to Collect and Report on the Required Governance Performing Reporting 

Accountability Measures (GPRA).  Data collection.  The evaluation team agrees to technical 
assistance and training concerning GPRA reporting and to report the required measures. 
Performance data will be collected at baseline, 6-month intervals and discharge; and will be 
entered into the federal web-based TRAC system. Kids ‘N  Care data systems will be enhanced 
to ensure all required data elements/variables are captured for GPRA reporting for national and 
local use. FMHI has experience with federal grants and GPRA requirements, and will assist Kids 

‘N Care to ensure compliance.  No difficulties with compliance are anticipated. 
     Data management. Descriptive and longitudinal outcome data will be collected by the 
evaluation team, with data assigned an identification number unlinked to the individuals.  
Identifiable information kept for follow-up data collection will be maintained separately and 
securely. Data will then be entered into the National Evaluation information management 
system. Web-based data entry will be fully safeguarded, and reviewed for accuracy.  
 Data entry procedures for tracking and scheduling interviews will include information entry 
into the web based system hosted on the national evaluation subcontractor’s server.  An Access 
database will identify interview schedules, and information for interviewers Information resides 
on a secure server ‘off line’ to general traffic and requires special authorization to access. No 
identifying information will be maintained on computer hard drives, all portable drives are 
encrypted and paperwork with identifying information will be kept in a secure cabinet. 

In terms of data management, storage and security, the FMHI evaluation team is supported 
by seven IT staff who provide hardware/software support. FMHI operates a LAN protected by a 
Nokia 390 Checkpoint-NGX firewall. The Department has a Certified Information Systems 
Security Professional who manages both technical and procedural issues of a complete 
information security program. PCs are attached to a Windows Server Network with 17 servers 
and 8 Terabytes of managed storage. The Institute's Research Data Center, established to conduct 
mental health policy and services research through integration and analysis of large 
administrative data sets, is supported by FMHI IT. The principal data analysis system is a Dell 
Poweredge 6950 enterprise server with 32GB of RAM and 6 TB of mass storage. The system is 
configured to use SAS computer language. The IT staff (available 24/7) provides Proactive 
System and Security Management from desktops to servers, the University WAN and the Web.  
 The equipment specific to this project includes two computers for use by the Site Evaluator 
and by staff who schedule interviews. The latter computer will also be used for data entry, 
cleaning and management.  A full array of Microsoft software is available to the project. 
 Data analysis.  Most data analysis will be conducted with the Statistical Package for the 
Social Sciences (SPSS).   USF has an annually updated SPSS license. Data are downloaded from 
the web server in SPSS/Access format.  Syntax files for the Phase IV longitudinal measures have 
been written and can be applied as additional cases or measures are obtained or added/changed.  
 Additional measures or instruments.  The community has requested that adherence to System 
values be addressed. The evaluation will thus use the System of Care Practice Review 
(Hernandez, Worthington & Davis, 2005) to obtain data from families and providers concerning 
service planning and delivery, child and family progress, and satisfaction. The SOCPR uses case 
study methods to assess how the System addresses the needs of children/families. Results of 
studies in other CMHI sites have been used to identify strengths and gaps at the agency and 
system level. This study will occur in Years 2-4 and will be used to guide system improvement.   

a. Experience of the evaluation team. Evaluation Director, Norín Dollard, Ph.D. (.3 FTE) 
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Assistant Professor at FMHI, directed the evaluations for two Child Mental Health Initiative 
grantees in Florida and consulted with two other Florida sites.  In this capacity, she oversaw the 
national longitudinal and local evaluations and quality assurance efforts. Dr. Dollard will direct 
the implementation of the national and local Kids ‘N Care evaluation, which will include 
families and youth. Dr. Dollard has 15 years of service and evaluation research experience in 
behavioral health of children and families in child welfare, juvenile justice and education 
systems. She has directed all aspects of research studies and is well published. She has served as 
co-trainer for the World of Evaluation curriculum (National Federation of Families for 
Children’s Mental Health), that teaches family members to be active participants in all aspects of 
evaluation design, implementation and dissemination. She is a member of the Parent Partner 
Assessment Workgroup sponsored by the national FOFCMH (Board member) that is developing 
tools for family organizations to implement and evaluate family-to-family peer support.  

The Site Evaluator, Nancy Winterbauer, Ph.D., MS (1FTE) will provide on-site evaluation 
management. Dr. Winterbauer has extensive experience in program and system evaluation and 
evaluation research. Her responsibilities will include recruitment of study participants, liaison 
with the national evaluation team, recruitment/training of data collection staff, coordination of 
data collection, preparation of data reports, and data support to local and state governance teams. 

Objective 3. National and Local Evaluations.  
a. Using National Evaluation Data for Local System Development and Sustainability. 

