Mid-Val | ey WRAPOsSs Response to Re
Statewide Childrends Wraparoun

Mid-Valley WRAP is ready now to be a pilot site and work with state and local

leadership and other pilot sites to move the System of Care forward. Our con@mainity

vision is a responsive, coordinated, and culturally competent, continuum of care that

builds on each childds strengths and meets the
meaningful connections, life skills and hope for the future.

We are ready:

e With a tra& record of listening to children, youth, parents, foster parents and
providers to identify strengths and needs leading to services, supports, and
policy changes that will prevent further disruptions and create stability in
chil drenbés | ives

¢ With the admirstrative services organizational experience and expertise
provided by the Mid Valley Behavioral Care Network (MVBCN)

e With a demonstrated commitment, experience and infrastructure to support
High Fidelity Wraparound

e With key leadership who have system afecdevelopment experience

e With the support of our system of care partners and-$agding collaborations
to develop innovative services and coordinate care for children served across
our agencies

e To build on our Child Welfare and mental health partnessim colocation of
staff, work flow coordination, and integration of service planning

e With a culture of inclusiveness, trust in the group process, and shared decision
making

e To build on our community support for foster care and local partnering with
bushess leaders, neighborhoods, and churches

e With cultural responsiveness in working with our diverse communities
With a sound foundation in evidenbased practice support and ongoing
workforce development

Our proposal is a group effort that reflects odugaof inclusiveness. We listen to the
youth, parents, foster parents, allied agencies and the providers in developing our
proposal. Please see Attachment A for a list of the Project Planning Teatogstiter
havedeveloped this proposal and AttachmeBit<, D, E and F for focus group
information gathered from youth, parents and providers. Please see Attachment G for
declarations of support and commitments to work with-WRAP. We are ready, as

is the State of Oregon, to vigorously move this vision &y
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|. Awareness of System of Care Values and the
Wraparound Process

|.1 Demonstrate a working understanding of System of Care values and principles
(see Summary of System of Care Values document).
Family Driven and Youth/Young Adult Guided System

True empowerment means decisions are made by those most impacted by them. Mid
Valley Behavioral Care Network (MVBCN) developed out of a shared belief that
through an inclusive collaborative process, solutions are found that work for everyone.
Out of ths belief a strong value emerged of meaningful
consumer voice at both the policy and program
development level.

. ~ ; As er at the inception of t SCI 5
.Thl.s culture of Ainothi Ng I&@ﬂaﬁwilieﬁe@cau&e\?h\}/a&?o@ﬁet me o
|nclu§|on of all stakeholdgrs at the table were further list of things to do. Now, | cannot imagine
reinforced in MWwWBINDOS 1 mpdkgeat@nepinhird without having family
Childrendos System Change indutgtievery sgp of the gocess.YRarent h a n d
advocates compose over 51% of the membership of th%p"’foc""t_es Tave t“VeE thgt“fe?tth&y l;%ecp
Regional Partners Executive Committee for Children Pr0'¢Ssionais on track and true o the

. . . values because they simply know.

and Youth. They actively participate on the Committee
and its workgroups and have glhidegree of influence. For too many years professionals have
Family and youth advocates, providers, community = devalued their voices. | remind myself
partners and other stakeholders analyze and research ?H@Stff‘”“y _tg L'thE'E- 'Ifa(i? time 'hf'”oll
issues. Together they recommend actions that improve % refrl]sylnsg NP alind W?]'C; o
the.qualit.y of seryices and supports for ghildren and  5dage nothing about me without me is only
their families. Plbicy and program committees across of worth if | listen.
MVBCN programs strive to create an atmosphere where
diverse ideas and honest input is encouraged and valued _ Dawn Cottrell, Manager

. . . Yambhill Co. Family and Youth Programs
from all involved parties. MVBCN family, youth, and
young adult (family/youth) advocates meet regularly as

sub-committees of the Regional Partners Executive Committee.

LIVING VALUES

The MVBCNO6s commitment to family driven and yo
demonstr aWiegdddm fthemfiParent 6s of Our Most Chal
present ataiken ,C legitma) tedining , and t hWwestermRegiopi ng N
Yout h .Groupo

In 2008, family advocates developed a presentation using a logic model with their

personal stories to describe their experiences as they searched for help for their

children. The presentation demonstrathst increases family resilience, strength, and

improved outcomes for children. Based on survey results from theB20i@éng on

Family Strengths Conferenseponsor ed by Por tWisdondfror8t at e Uni ver
P a r e was sedy well received. This peggation is currently used to increase
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awareness among professionals across the system of care in the MVBCN region.

T w oTak®e Charge forthe Futuee t r ai ni ngs were sponsored in 20
These trainings were offered to staff from all youth seraiggncies throughout the

five MVBCN counties. Staffs were trained in a resedyabed curriculum. The

curriculum teaches the skill sets needed to empower youth with developmental

disabilities and mental health needs to facilitate their Child & Family Treegtings.

In November 2009, three youth and young adult advocates (youth) from the Regional
Partners Executive Committee, supported/byth MOVE Oregorgonducted a focus

group {Youth MOVE: Motivating Others through Voices of ExperienBaxticipantsn

the focus group were between 14 and 22 years old. These youth came together to share
their experiences with the mental health system and make recommendations for change.
As a result, &Vestern Region Youth Groigbeing developed through a MVBCN

contact with Oregon Family Support Network (OFSN). OFSN will provide the

education, coaching, and ongoing peer support for the participants. This group will

draw from their experiences and perceptions of ysetiving agencies to give policy

advice on releant committees. These youth will lead the way for youth guided system
change. In addition, the youth will work on sdifected special projects as requested

by the Regional Partners Executive Committee and theWRAP Advisory Council.

High Fidelity Wr aparound Model

Over the past five years, MVBCN has developed a sustainable system for meeting the

needs of children with the highest ment al heal
MVBCN uses a high fidelity wraparound model, which uses natural supports and

sstem of care providers to meet the needs of ¢
unique culture and priorities. Supports are built around the unique strengths and needs

of the child and family.

The high fidelity wraparound model is:

e Defined by 10 wrapaund principles that describe how the process is
implemented

e Accomplished as designed by the National Wraparound Initiative in four phases
Each phase has related activities that describe what is to be done

¢ Includes Family Support Partners as key membke@&hild and Family Teams
(CFTs), thus supporting family driven and youth guided care

¢ Fits the four components of the theory of change

MVBCN has a working infrastructure in place to expand high fidelity wraparound to
another population. This structusas built and supported through three years of
performance based training and coaching by Vroon VanDenBerg. In a committed effort
to prevent model drift, MVBCN monitors ongoing fidelity three ways using:

e Wraparound Fidelity Index (WFI)

e Fidelity Review

¢ Infrastructure Survey
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Wraparound Fidelity Index

The WFI is an outcome tool used once a year to determine the extent to which the
services and supports adhere to the principles and primary activities of the wraparound
service coordination process. The WbBhsists of 120 minute telephone interviews

with the parent/caregiver and youth (if 11 or older), the Wrap Facilitator and another
CFT member. The main objective of WFI is to provide feedback to staff, supervisors,
and coaches on the level of fidelfor individual Wrap Facilitators. The WFI also

helps agencies to promote targeted training and support. Wirdqggaround Fidelity

Index version 4.0 Summary Repiant 2009, conducted by the Wraparound Evaluation
and Research Team of the University of Wagton, MVBCN scored above the

national mean on fidelity standards on all ten principles and four phases of wraparound.
See Attachment H for full report.

The graph below shows MVBCNés total wraparound
percent for each ohe respondents. These scores reflect broad summaries of all the

collected interview ratings and are useful when one is interested in assessing overall

fidelity.

Percent Wraparound Fidelity for Combined and Individual Respondents
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4 | MV-WRAP Proposal, February, 2010



Comments from 2009 Wraparound Fidelity Index

Caregiver/parent

o Flexibility of process heibeen valuable. We may not be a "typical" wraparound
family, but the process has been able to help us meet our needs; and very
helpful with situational problems.

o Facilitator has been especially great in celebrating successes and
accomplishments.

¢ It's heldul to have a large team with people of different backgrounds and
different points of view.

e Pivotal thing has been having goals, reviewing themrabfth point; helped to
see progress we have made.

e Wrap gives everyone a chance to communicate. Helpedhddracivocate for
herself.

Youth
¢ Facilitator has done so well; if it weren't for her, | think | would be in jail now.
¢ Enjoy the effort everyone puts in.
e |t's great.

Team Member

e Has given mom strength to ask for help from friends and family. Every piece of
child's world is represented on the team. It is a gift for him to have team in
place, allows him to be a child.

e Strong team, family has had a positive response to wraparound.

e All voices are heard.

e Client has come a long way, made a complete turnaround.

Fidelity Review Process

Every six months the Wraparound Coach completes a fidelity review of three clinical
charts for every credentialed Wrap Facilitator. The review also uses live observation of
team meetings (scored to highdiily standards) to provide an overall summary of the

facilitatords and progr amofdelityteviewngt hs and need
includes progress on items identified by the R
Quality Improvement Plan. The rew focuses on areas indicated in the previous

yeards WFI that need i mprovement. I n 2009, t

1. Increase youth participation on CFT meetings measured by progress note
documentation
2. Increase in percentagénatural supports on team, measuredugyports
listed on wrap plan
3. Transition addressed in meetings and on wra@ptiocumented in
progress notes and wrap plan
Fidelity scores and county work plans to addresgnam needs are reported to regional
leadership through quarterly MVBCN Quality Improvement Plan reports.
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Infrastructure Survey

Since 2006, the five MVBCN region Community Care Coordination Committees
(CCCCs) have been assessing their system suppavtdparound using components
from theCommunity Supports for Wraparound Invent@fyalker, Bruns, & Penn,

2008). This Infrastructure Surv@yovides expectations for ongoing community and
collaborative support for the wraparound process. The InfrasteuSturvey is a

reliable and valid mechanism for measuring levels of system of care implementation.
Survey results are used to develop recommendations for CCCCs to improve their
fidelity. The 2008 MVBCN Infrastructure Survey recommendations are reviatved
MVBCN RegionalPartners Executive Committegee Attachment 1.

In summary, MVBCN will build on its existing service system that delivers high
fidelity wraparound to children and families. Research demonstrates that high fidelity
wraparound producesproved outcomes, compared to traditional approaches in the
following areas:

¢ Increased permanency and stability for children
Decreased restrictiveness of residential environments
Improved behavior and mental health symptoms
Improved school and early casatcomes
Decreased family and child safety issues and risk factors
Increased family and child protective factors
Increased family engagement and satisfaction with services

Increased family resources to support their own children
-Vroon VanDenBerg.

1.2 Describe prior and current collaborative efforts by community partners to

develop a local system of care based on these values, principles, and planning

processes. Describe lessons learned if applicable. Describe how current efforts will be
coordinatedw t h St at ewi de Chil drends Wraparound

The following are examples of prior and current collaborative efforts by community
partners to develop a local system of care. We believe that this experience provides a
solid foundation as we begin our Was a demonstration site and continue to build a
system of care.

Regional Collaboration

The Mid-Valley Behavioral Care Network and the five counties that make up the region
have been working for years towards the vision of a system of care. We badiean

build on existing positive relationships, partnerships and agreements during the Phase 1
demonstration. We enthusiastically embrace the values and principles of a system of
care and the wraparound process. The primary partners in this phas€hilHS
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Welfare, MVBCN and the Community Mental Health Programs (CMHP), have existing
agreements providing integrated work process@rlocation of staff. OtheBystem

of Care partners in this region have a strong culture of collaboration. We also will
build on the community and faith based initiatives in this area to support children in the
foster care system.

MVBCN began addressing the complexities of system of care relationships in the roll
out of the Childrenbs Sys teeeclope€Cdtakemagder | ni ti ati ve
workgroups/committees of family/youth advocates, Child Welfare, educators and day
treatment providers. All groups prioritized roles,

responsibilities, agency mandates, and cultures. The LIVING VALUES
Regional Partners Executive Committee, whiatiuded

system of care partners, _c!evel_op_eq policies to move the As we continue to provide our
initiative forward. In addition, individual cases that resultedsypport and  encouragement to
in line staff discontent were treated as learning opportunitiefster care children, we realize each
to improve coordination between chiégrving agencies. A child is unique with background,
series of retrospective case review meetings were convenedirengths ~and weaknesses that

. . require individualized care and
to better understand partner decisions and improve the o .07 a0 e e to grow

process for the future. into healthy and productive adults.

The MV-WRAP initiative recognizes
The MVBCNOs Regional Par t n éaeses nefdx end uwill i proreote Co mmi t
made the recommendation to MVBCN Council to commit a%?l'gviregtriﬁgrags . :Vri‘fon rilépr)]?o;gsr
resources to Iea_lrrgand_sustamlng hlgh_ fidelity innovation and cooperation among a
wraparound. High fidelity wraparound is a model that wide variety of stakeholders working
acknowledges the direct connection between the together for the sake of our children.
compl exi ti es o findaduaized dardhdts needs and
is strength based, culturally responsarel tailored to the
individual needs and choices of the child and family.
Furthermore the five counties have a strong commitment te
sustain fidelity by implementing asutcome based qualigystem. The quality
program uses researblased measurable indicators of success tuitorgprogress and
development of staff and county work plans to meet fidelity standards. This focus on
guality and outcomes demonstrates that our system holds itself accountable in a similar
way to the CFTs that tie the goals and strategies ohtegrated serviceplan to
measurable outcomes and monitors and revises the plan as needed.

Larry Murrell
Pastor, Christian Center of Salem

All five MVBCN counties system of care stakeholders provided input to develop a rich
menu ofcommunity based servicés.g., skill trainers, mentors, respite homes,
treatment foster care) diamily support programs. This array of services and supports
were designed to enhance the strengths of the child/family through natural supports,
community activities and enrichment activities, and to serve youth ierdke

restictive setting.

The decision to apply to become a Pilot Demonstration Site for the Statewide
Wraparound Initiative was initially a collaborative discussion at the county level with
Child Welfare partners in District 3. This discussion quickly expatal@degion

7 | MV-WRAP Proposal, February, 2010



wide interest amongst community mental health programs and DHS partners in

Districts 1and 4. A projectplanning group was developed and met weekly to discuss

the vision and design of Mid Valley WRAP. Project team members conducted focus
groups and meetings with youth, families, foster families, system of care partners,

allied agencies and BRS/Mental Health providers to help define the needs of the cohort
population and create a system that better met their needs. All involved committed to
patticipating incross training activitiesC his is anongoing effort to educate one

another on agency programs and share our areas of expertise with children and families.

MV -WRAP is unconditionally committed to integration of services for children with
complex needs and their families using the system of care core values and the 10
principles that provide the framework for the wraparound process.

Collaboration with Family Advocacy Groups

Oregon Family Support Network (OFSN): MVBCN has contracted with ESN for
more than three years to provide consultation and support for the development of a
sustainable network of family support activities, peer to peer training and natural
support enhancement. This contract has provided:

e Support and training for Familyupport Partners.

¢ Family workshops delivered using parent advocates in a peer to peer model.

e A cadre of trained parent advocates who provide workshops, facilitate support
groups and Collaborative Problem Solving Book Clubs in all five counties.

e The desigrof a strategy in the early stages of implementation to increase long
lasting natural support systems for children with significant mental health needs.

e Health/wellness fairs, opportunities to enhance connections through camping
trips, potlucks family nighgames and crafts, etc.

Collaborations across Counties

Early Assessment and Support Team (EAST)MVBCN brought EAST to the State
of Oregon. This approach has had such good outcomes in working with early psychosis
that the State has funded its growtitstvide.

Youth Services Teams (YSTs)Sincel978 these teams included the system of care
partners: DHSChild Welfare, Schools, Mental Health, Juvenile Department, and
Alcohol and Drug treatment on interagency teams in middle and high schools
throughouthe five counties.

Interagency Response to School Tragedie#is a further development of the YSTs,

schools and county mental health developed a suicide risk assessment and intervention
program, sometimes called Flight Team. YSTs also developed a AssEssment

Team, which includes a protocol for levels of response to threats of violence. The

Threat Assessment Teams have a case staffing process to evaluate risk and formulate an
interagency intervention plan.

8 | MV-WRAP Proposal, February, 2010



Community Integrated Support for Children in Oregon (CISCO) Project: The

CISCO Projectvas a pilot between the MVBCN, the five CMHPs and Trillium Family
Services. It focused on reducing stays in psychiatric residential care, the development
of individualized communitypased supports for each chiand coordination of care
across the system.

Safe Schools/Healthy Students Federal GrantBoth Linn and Marion Counties
received these grants that allowed systems of care to develop. These partnerships
included schools, juvenile justice, law enforcen@nd the mental health crisis

program. They provided integrated service teams, sdfas#d prevention, crisis and
treatment services, violence prevention, family intervention, and care coordination by
Family Support (not a peer) positions.

Intensive Treatment and Recovery Services (ITRS): LIVING VALUES

County Alcohol and Drug providers have partnered with

DHS to provide effective treatment for parents with alcoholrhe New Solutions Wraparound
and drug issues that have contributed to their children beirgogram has been a huge gift for

taken into custody. our family in so many ways. It has
helped us to find resources to not

. ] only help parent a challenging child,
Youth and Family Workgroup: The Program but also avenues for my children to

Supervisors of public mental health providers in the-five |earn new behaviors and grow into
county region have met monthly for over 15 years to successful young people.

support each other in implementing best practices and
developing an array of services that meet the needs of
children, yoth and families.

Before coming to the program our
life was mayhem. Now we like to
be around each otherd most of the

time.
Transitioning Out of Foster Care: Marion, Polk and _
Yamhill Counties currently coll %{eﬁ%’\lﬂlﬁtgéﬁuen”tt'on
out of Foster Careo Work Group, whose 2

transition services for teens as they leave the state system.

Memo of Understanding (MOU) regarding Children transitioning to local schools

from residential programs. Facilitated by Willamette Education Services District
(WESD), the systems of care partner agencies developed a MOU that describes
expectations for informatiosharing as children transition from residential care or are
placed in foster care outside of their community. A common form was developed for
sharing information on needs and supports to successfully integrate the child into the
local school and commumi

The Fostering Hope Initiative: This partnership of 25 agencies in Marion and

Yamhill Counties under the leadership of Catholic Community Sertiggs shared
purpose to build a neighborhood based system of care, involving our agemeygart

and local neighbors, strong enough to reduce the need for foster care 50% by 2020.
Decision makers, resource representatives, youth and family members have met twice
each a month for over a year to define the purpose, values, strategies, and
implemenétion plan for Fostering Hope. Funding for Fostering Hope is coming from a
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rich partnership of service providers, foundations, and community business leaders.
The Fostering Hope Initiative has just received a Meyer Memorial Trust grant award of
$200,000 0 begin services.

Head Start Mental Health Consultations: Marion and Yamhill Counties have
embedded mental health staff at Head Start programs, using the principles of the
Starting Early/Starting Smart eviderbased practice (EBP).

Youth Gambling Abuse: Confederated Tribes of Grand Ronde is working with Polk
and Yamhill County Mental Health combining efforts to address gambling abuse.

School Based Health ClinicsThere are two Health Clinics in Yamhill County and one
at Hoover Elementary School in Man County. The clinics include mental health and
public health staff orsite weekly for information, referral and consultation.