Developing systems of care policies in the local community. In Year 1, the evaluation will 
provide national and local data and identify evaluation and technical assistance resources to 
support planning for System development and implementation of strategies reflecting 
empirically-based best practices, Systems financing and identification of resources that promote 
SOC and wraparound principles. These activities may include identification of data sources for: 
a) refining the System design, b) identification of gaps in services arrays, and c) ensuring service 
implementation and staff training are consistent with the needs of the populations served and 
their ethnic/cultural background. The team will work closely with the Governance Board to 
ensure data support social marketing, advocacy and sustainability efforts. 

Sustaining the system of care. After the planning year, national data will be regularly 
reported to the Board to ensure local policies reflect family priorities, and that System partners 
are aware/committed to working with children/families across multiple systems, and to highlight 
opportunities for collaboration across systems at local and state levels. Cost/service data will be 
gathered from existing and new data (if needed), so that a solid foundation exists to identify 
revenue sources that can be accessed/redirected to sustain services post federal funding.  
 b.  Local Process and Outcome Measures.  The logic model will be refined in Year 1. The 
model will guide local assessment of process and outcomes. For the process evaluation, the team will 
work with the Kids ‘N Care Board and family and youth representatives to develop a review process 
to compare actual to intended implementation. This will identify reasons for deviations from the 
overall plan (positive or otherwise). This process will include reviews of data elements, and identify 
those that need to be added/modified for adequate and timely feedback for monitoring and CQI.   

National evaluation measures will be used to document the number of children and families 
served and how their home, school and community functioning and satisfaction were affected by 
participation in Kids ‘N Care. This rich data set will allow the evaluation team to assess 
individual characteristics associated with outcomes. The national dataset is longitudinal and 
allows the team to see how long the intervention endures over a three year follow-up period. The 
full scope of the local studies will be developed in partnership with families, youth and 
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stakeholders on the Kids ‘N Care Governance Board in the initial planning year. The final 
evaluation plan for each of these local studies, and others as identified, will be shared with the 
federal project officer and approved by the USF’s Institutional Review Board, as appropriate. 

c.  Institutional Review Board. Described more fully in Section H, confidentiality of 
participants in all studies must be approved and monitored through the USF Institutional Review 
Board (IRB) (federal wide assurance number FWA00001669). All research staff will be required 
to complete and attest to all IRB training requirements, and fulfill all IRB protocols for informed 
consent. Only approved exceptions to confidentiality protocols will occur. All documents 
identifying information will be in locked cabinets. Data with identifying information is password 
protected beyond permissions required to access data residing on the server. 

Objective 4. CQI. To implement data-driven Continuous Quality Improvement.  Service 

system improvement.  The evaluation team will be integrated into the Kids ‘N Care governance 
infrastructure to ensure system improvements are informed by the National evaluation. The 
FMHI Evaluation Director, Site Evaluator, Principal Investigator, Project Director, Family 
Contact and Youth Coordinator will thus join the governance board. Other FMHI staff may also 
consult as needed.Inclusion of evaluation staff at the highest levels of decision-making will 
ensure data needed for decision support are available for system monitoring and improvement, 
and to ensure that policy is tied to evaluation findings.   

Quality of service delivery.  Data will be used to manage the project and assure CQI. The 
evaluation team will assist in the development of performance and quality standards specific to 
System development from data gleaned through local agencies’ information systems, national 
evaluation and GPRA measures and other local sources. The logic model will guide grant 
implementation and CQI measures developed by Macro International (CMHI National 
Evaluation partners). Feedback will be provided on service accessibility, quality and 
appropriateness; child and family outcomes, involvement and satisfaction; and cultural and 
linguistic competency.  Local data sources for each domain will be identified and supplemented 
with national evaluation data as it becomes available in Years 2-6.  
 

     GOAL VIII. ELECTRONIC HEALTH INFORMATION SYSTEM 

Objective 1. Infrastructure. To develop the infrastructure for a Mental Health electronic 
health information system (MHehi). The community is currently developing an RHIO to 
exchange electronic health information through integrated federated and repository systems. It 
will consolidate resources into a patient-centered, unified electronic health record exchange that 
facilitates the sharing of electronic health information to: a) improve health care delivery and 
outcomes, b) reduce fragmentation of services, and c) increase efficiency of insured and 
uninsured care. Kids ‘N Care will leverage the resources of the RHIO that include HIPAA 
compliant electronic health information exchange among hospital and safety net providers for 
approximately 250,000 safety net clients in Duval County.  
     Objective 2. Integration. To integrate all participants of the System of Care into the design 
and maintenance of a Mental Health electronic health information system (MHehi). The 
MHehi system, an essential component of Kids ‘N Care, will facilitate integration of providers 
into a behavioral health System. Development and implementation of a trans-agency data system 
will involve a broad range of stakeholders.  The system will need to:  a) address the needs of 
service providers, b) be sensitive to community, family and youth, c) require a rigorous selection 
process that involves representation from all stakeholders, d) provide the technical capacity to 
record data, e) be user-friendly, and f) protect the confidentiality/privacy of client information.  