Collaborations within our Counties

Linn County Council: Linn County has a history of exceptional collaboration. In

1985, keycommunity and school partners formed the Linn County Council for
Integrated Child and Family Services (Linn Council). Its role is to sustain support to
the YSTs and to local school and community collaboration. With a strong commitment
for data driven sategic planning, the Linn Council uses evidebhased solutions to

meet identified needs. Council Members include Linn County Mental Health, seven
school districts, Linn County Alcohol & Drug PrograBhh e r Officé, G@nmunity
Services Consortium, DHS, kdation Service District and the Juvenile Department.
The Linn Council developed a white paper on social service supports and
improvements needed for children and families. They then presented this collectively
to the Oregon Legislature.

Linn County Me ntal Health/Child Welfare Co-location and Trauma work: Mental
health staff are located at the Child Welfare offices to provide mental health
assessments, training and consultation on trauma and treatment interventions.

Linn County adapted the eviderbased Trauma Focus&bgnitive Behavioral
Therapy intervention to train parents, foster parents, CASAs and caseworkers. The
region has adopted this intervention.

Teen Parent Consortium: This consortium was a muéigency effort that responded
to the highrates of teen pregnancy in Marion County. Over a few years time, focused
efforts with youth and the communities resulted in a significant decrease in these rates.

MarionDHS-Chi | d Wel f ar e i Waild Welf@&eandtlge Marera mo :

County HealthDepr t ment 6s Community and Providersdé Ser
developed an MOU to ensure that children entering foster care receive mental health

assessments. An early mental health assessment ensures timely and effective referrals
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for mental health care. Theavion Branch has formed a Well Being Team that ensures

that medical, mental health and dental evaluations are accomplished in the first 60 days

after a child enters foster care. Mental Health providesitermental health

assessments and Child and Ado&ed Needs and Strengths (CANS) screenings. The

Well Being Team and CAPS mental health professionals al@ated and continually

review work processes for effectiveness, timeliness and customer service. The Well

Being Team manages the logistics ofexiiling interviews

with thechild, parent(s) if appropriate, foster parents and LIVING VALUES

observations of parent/child interactions during scheduled

visitation. After the assessment is completed, the mental | believe we can learn so much by

health staff provides consultation regarding servicenpfen  listening closely to the stories told to

and mental health services. With 8 outpatient agencies Ls’tsoﬁé’:‘é”eggﬂi%"ee?;{aes‘qt:fEm’ééhgﬁg

providing OHP services, the mental health c_onsu_lt_atlon fun experiences, while others detail

ensures better treatment. Children who are identified as  |onely and scary events, often

having significant mental health issues are then given a  including neglect and abuse. We

Level of Need Determinatio(LOND) using either the Child can certainly revel in the positives.

and Adolescent Services Intensity Instrument (CASII) or théiowever, we cannot ignore a child 6

Early Childhood Services Intensity Instrument (ECSII). The’'ea for help and support, especially
. S coming from some of our most

mental health professionals providing the assessments areinerable childrend those in foster

same New Solutions staff who provide the LON&xcess care.

to higher levels of services and supports through the New

Solutions wraparound process is expedited. There are many, many dedicated
people throughout our extended

community that are constantly

) ) pushing the envelope in support of

OYA/Juvenile/Mental Health/Alcohol/Drug partnership our foster care kids in search of

for screening and referral: A Change Team in Marion comprehensive program and service

County implemented a nationally normezhtputer based ?e“;’hery foé all of tge ”tghtbreasor}ls-

screening, the Massachusetts Youth Screening Instriiment | 7' °hd, In oreer 1o be reaty

) : successful, we all need to be

Second_ Versmn_(MAYSlZ), for_y(_)uth_ on probation or working together on behalf of these
placed in detention. Cross training in the referral system children.

improved interventions for youth.
Janet Taylor

. A . Mayor, City of Salem
Mari on Count y 0la2009%Mariom@ouniye a m: Y Y

Heal th Department Chil dr entéos—Behavioral

a Latino Team | ocated in the Health Depa
Team provides culturally responsive services that address barriers to receiving mental
health servicesServices include parenting supports, community outreach by

promotores, counseling, skills training and medication management.

The Latino Team uses the evidence based
embedding mental health services in{atinical settings such as schools. The Latino
Team uses a relationsHgased approach to connect with clients instead of the

traditional method of relying on clients calling an anonymous receptionist at a mental
health clinic. The Latino Team partners wghlud Medical Center, Migrant Head

Start, Migrant Farming Housing, Oregon Child Development Coalition, Pineros y
Campesinos Unidos del Noroeste or Northwest Tree planters and Farm Workers
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United. This results in an increase in natural supports and thewoity connecting to
Latino services. The Latino team has become a trusted member of the community.

Foster Care Action Team:Marion County Casey Family pilot site evolved out of a
Foster Care Action Team. This group of agency and business professiorias w
together on recognized issues within the foster care system. The team includes
members from the DHS, Commission on Children and Families, District Attorney,
Catholic Community Services, foster care providers, CASA, faith community, business
owners, ad other agency representatives.

The identified goals of this team are:

Safely reduce the number of children in foster care,

Increase relative placements for children,

Reduce the number of children entering care,

Increase foster care exits,

Reduce thalisproportionality of placements for Native and African American

children,

Maintain or reduce current child abuse/neglect reoccurrence rates,

e Increase the availability for quality foster homes and needed supports to foster
parents.

Marion County Systemof Care Steering Committee:The system of care agencies
identified in House Bill 2144 have met over the last two years to prepare our
community to be a pilot site for Substance Abuse and Mental Health Services
Administration (SAMHSA) System of Care gramtisd the Statewide Wraparound
Initiative.

Great Beginnings: The early childhood providers in Marion County have met for over
20 years to develop an early childhood system in the county. With leadership from a
local judge and the Children and Familiesn@wission, this consortium has developed
partnerships to support literacy, child care providers and services to foster healthy
attachment.

Project Bond: A local Marion County judge developed a partnership with parent
support agencies. Project Bond tegbincentives for parents to receive services
instead of court sanctions for law violation where the child was an infant or toddler.

Integration with Primary Care: Marion County mental health assessments are sent
to primary care physicians for fostereahildren with identified mental health issues.
Mental health professionals are stationed in two large pediatric clinics in Salem.

Foster Parent Supports:The Marion County Children and Families Commission has

had a focus on foster care supports okierlast few years. Examples include Fostering
Hope; Foster Parents Night Out; Business and Faith Community Support of Foster Care
Recruitment
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Faith Community Support for Foster Care: The Marion Countyaith community is
working in partnership with childerving agencies, schools, and civic organizations to
support and sustain healthy communiti@surches as Neighborhood Centers (CaNS)
reflects a vision that every neighborhood will have a local, fastrigngthening center
located in churches and othemomunity facilities. Working together, these partners

hope to make it possible for every child, teen and adult to have a safe and empowering
place within walking distance.

Salem Leadership Foundation (SLF)SLF is a faithkbased organization which

partnes with neighborhood associations and leaders to bring people of faith and good
will to work together on behalf of neighborhood schools and the community to support
families within their neighborhood. SLF has amassed an enormous network of human
resourcecapital and funds from grants and contributions to coordinate and help build
positive community attributes. SLF builds bridges among stakeholgeogle,

churches, schools, agencies, cultures, businesgnodits, and neighborhoods. Over

the years, Gholic Community Services (CCS) has worked cooperatively with SLF on
many collaborative projects to strengthen families and neighborhoods including co
sponsoring a AFuture Searcho in the Grant and
lead totoday's commuity-wide emphasis on family support and foster c&kF and

CCS also cooperated to help resurrect the struggling Seéerer Community
Development Corporation, which todawns nearly $4 milliorof affordable housing

in high-needs neighborhood3.he Nath Neighborhoods (N2) Community Progress
Team isfurther testament to the collaboratieadership of SLF and CCS.

Building Partnerships with the Business Community: Several key business leaders

in Marion County are Al ermmersimhglpingnevelopand becomin
resources for families and neighborhoods. Many of our business partners have stated

that they realize it is also their responsibility to strengthen families and not just rely on

government to do the job. These leaders have gftem direct monetary

contributions to support the foster care system.

Family Lifelines: CCS is currently in year 2 of this thrgear $1,400,000 grant from

the Robert Wood Johnson Foundation (RWJF) Local Funding Partnerships Program to
build a communit-based positive behavior support system. Initiating the project
required the collaborative funding of RWJF, the Meyer Memorial Trust, United Way,
Catholic Charities, and local donations. The original design for the project was
developed over several mbastby a team of community members, including DHS,
MVBCN, Willamette Education Services District, and CCS. Family Lifelines now
provides a behavioral support team that includes a child psychiatrist, behavior support
specialist, family consultants, mentgotanned respite and crisis respite. Family

Lifelines assures that every aspect of the intervention is thoroughly grounded in the
child and familyds needs. These services help
Strengths/Needs/Culture Discovery and the Bfaare.

Community Homes for Children: CCS has raised over $3,000,000 dollars in cash
and property to build Community Homes for Children in specific neighborhoods so that
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youth in care can remain in the neighborhood where they were taken into protective
custody. Foster parents move in to the
parents and turnover rates are low, but if the foster parent decides to quit fostering they
leave and the children stay in their home, neighborhood and school. Providing
Community Homes also has eliminated the barrier of a physical structure for parents
who are committed to fostering youth, but do not have the resources to maintain a home
that meets licensing standards. The commitment is for the youth to have a home for as
long as they need it.

In addition, a local philanthropist has committed $120,000 a

year to support services related to Community Homes for

Children. The funding provides the flexibility CCS needs

to support the youth in four homes. The donor simply ! learned that a lot of my anger was

wans youth supported in stable, nurturing homes and ~ &round  being alones feeling all
. e ; . alone, recycling through foster

caring communities; as the base foundation for achieving 1, mes alone.

positive developmental outcomes. This donor began his

contributions in 1998 and has committed to continue Wraparound helped me stay in one

funding fAforever 0 toMritoostyg h PHRAedsonefhemeding matterf hgw

CCS $30,000 per year to run a home for five children, so 4&2nY upsets | had.  New Solutions

the number of Community Homes increases (currently thefg'® Me @ family.

is property and funding for a total of 10 homes) CCS will Devin Raynor

need to find sustainable funding for the additional six Community Homes graduate

homes. Tk Community Homes would be able to provide

stable foster care homes for up to 30 Phase | children in the

statewide Wraparound Initiative.

LIVING VALUES

Future Search: CCS has concentrated its efforts in neighborhoods with high

populations of generational poverty.hély have cesponsored Future Search
conferences within the neighborhoods to
conditions in this neighborhood that support parents, including foster parents, to raise
children well 0°7? T h e dodedawbde canmaonity séeut ur e
and develop their neighborhood as a great place to raise children and youth. This
partnership believes that it is essential to develop systems of care for neighborhoods as
well as youth and their families so that the areare/lagyouth lives becomes an asset

for families and children.

Hispanic Human Services Council: This multiprovider effort addresses barriers to
access, supports needs and coordinates services to Hispanic families.

Transitional Aged Youth Housing: Working wi t h Chi |l d Wel f ar e,
housing program at Center Court Commons is a safe place to stay. The Center Court
Commons assists with independent living skills and helps young adults be on their own.

Mission/Transition: Marion County Health Degartment has received a grant with a
capacity of 30 for youth who have been in Child Welfare or OYA custody as they
transition into adulthood. This program uses the High Fidelity Wraparound to develop

14 | MV-WRAP Proposal, February, 2010

childr

nda

answer

Searc

CCSos



supports for the youth. Two Youth Support Partneragedhe youth and support
them as they navigate the challenges of transitioning into independent living. The
youth are given skills training and learn to facilitate their own team.

Co-location of staff: Polk County system of care providers are locabgether. This
presents many opportunities to coordinate care and mutually build a service integration
system. Housed together are PCMH, Juvenile Department, Commission on Children
and Families, Public Health, Youth Programs and the Service Integratom Te

Managers of all the system of care agencies attend a monthly Service Integration
Leadership Council meeting to develop a local system of care.

Polk County Community Mental Health Outreach Team:PCMH has contracts with

county school districts thattalo w P CMHG6s Outreach Team to work ¢
schools. This partnership ensures that unduplicated and timely services are made

available to youth and families. The mental health staff also participates in a

substantial number of schelbbhsed commuty events, such as Falls City Family Fun

Night, Wil Il ami na 6-wideLTaes Maz& hnd W est, SalemhResograeu nt vy

Fair.

Sanction Court: Sanction Court in Polk County provides intervention for juveniles
cited with first time legal issues, suak a minor in possession of alcohol. Youth are
assessed and recommendations are made regarding appropriate education and/or
treatment. This is one method used for early intervention of alcohol and other drug
use/abuse.

Community Par tPokCodrgy Chhemreinity Ragners Meeting (CPM)

meets weekly to staff cases and brainstorm solutions. CPM also works cooperatively to
keep families intact by meeting ctime financial needs, such as paying an overdue

utility bill. CPM includes Child Welfare anbHS Self Sufficiency, schools, PCMH,
Children and Families Commission and other interested agencies.

PCMH Integrated Teams: PCMH has integrated teams within its department
including: Triage & Intake Services, Outreach Services (sebastd mental hedlt
prevention and treatment), New Solutions, Developmental Disabilities Services, and
outpatient addictions and mental health providingcourring disorders treatment.

Collaboration with the Confederated Tribes of Grande Ronde (CTGR)PCMH
coordinateservices with the tribe, while The CTGR provides services to the Native
American population and is a valuable resource in the County. PCMH and CTGR
collaborated on a grant several years ago.

Regional Interagency TeamsEstablished in three TillamookdDnty school districts,

the teams were led by a Coordinator and moved the county towards a system of care.
Agency clinicians participated in a supervision group targeting child and adolescent
clinical issues. As a small rural county, Tillamook agencigslaely work together to
coordinate services.
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Casey Project:Tillamook County is a Casey Family pilot site. This grant is aimed at
identifying disproportionality of foster care placements for ethnic minority children.
The pilot has identified both Aftan American and Native American children with over
representation in foster care.

Yamhill County Filial Therapy Project: A mental health therapist dacilitates a
parent group with Child Welfare parent visitation supervisors who are learning Filial
Therapy. The supervisors then provide Filial Therapy coaching during subsequent
parent visitations. Child Welfare provideHildcare during the training groups.

Yamhill County Sex Abuse Treatment Project:Partner agenes include DHS,

Mental Health Schook, Juvenile Department, Prevention Programs, Family Based
Services/Family Sex Abuse Treatment Services and local Child Abuse Assessment
Centers.

Suicide Prevention ProjectsThis project was started by an adult consumer of mental
health services. This marn advocated for coordinated

efforts after three high school students died by suicide in LIVING VALUES

Yamhill County. The Suicide Prevention Coalition continues

today to develop prevent youth suicide. Survivor Groups ars the wrap coach for the BCN, it's

facilitated by the founding adult consumer adate. been amazing to support staff along
their wrap credentialing journey. To

. . . see the light bulb go on, to see their
Rainbow Family ServicesTreatment Foster Care/Shelter  growth & professional development

Beds: This is community collaboration in Yamhill County  as they walk the talk of a truly

for treatment foster care/shelter care beds for Child Welfarestrength  based, family  guided

children and youth. Currently there are 4 beds for treatmer0cess Is great.

foster care qm3.3_ beds for DHS s_hglter care. Placementiny,, can't do this kind of work on a

these beds is an interagency decision of the CCCC. daily basis, have these kinds of
interactions with families, and not be

Yamhill County System of Care Advisory Group(SOC): a wrap believer.

This partnership includes Juvenile Justice, OYA, Mental Cydney Nestor

Health, Drug & Alcohol, Head Start, Self Suffioiey, Child Regional Wraparound Coach

Welfare, Schools, family advocates, and other local

stakeholders with the goal of addressing the gaps in the

system of care within Yamhill County. One outcome was agreement that the SOC

would be used to staff families where system issues areaftcts amongst local

agencies.

Mental Health Services Provided In SchoolsYamhill County is collaborating with
Polk County and Willamina School District to place counseling staff from the two
CMHPs in the school district to better serve OHP cliertits would not be able to
access services due to transportation barriers.

Yamhill County Advisory Youth Council for Suicide Prevention: This council of
local area high school students advocated within their schools for suicide prevention
efforts.
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Family Advocates Business Service AgreementdiPAA confidentiality
requirements are addressed in these agreements with the Yamhill County advocates
who are standing advisory committee members.

Quiality Improvement and Biennial Plans Input: Yamhill County soughtocal family
advocates inputom attendees of Collaborative Problem Solving Book Clubs and
Weekly Support Group to develop Quality Improvement Plans and Biennial Planning
for State.

Training Curriculum Partnership with OFSN: Yamhill Countypartnered with

OFSN to develop training curriculufar training natural supports (including extended
family members, neighbors, friends) to be a support to families who have children with
high mental health needs.

NAMI Memo of Understanding: Yamhill County has a MOWvith the local chapter

of the National Alliance on Mental lliness (NAMI). Yambhill County has a Family

Support Partner who sits on CFT, and this person is also a member of NAMI. NAMI
volunteers trained in AVisionssfor Tomorrowo
periodically to parents and caregivers.

Grandparent Support Group: The communitybased Yamhill County services are
provided to the Confederated Tribes of Grande Ronde.

Collaborative Problem Solving collaborationsWi t h  Yamhi I | Countyds Fami
Youth Services, Sheridan and Newberg School Di
of the WESD are cdeveloping the Collaborative Problem Solving (CPS) approach in
their schools.

Parent-Child Interaction Therapy (PCIT) Latino Outreach: Yambhill County has
hired bilingual/bicultural staff and created a welcome center for Latino families.

Youth Transition Committee: A grandparent advocate who sits on the Yamhill
County CCCC is heading up facilitation of the Youth Transition Committee. The
Youth Transition Comnittee is charged with developing policy and protocols for teens
transitioning to adult services in Yamhill County.

Lessons Learned From Our Collaborations

¢ Planning without parents and without schools is shortsighted; takes more time in
the long run, andan be oppressive for families.

¢ Integrated services results in better outcomes.

¢ Holistic assessment of children and their families is useful to planning a full
service array.

e The need for staffing "cases" without families present has reduced since CFTs
are directly addressing the challenges for improvement of mental health
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conditions. CFTs can directly reduce the child's need for changing placements.

Staffings without parents are used only when service providers want to clean up

communication patterns amg themselves and don't want to do so with
families present since this can cause families to be in the middle and take sides

bet ween providers; or in cases where he ch
planning is needed to ensure that child is not atiment risk.
Children with no viable family, who will be raised by State Child Welfare, may
need longterm teams supporting them. Planning needs to includetéwng
sustainable options. There needs to be a rapid response when a youth's stability
is upset
The Adevi |l is in the detail gicvaiusappi ng wor
those who are providing the services is important.
The processes need to be continually reviewed. When you do low fidelity
Co-location of staff creates workflow efficiencies and \;W%Ft)aé?ig?{,igg: e\';‘\;jhé‘rﬁ’ fouuy'gg
good_ communication. This also mz_:tkes finding high fidelity wraparound, you
creative solutions to problems easier. help families create the life they
Service planning starts with good evaluations. All  want.
areas of a childés |ife need to be addresse
planning. We Iearned. this [esson the hard
. . . wayd we paid for it!
Involving bio parents and foster parents in the
assessment process leads to better evaluatems;es Jim Russell
planning and involvement in services. Executive Director
o MVBCN
Trust the group process. Involve from the beginning
of planning, staff that will provide the direct service.
It may take a bit longer but the product is better.
Focus on customer service, client needs ancbougs.
Traditional clinicb ased practices donét work well witdh
Use of outreach promotores, embedding ment a
settingso and a focused Latino team directl

as: stigma in reziving mental health services, disconnect in cultural
expectations of professionals, traditional clinic hours ef Mransportation ,
taking time off work; immigration concerns, language etc.

The Latino population has many variations within it (regioagal status,
generations, anidnguage).

Decision makers need to attend policy committees/boards

MOUSs are important to establish roles and responsibilities and address
confidentiality issues.

Children need a permanent, safe home before sustainablegreradichange

can occur.

Family/youth involvement improves outcomes at every level

Starting with strengths even in a crisis builds hope and optimism for the future
Cross training is a continuous process that requires collaborative development
efforts ard commitment to embed into existing staff training requirements.
Cross training is well worth the time invested.
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¢ Needs are not always met best with professional services; high fidelity wrap
creates long term supports for our children and families
e Skilsttr ai ning is most beneficial when it is fo
helps to overcome barriers to their participation when participating in normal
community and school activities
¢ Neighborhoods and business leaders are willing to step up if thaglksé to
do so.

How current efforts will be coordinated with the State Wraparound
Initiative

All of these partnerships help weave a system of care in our region. We have a history

of collaborations with system of care stakeholders and relationshipdken built

over many years of working closely together. Our system of care stakeholders will

participate in all aspects of the development of our system with the Phase 1 Cohort.

The agreements and working relationships developed in

Phase 1 will informand steer the implementation in later LIVING VALUES

phases. The leadership in our demonstration site (OFSN,

MVBCN, Child Welfare, CMHPSs) are also leaders in many _ ,

of the partnerships listed above. They will coordinate the  Y/"en the community, businesses,
. . . . and faith community support foster

project with the other collaborations as we gesand care, the state can do a much better

implement our model. job of its responsibility of caring for

children.

We will build on the partnerships between Child Welfare and Kathv Prout

the mental health providers who will become the CMOs for Assistant Admiistrato,

MV-WRAP. We will expand our etocation of staff. We District 3

will build on the relationships and combined workfltdvat

have been developed over time. Our vision is an

interdisciplinary team of Child Welfare Caseworkers, CMO

Care Coordinators, and peer support specialists who will

work sideby-side in providing case management, care coordination and facilitation of

high fidelity wraparound for these high needs children. The staff dedicated by Child

Welfare to obtain medical, developmental, mental health and dental evaluations for

children entering foster care will share information with all the providers. This

information will be used to develop service plans that address all significant needs for

that child. We will use the assessments and recommendations of the mental health

providers in the service planning process for all children entering foster care. When

children need specialized services, we will use the staff providing Level of Need

Determinations to review and provide referrals fortWlRAP6s Revi ew Commi tt ee.

The relationships and trust already developed through these direct Child
Welfare/Mental Healtlpartnerships will provide a solid platform for the integrated
teams that will be the professional infrastructure for-MANRAP.
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The M\ WRAP direct | iaison to the state wild|l be t
of the MVBCN. The Coordinator also is therpary leader of the regional New

Solutions, our | ocal Chil drends System Change
fidelity wraparound infrastructure. This correspondence of duties will facilitate

regional coordination with the Statewide Wraparountiaive. The MVBCN; Child

Welfare Districts 1, 3, and 4; the Community Mental Health Programs and the OFSN

|l eadership have 3 members on the Childre
Committee. All of these entities are committed to working closelywitet Chi | dr en
Wraparound Initiative Advisory Committee, the Child Welfare Project Site Operations
Group, and the AMHCAF Site Leads. We will learn from the other demonstration

sites and the Statewide Wraparound Initiative leadership, and inform them of ou

learning. We will work with them on shaping policy and advocating for system

change where current policies create barriers to our common vision of an integrated
system of care.

ndés Wr
0s
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Il. Resource Plan

Number to be served

The number to be served by MWYRAP is dependent on the fund disbursement
approach adopted by DHS for this Phase 1 Initiative-\MRAP is preparing to serve
180 children or youth each month. MWRAP planners anticipate that the majority of
Phase 1 population will have a need for servicessaipports for an average of
eighteen months. This means that participants entering WRAP will continue
through the entire contract year. There will be some

turnover during the year. MWRAP planners estimate that LIVING VALUES
over 200 different children and youshll be served over the .
first twelvemonth period, with a larger number in I have been involved as a layperson

in the solicitation of foster care
parents, as well as being a member
. ) of the Marion County Children and
The DHS approach for disbursement of funds has primary ramilies Commission. You can
influence on the numbers of children and youth who can beinclude me as a supporter of the five
served. As described in Readiness Section ¥etcare county MV-WRAP initiative. What

coordination staff for MWVRAP will be a combination of ~ @PPeals to me as a business person
e the economies of scale, which

. . I
current New Solutions Wraparound Facilitators transferred ﬁg” be ferreted out in this pilot
the project and new hires. project.

subsequent years.

Existing staff are fully trained and able to begin building a Wi hR-E”- :\/Avithnecll, Owner
new caseload on July 1, 2010. These stiffbegin thnell Motor Company
engagement with a full caseload of fifteen MVRAP

members by August 1.

New staff will require a month of training and observation of skilled coordinators
before they would have sole responsibility for high fidelity wraparound coordination; it
will take two months to begin engagement with a full caseload of fifteeA/XNRAP
members. These starp schedules suggest that MVRAP will average 60 cases for

the July Ii October 1 period, 120 from Octobet January 1, 2011, and sustain 180
monthlyfrom January 1, 2011 onward.

For MV-WRAP to be financially viable the DHS funding will need to be on a capacity
basis, with a presumed total caseload and full payment beginning at the start of the
contractual period. In the final negotiations DHS and-WXRAP may agree on a
retrospective adgtment for the JanuaiyJune 2011 period to assure sufficient
performance for

the funds received. To the extent that DHS would like to see the full number of children
served earlier in the contract year, then sonteefunding will need to be available
prior to July 1 to hire and train new staff.
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Resource Plan

Presuming 180 children and youth in MVRAP, and specifications from the DHS
December 16, 2009 Fiscal Plan ($500 / month care coordination and $45 / month
administration per service recipient; Federal Block Grant for infrastructure/flex funds
$30,000 offered per project) provides funding as follows:

$1,080,000 Clinical services
$97,200 Administration
$30,000 Infrastructure/flex funds
$1,207200 Total

The Fiscal Plan presumes a caseload ratio of one care coordinator to fifteen service
recipients. The experience of current care coo
response for Childrends Systematiumnge I nitiat.
ratio; these wraparound experts would prefer a 1:12 ratio because the needs of children

and youth who will qualify in Phase 1 are even greater than the New Solutions average.

However for planning purposes a ratio of 1:15 will be presumed. Thiseisnp#.0 FTE

care coordinators for MWRAP at $90,000 each.

The proposed $90,000 per FTE will be sufficient for the CMO to pay for a staff person

with a Bachelordéds coll ege degree and for the o
work; it will not qute cover the level of supervision and wraparound fidelity training

and support that will be required. Any additional supervision costs will be subsidized

by the CMO, and the wraparound fidelity will be covered within the funding for

administration.

TheDHS design for Phase 1 of the Statewide Chil
intentionally does not significantly change the payment methodologies for the spectrum

of services that may be accessed by the children and youth qualifying as Cohort 1 for

this Phas. Rather the design invites a radical change in how local systems of care are

organized and administered. The heart of the financial viability ofWR/AP is more

about the agreements developed through this planning process than the unfettered

commitment 6dollars from various sources, however the financial plan can be

described in three categories: redeployed funds, coordinated serviceskamd in

contributions.

Redeployed funds

The Project Planning Team (PPT) had extensive discussions to reachscensethe

MV -WRAP admission criteria given in Readiness Section IV.2:\MRAP members
may also qualify for New Solutions; the MWRAP criteria are not prejudicial in either
direction regarding New Solutions members. The entirety of funding which MVBCN
would provide for care coordination for MWRAP members will be received by MV
WRAP and available for purposes described at the very end of this section. PPT and
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New Solutions staffhave reviewed a variety of named lists of MYRAP qualifying
foster childrenn DHS custody for this region and believe that 30 to 40% of the MV
WRAP members will also be in New Solutions. This would result in a redeployment
fund in the range of $300,000 to $400,000.

I n future phases of t he Clpeflndingdeaxibilgy Wr ap a
wi || be expanded by the state and that t
through this flexibility and the reduction of use the most expensive services.

Coordinated services

The primary thrust of high fidelity wraparodiservices for the MMVRAP participants

is to provide them the best opportunities to be connected with people who care about
them, achieve liféong social, vocational, and academic skills and have hope for the
future. Paid services have a tiimaited place in this objective. The spectrum of

services that might be imagined by a child and family team for a particular individual is
too extensive to try listing here, but there are some categories to be mentioned.

Oregon Health Plani MVBCN is committed to pviding all the mental health

services (outpatient, inpatient, intensive treatment services) which may be indicated by
the mental health needs of a MVRAP participant. As described Readiness Section

l11.5 the primary Fully Capitated Health Plans in th& MVRAP region intend to do

their best to coordinate general health and chemical dependency treatment services with
MV -WRAP efforts.

DHS System of Care and other flexible fund$ DHS district leadership for MV

WRAP is committed to the ready utilizationtbfs highly flexible funding to support

the success of MWRAP participants. These funds can be used to purchase services
for both youth and their families, which are not covered by OHP. Examples include
therapeutic supports, educational supports, mergptiaining, and activities

specifically related to skill building or socialization. DHS also will provide flexible
funding that supports families in their reunification efforts. Examples include help with
housing and utility costs, transportation, amything else that specifically relates to
reunification needs. There may be some use of these funds for part of the activities
described at the very end of this section; this will have the effect of increasing the
dollar total given above for the redepient fund.

Non-OHP alcohol and drug and other mental health services The five MVBCN
community mental health programs are functioning also as th&\NRAP CMOs.

They are committed to making these services readily available. However, since Phase 1
MV -WRAP participants are typically in DHS custody and-ofihome placement, they

will qualify for OHP and MVBCN membership.

Yamhill County treatment foster carei the Yamhill County contract with DHS
includes description of treatment foster care services fdiding does not come
directly to Yamhill County for these 7.3 beds, but the authorization for placement is
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done locally in coordination with system partners. These Yamhill partners have
committed to making this resource available for MXRAP participan.

DHS Child Welfare funded services Foster care and BRS foster care constitute a
huge resource for MWRAP. Other available Child Welfare services (Family Based
Services, 24our foster care crisis support, permanent foster homes and Foster Parent
Night Out) are detailed in Readiness Section IV.7 and not repeated here. The heart of
the MV-WRAP proposal is the emanagement of this system of care, and most
certainly these Child Welfare services are available for'MRAP participants.

Other system ofcare contributionsi As described above in this Section, the Project
Planning Team has engaged a wide variety of committed partners who have pledged to
support MVMWRAP by providing and adjusting their current services for the benefit of
MV -WRAP participats. Notable among these pledges are those from Catholic
Community Services (CCS). CCS has pursued a vision similar tM\WRAP for many

years and has developed a range of resources and initiatives that will benefit MV
WRAP participants. These contributios® detailed in Readiness Section 1.2; they
include: the Fostering Hope Initiative, Family Life Lines (supported in part by RWJF
LIFP), Community Respite Home at Rainbow Lodge, and Community Homes for
Children.

In-kind contributions

MV -WRAP plans to devep a process for quantifying the-kind contributions during
the first year of operations. MWRAP expects that the dollar value of these
contributions will be substantial because management of a genuine system of care
requires direct involvement of thpartners in a variety of activities. Some of the high
value contributions can be anticipated as follows.

Child and Family Teams (CFT)1 a typical CFT will include two professional

members beyond the DHS and MVRAP staff; for 90 minute meetings, twesfur

per year, 180 separate CFTs and $43 / hour cost for professional hour, this multiplies
out to over a half million dollars which will be donated by the system of care partners.

Community care coordination committees in Marion County this group meets

weekly, monthly in Polk, Linn and Yamhill Counties, quarterly in Tillamook County;

on average the groups include 7 professionals, 4 in Tillamook; practice varies across
counties for meeting lengths between one to three hours; at the $43 / professional hou
used above, this ikind contribution will exceed seventwo thousand dollars.

MV -WRAP Advisory Council 7 this monthly tweanda-half hour meeting will

include approximately 12 System of Care professionals beyond\WRAP-paid

partners and advocates gatipends; at the $43 / professional hour used above, with
some allowance for travel this-kind contribution will exceed twenty thousand dollars.
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DHS contribution of space and infrastructurei The five DHS Counties embrace the
co-location of mental hedth staff in DHS buildings when possible. DHS will do this
more as space allows; providing access to equipment and supplies.

MVBCN as the ASOi MVBCN will provide some infrastructure support for MV
WRAP operations. MMVRAP administrative activities Wiuse the MVBCN phone
system and published phone numbers, the Intexaatected servers (hardware and
software), the office space and general office support, MVBCN banking and fund
management systems, and the same contracted claims payment systewillTbese
entirely donated, or provided at a very low marginal cost.

Community contributions i various community businesses and individuals are
responsive to requests for donations; for example, a local Salem businessman regularly
donates funds to sponsactivities for youth in foster care. There is no attempt here to
anticipate the aggregated value of these contributions, but this is an example of what
will be learned by the collection mentioned at the top of this subsection.

Administration

At the begiming of this Section it was noted that $97,200 is anticipated for
administration.

The central tasks for MWRAP include such activities as the following:

A Project liaison with DHS/AMH

Provide materials and support for the Review Committee

Support varios other MVMWRAP committees, focus groups

Conduct procurement of services and oversight of contract performance
Coordinate education and training across the region, including publication of
training opportunities offered by other organizations

Develop and ssure a variety of processes and protocols

Participate in crafting an immediate crisis response for extraordinary situations
Provide staff training and wraparound fidelity support

Develop database(s) and data reporting for AMH and\MRAP committees
Overse data reporting for DHS and MWRAP committees

Conduct accurate claims payment and tracking

D> >> D>D>D> D>

MVBCN is prepared to accomplish these and otherWIRAP administrative tasks. If

this work cannot be done competently within the administrative funds offereéi8y D

then MVBCN will draw from other resources to fully finance what is necessary. At this

ti me MVBCN plans to use the Regional Childrenod
Solutions) to conduct most of these functions. Advanced administrative staff will be

hired torelieve that Coordinator of some of the New Solutions administrative work and

support the performance of MWRAP functions. MVBCN will engage additional

database programming staff, at least for the-siadevelopment.
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The hopes for expanding existing sgices

Above in this Section there was a reference to redeployed funds. During this planning
process many participants have made suggestions about additional services to facilitate
the success of MWRAP patrticipants (connection, skills and hope). The-WRAP
Advisory Council will solicit additional suggestions, prioritize and direct prudent
investment of the funds to be redeployed. Ideas that have been frequently mentioned
thus far include:

>y D> D> D> D

OFSN contract for facilitation of MMWRAP Review Committee
Recuitment, training and support of family and youth advocates

Family and youth support partners available for all family and youth in MV
WRAP

Family and youth peer services

Education for primary caregivers

Immediate access to shelter care

Solid, accesible respite for foster providers

Coordinate with and enhance DHS training for foster parents and BRS
providers; pay for attending and provide bagksupervision during absence
Crisis response teams to stabilize placements

Enhanced Family Finders to geyond what DHS can do now
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Ill. Project Planning at the Policy & Administrative
Levels

[1l.1. Describe how the project will implement a governance structure utilizing the
Administrative Service Organization (ASO) model. Identify the ASO that will be
headng up the project.

MV -WRAP has selected MVBCN, an intergovernmental organization formed by Linn,

Marion, Polk, Tillamook and Yamhill Counties, to contract with the Oregon

Department of Human Services to be the ASO (Administrative

Service Organization) fahe MV-WRAP demonstration. The LIVING VALUES
MVBCN Board of Directors, the fifteen county commissioners

from the five counties, will have the legal responsibility for the | was lost, but now | am found".
Project through the contract with DHS. See Attachment J for tidew Solutions helped both of us get

Project Governance Structure. through such a dark time. Without
their guidance and resources, we

._ .. would not have made the progress
MVBCN has operated as the OHP Mental Health Organization . have Amanda probably would

(MHO) for this region since 1997. MVBCN has developed the still be on probation and in and out
infrastructure, staff expertise, and critical partnerships to offer ari detention.
excellent starting point for executing the ASO functions for this! know that | can trust and rely on

Demaistration Site. Specific areas of expertise include: Servicg\eW Solutions for any kind of help
we needd anything form counseling

procurement and contracting; policy development and to resources to help us at home.
implementation; quality assurance, training and support for
service provider fulfilment of expectations; respectful resolution Suzanne Thomas

of disagreemestand differences; and compliance with state and Grandparent Advocate
Yamhill County

federal regulations, including due process rights and other feder@landparents Raising Grandchildren
Medicaid regulations. In addition MVBCN has developed

sophisticated data management systems that will support the

Project 6s isiansuppmrand infarmatiod #racare coordination, fiscal
management, and outcome and other state reporting.

MVBCN has a standing governance structure based on a strong culture of developing
policies centrally while CMHPs have the flexibility to usedbculturally responsive
strategies and practices that achieve these policies. TR&/RXP Advisory Council
would be the primary central forum for:
e Policy development
e Service system planning
e Initiation and oversight of quality improvement initiativesated to M\
WRAP performance
Pursuit of genuine system of care operations
e Design and implementation of communications and training
Organization of ad hoc groups, forums and focus groups as needed to facilitate
research and problem resolution
(These responilities are described in more detail\ii 1.)
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The operational guidance for MWRAP will come from sharedecision making at all
levels: the Child & Family Teams (CFT), the Local Care Coordinating Committees
(CCCC), the Review Committee and the MYRAP Advisory Council.

The CFTs are the basic structure of MYRAP and will steer the treatment course. In
accordance with high fidelity principles and practices, the CFT will guide the process
by focusing all energies and strengths on the four phases of auagarA service

plan will be developed for each child based on the unique strength and needs of the
child and the strengths of other CFT members. The individualized needs of the child
wi || be the primary focal p @yiandtoutsade thde he t eamods
box. Natural Supports will be engaged and professional services will address these
needs. The CFT will be able to make decisions during team meetings and commit
project resources to meet the needs.

The CCCC will review the most c@ifex situations or those requiring exceptional
intensive services. The CCCCs will also be responsible for local practice decisions, and
implementation of MVWVRAP policies, expectations and resource allocations. In
addition, CCCCs are one forum for resauatof CFT disagreements. Some CMHPs

will have separate appeal bodies with membership including family/youth and other
system of care partners.

The MV-WRAP Review Committee will make decisions regarding entry and transition
from the project. The Revie@ommittee will help identify system issues and
recommend improvement to the service array. The Review Committee will have a
direct liaison with the MWVRAP Advisory Council. The MMWRAP Advisory

Council will develop policies and an array of servicemtet the needs of the Phase 1
cohort.

The MVBCN as the ASO for MMWRAP will be the central administrating entity for

the Project. With its experience as an Oregon Health Plan Mental Health Organization,
MVBCN has the infrastructure, staff expertise amacfices to succeed with duties as
described in 11.1.

[11.2. Describe how the ASO will determine and monitor the cost of care per child

MVBCN has been chosen to perform ASO functions because most of the ASO

functions are already performed by MVBCNfétrc | dr ends i ntensive servic
( MVBCNOGs New Solutions). Tracking cost of car
2005, MVBCN has provided a care coordination and management decision support

system throughout the MVBCN region. This system provides secure Sebsafor

data input and report generation. Care coordinators use this system to track family team

members and the course of care for a member. The database documents assessments,

progress reviews, and service authorizations. Local and regional mareageesiew

current authorizations and cost reports by member, service provider, region, etc. MV

WRAP will use this same database and have access to the same sophisticated reports.
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In Phase 1, MVBCN will not be directly paying for many of the servicesveddiy

the MV-WRAP members. The cost and value of securing payment information from
other systems will be evaluated. The type and extent of services not paid by MVBCN
will be recorded in the system described above. The current system easily incorporates
edimated daily costs and computes the cost of a course of care, so that can be done.
Automating the transfer of expenditure information from state payment systems to
MVBCN may not be done in the first year, but the conversation will begin.

These reportwill be available throughout the MWRAP distributed decisiemaking
structure as indicated. Specific reports will be developed to inform the research and
guality improvement endeavors of the various bodies and functions.

[11.3. Describe how the ASOiWenter into Memoranda of Understanding (MOUSs)
with system partners to include child welfare and mental health agencies and
providers.

Stakeholders who signed the MVRAP Letter of Intent participated in a series of
meetings across the MVBCN region ireparation of this proposal. Youth serving
agencies, mental health and behavioral rehabilitation providers, OFSN and other
family/youth participated in the design of this project and signed statements of support.
We will build on MOUs developed for Newofitions in 2006 and by Willamette
Education Service District in 2008. We will expand the CMHP agreements with Child
Welfare.

Upon notice of selection as a demonstration site, the ASO will convene workgroups on
a regional basis to update existing meamglums. These workgroups will address the
needs of the cohort population and ensure foster parent and family/youth involvement
in the process. The MOUs developed will:
¢ |dentify barriers to be addressed
e Describe the need and value of integrated servitgssk for a
commitment to shared decision making and responsibility for outcomes
e Define roles and responsibilities
e Promote communication & information dissemination between system
partners
¢ Provide direction and protocols for crisis situations
Outline thedispute resolution process
e Outline process for cross training of staff.
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1.4 . Identify local funding sources. Clearly describe the investment of ASO,
Mental Health Organization (MHO), Community Mental Health Program (CMHP)
and Child Welfare resources thare directed to the project and the cohort of
children identified in the project.

The Statewide Childrends Wraparound I nitiative
for MV-WRAP. We have not identified specific local funding sources at this time.

Utilizing MVBCN as the ASO and leveraging the New Solutions infrastructure will
enable some MMWRAP administration to be done at a very low marginal cost, so this
is a significant irkkind ASO/MHO investment in the project. To a lesser extent this will
be trie at the Community Mental Health Program (CMHP) level as well.

The MV-WRAP participants are by Cohort definition in Child Welfare custody and
members of MVBCN. Therefore, they all are eligible for a spectrum of services from
both organizations. The CHiWelfare, MHO and CMHP contributions are described in
detail in Sections II.1 and V.7 so will not be repeated here.

[11.5. Describe coordination with and access to services (such as primary care,
medication management, addictions treatment) that dre tesponsibility of the Fully
Capitated Health Plans (FCHPs).

For the MMVMWRAP five-county region, the December 2009 Fully Capitated Health
Plan (FCHP) enroliment report shows that all 15 FCHPs have at least a few members
on record. However, over 86% tfet FCHPenrolled OHP members from the region
are enrolled with either InterCommunity Health Network (IHN) or Madfamik
Community Health Plan (MPCHP). MVBCN has a variety of health care integration
initiatives underway with IHN and MPCHP, and active, @odirative relationships

built over time. Collaborative Performance Improvement Projects with each
organization have demonstrated the ability to design and deliver sophisticated
integrated interventions, and have led to strengthened partnerships. BaahdHN
MPCHP have discussed the MVRAP application and have expressed their
willingness to coordinate general health care services with the other services and
supports.

Policy issues regarding coordination and access to FCHP services will be a duty of the
MV -WRAP Advisory Council. FCHP representation in that group will help assure
appropriate policies, coordination and outcome monitoring. At the CFT level, team
members will identify needs and determine when and how FCHP services may be
accessed.

MVBCN is subcapitated by MPCHP for chemical dependency services. Therefore
most MV-WRAP participants needing chemical dependency services will have direct
access to services through MVBCN providers. Coordination of care will be enhanced
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by t he MVB @ddasccurringtdisogders programming,-taxation of staff,

and coordination of treatment planning. Ongoing training of chemical dependency and
mental health providers and quality improvement efforts will focus on this population.
MVBCN outpatient prowers commit to participating on CFTs and coordinating care

with Child Welfare and other system of care providers through the wraparound process.

Relationships have developed over time between the MVBCN and primary care.
Coordination activities, suctsansite mental health consultation at primary care
offices, improve access to needed services and coordination of care. Currently mental
healthstaff areco-located at three pediatric and primary care clinics serving children
and families in Marion ansamhill Counties. Since 1998 MVBCN has had standards
and monitoring processes to ensure that mental health and addiction treatment staff
communicate with primary care providers. This occurs at intake, whenever there is a
significant change in prescribecedication, and at the end of treatment. The Youth
Services Survey for Family members (¥BBconducted by Acumentra in the summer
of 2009 found that 93% of parents whose children were served by MVBCN were
satisfied with the coordination of care betweentirental health system and their
Primary Care Physician (PCP).

[11.6. Describe how the ASO (BCN) will partner with and identify family members
and youth who have had personal experiences with emotional disorders

Family/youth involved with policy andtal practice groups will be recruited from

people who have participated in the wraparound process. These individuals will come
from past and current users of New Solutions, EAST, anedWRAP. Also, with

growing partnerships such as with the Maflwolk Foster Parent Association, Yambhill
Grandfamilies, OFSN, Juntos Podemos, and Youth MOVE Oregon we will bring more
family/youth into our partnerships. These folks will come from those who attend
workshops, support groups, and family/youth fun activitiespd@pnities will be

offered regularly for those interested in getting further involved in system change.

MV -WRAP will continue to include family/youth input at every aspect of this project.
Family/youth will receive training (see 1V.5) and continue tonméuded in developing
policies, agreements, and materials (brochures, handbooks, etc). Family/youth will be
on interview panels for MMVRAP positions, on design and selection committees for
RFP6s and RFAOGSs, and on wr iFamilylyguthtwdl a ms f or gr an
also serve on governance structures such as:
¢ MV-WRAP Review Committee

e MV-WRAP Advisory Council
e Quality Assurance/lmprovement Committees
e CCCCs

The longterm vision of the PPT is to have an integrated system of care. We expect
that futher expansion of the system of care will happen. We also expect to have more
family/youth trained and involved in system change efforts. For the future, we will
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advocate for system of care partners, such as Child Welfare and Schools, to include
family/youth in their projects and agenspgecific committees.

Family members and youth will train professionals on family culture. MVBCN family
advocates currently do this regularly through
MVBCN is sharing the use of thisaining with OFSN so family advocates across the

state can use this professional workforce development tool. MVBCN and OFSN are

supporting regional youth and young adults who are in the process of creating a similar

AWi sdom fr om Y o u nugiculard. urhig cardculunrissekpected tg bec

completed by August 1, 2010.

[11.7. Describe how the ASO will ensure that policies and procedures are
culturally competent and that services are provided in a manner compatible with a
famil yds &sutadtices, ldracytsklls, iare language.

The Office of Minority Health has developed standards related to provision of National
Standards on Culturally and Linguistically Appropriate Services (CLAS). See
Attachment K. A primary goal for MWRAP will be to develop policies and

protocols that ensure employees of the ASO and CMHP are culturally responsive
according to the 14 CLAS Standards. A Cultural Responsiveness Committee will
conduct a baseline survey of needs according to the CLAS Standardstterfirst 3

6 months from notification of funding. They will develop recommendations based on
findings relative to the CLAS Standards. The Committee will define performance
indicators, monitor fidelity, and evaluate outcomes. Outcome measures foalcultu
responsiveness will includecustomer service; community and péased service
delivery; proficient language capacity for staff; diversity of staff within mental health
agencies; inclusion of culturally responsive assessment and customer senéffe in s
performance evaluations; and outreach to diverse communities.

The MVBCN Quality Improvement Plan (QIP) currently includes an objective to
maintain access to Mental Health and Chemical Dependency services for Spanish
speaking and Hispanic enrolleeBhe presence of Spanish speaking staff at all levels of
care (irhome skill builders, therapists, medication management and chemical
dependency staff) ensures culturally responsive and linguistic capable care. Other
strategic goals for improving culturasponsiveness will be added to the QIP.
Participating counties will be accountable to the ASO for making these improvements
identified by the QIP.

The Counties in this project are a mix of rural and urban communities and have a
number of Tribal, LatinpRussian, Asian, African American, and other minority ethnic
membersThe geographical area stretches from Detroit Lake east of Salem to the ocean
west of Tillamook, and Rex Hill north of Newberg to the end of Linn County south of
Harrisburg. See AttachmeL for profile of the region. The region has a culturally

diverse represgation of young adults who aoe have been in the foster care system,
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foster parents, family advocates, ethnic representatives, and family members with
children who have high mentaéalth needs. Our region has 16.6% of the entire Oregon
populatonandwe have 24.5% of Oregondés Latino
disproportionate levels of poverty and numbers of children in our region compared to
other areas in Oregon. All of these asp@dtculture will be considered in finding

family advocates to participate on the governance structures. Data related to
demographics will continue to be monitored.

As previously mentioned, two of the five MVBCN Counties (Tillamook and Marion)
are parttipating in a Casey Family pilot site grant aimed at identifying
disproportionality of foster care placements for ethnic minority children. The pilot has
identified both African American and Native American children with ever
representation in foster car@he work of this committee, which includes case audits to
identify themes and reasons for the disproportionality, will be incorporated into the
MV -WRAP QIP goals regarding cultural responsiveness.

[11.8. Describe how services in the Service CoordinatPlan will be authorized
and how much authority the Child & Family Team will have to authorize services.

MV-WRAP wi | | expand MVBCNO6s New Solutions

authorizations that has been in place since 2005. Th&\NRAP will include the

Child Welfare resources such as the System of Care funds and Family Based Services.

The Authorization Matrixclearly delineates that the CFT will make decisions about the
vast majority of individualized services and supports. Only serviceg &igher level

of care will require the local CCCC involvement, and Child Welfare supervisory or
ASO approval. CCCCs are designed to provide pratdice consultation and

problem solving to CFTs and assist in identifying community resources.

The Auhorization Matrix is on the next two pages:
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Mid Valley WRAP Authorization Matrix

Type of Who Who has Who reviews | Usual Who Who pays
Service requests the | authority to | the treatment | authorized develops the | for
service or authorize progress amounts service services/ass
helps decide | service (RFP, ures data
what is contracts) input/Issues
needed Notices of
Denial
Inpatient CFT, crisis ASO ASO Inpatient | Several days ASO ASO
hospital staff Inpatient Liaison, CFT at a time
Liaison
Sub-acute CFT, crisis ASO ASO Inpatient | Days or one ASO ASO
staff Regional Liaison, CFT week at a time
Coordinator
Psychiatric CCCC,CFT | ASO ASO Regional | Weeks or ASO ASO
Residential Regional Coordinator month at a
Coordinator /ICFT time
Day CCCC,CFT | ASO CFT Weeks or ASO ASO
treatment Regional month at a
Coordinator time
Treatment CCCC, CFT ASO CFT Weeks or ASO ASO
Foster Care Regional month at a
(diversion Coordinator time
and step ICFT
down from
residential)
BRS CFT DHS CFT Weeks/months | DHS DHS
Therapeutic
& Enhanced
Therapeutic
Foster Care
BRS CFT DHS CFT Months DHS DHS
New CFT CFT CFT Hours ASO ASO
Solutions in
Psychiatry
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Mid Valley WRAP Authorization Matrix

Type of Who Who has Who reviews | Usual Who Who pays for
Service requests the | authority to | the treatment | authorized develops the | services/assu
service or authorize progress amounts service res data
helps decide | service (RFP, input/Issues
what is contracts) Notices of
needed Denial
Crisis respite | CFT CFT CFT One or a few ASO/DHS ASO/DHS
(out of home) days
Brief/periodic | CFT CFT CFT One or a few ASO/DHS ASO/DHS
planned days
respite - out
of home
Crisis respite | CFT CFT CFT One or a few ASO/DHS ASO/DHS
support - in days
home
Hrs per week ASO/DHS
Intensive CFT CFT CFT and number of | System of ASO/DHS
community weeks Care (SOC)
based Family Based
services & Services
supports
ASO/DHS
Mentors CFT CFT CFT Hrs per week SOC Family ASO/DHS
and number of | Based
weeks Services
ASO/ DHS
24/7 crisis CFT CFT CFT Hours or days | CCS contract | ASO/DHS
support District 3
Routine CFT CFT CFT Hours per County/DHS County/DHS
outpatient, in- week and System of
home /school number of Care Family
services for weeks Based
child & non- Services
OHP parents
CFT CFT CFT $XX or XXX N/A County/DHS
Flex funds
Natural CFT CFT CFT Hours or days | ASO ASO
Support
Programs
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[11.9. Describe how the ASO will evaluate project outcomes identified in the
Statewik Chi |l drends Wraparound I nitiative.

The DHS Statewide Childrends Wraparound | ni
document entitled AOutcome Measureso. Ot he
desired outcomes. The MWRAP Advisory Council and othgrarties connected with

MV -WRAP will be interested in monitoring additional outcome measures.

ti a
r s

In 2005 MVBCN developed a care coordination and LIVING VAL UES
management decision support system. It was named the
Childrenéds I ntensive Serei cCé‘fS‘.COQﬂd@ati.Oﬁiﬁar“,!?aéto@gyst em
system provides secure Web access for data input and repoft/ccess of children being serve
h . . . across multiple agencies. Dayton
generation. Information about members in MYRAP willbe  gchool District believes that the
entered into the database. All data will be reported to the stafgyional application  will ~ foster
as required. collaboration with Child Welfare as
well as among other child serving
The plans for gathering data on the outcomes listelukin t agencies and schools.
DHS Outcome Measures document are as follows: Janelle Beers, Superintendent
Dayton School District, #38
1. Children are getting their treatment needs met
e Compare percentage for each DHS branch prior to
MV -WRAP to six months after full implementation,
counting children in substitute care who receive mentltihassessments and
behavioral health services
e DHS/MV-WRAP will conduct and report on a representative sample of case
reviews for the MVYWRAP participants

2. Children are able to reside in a stable, homelike environment

e The DHS Child Welfare data systeprovides information on each of the sub
topics |isted for this topic in the AOutcon
information will be transferred to MVBCN and reported out

e Report on number of children who move to more homelike environment as a
result of MV\WRAP services

e Report on number of placement changes averted as a result-B/RAP
services

¢ Report on the number of new services and placement options developed each
guarter through MVWRAP operations

3. Children are safe

e MV-WRAP report on DHS Child Welfardata system information about
documented abuse of MWRAP participants

4. Children are receiving culturally specific services
e Conduct and report on case review of the population.

36 | MV-WRAP Proposal, February, 2010



e 6-month document review and observation by MRRAP Coach for culturally
competent services and results of biannual Wraparound Fidelity Index findings
which measure progress and satisfaction

5. Children are not engaged in problematic behavior
¢ Results of state quarterly report of BERS and SCWI Progress Review that
measures deiguency, risk of selharm, risk of danger to others and risk of
running away

6. Children are making educational/vocational progressEvaluated by the child and
family team as well as the BERS and SCWI Progress Review item 9 (b) that measures
educational/ocational progress

e Entered into and reported from the CIS db

7. Children are receiving social/interpersonal support Determine whether the
child/youth and family have positive and healthy attachments to each other and in the
community.
e Results of statewgrterly report of BERS and SCWI Progress Review item 9 (a)
that measures social networks
e Entered into and reported from the CIS db

8. Children are experiencing improved behavioral health
e Compare percentage for each DHS branch prior teWIRAP to six mortts
after full implementation
e Results of state quarterly report of BERS and SCWI Progress Review item 9 (c)
that measures substance abuse
e Entered into and reported from the CIS db

Examples of additional measures that may be adopted by the WRAP AdvisargilCou

include property damage, threats and intimidating behavior. The Advisory Council will

also review currently available data sets. For example, extensive information is

compiled for the biannual case reviews conduct
the Child and Adolescent Needs and Strengths (CANS) assessments that are conducted

for each child in foster care.

[11.10. Describe how the project will ensure that Medicaid regulations are
adhered to.

As the ASO the MievValley Behavioral Care Network Wuse its current Medicaid
compliance infrastructure to assure fulfillment of Medicaid regulations. To succeed as a
Mental Health Organization (MHO) MVBCN has implemented internal and external
systems for monitoring Medicaid compliance. For examples, MN'Béntrally

manages assurance of the due process rights of OHP members regarding unilateral
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denial or changes in service. MVBCN administers a Fraud, Waste and Abuse
Committee with membership including the MHO, LMHA, compliance officers and
providers fromte five-county region. This committee oversees compliance with
Medicaid regulations regarding the prevention and detection of fraud, waste and abuse.
A variety of Medicaid requirements are specified in provider contracts and compliance
is reviewed by annuaite visit. MV-WRAP operations will be included in all

compliance processes.
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I\VV. Project Management at the Service Level

IV.1. Describe how the project will implement a governance structure that
incorporates the functions of a Care Management Orgaation (CMO).

Care management responsibilities will be provided by the five CMHPs that comprise
MVBCN. Linn, Marion, Polk, Tillamook and Yambhill counties will build on the

existing strengths of an administrative infrastructure and service system ddsigned
deliver and sustain fidelity to the wraparound model. These counties have demonstrated
competence in integrating system of care core values and the 10 principles of
wraparound (described in section 1.1, 1.2). All five CMOs have utilization review

systens in place and research based outcome monitoring and evaluation.

The CMOs will guarantee a higjuality team process following the four phases of
wraparound inclusive of a positive behavioral support plan, detailed safety planning

and a prioritization oéducational/vocational needs.

Since meaningful family and youth participation contributes to high quality planning
and positive outcomes, a primary task of the CMO will be to ensure that family and
youth are primary decisiemakers not only on their @ & Family Teams, but also in
the development and implementation/modification of the local system of care.
Intentional strategies will be employed (see IV.5).

The managers at CMOs and Child Welfare Districts 1, 3, and 4 have agreed on the
importance ofnaintaining consistency and continuity of relationships for the cohort
populations. In support of meaningful attachments and improved proactive safety
planning, leadership has agreed to strive ttocate project staff, train all staff in
fidelity wrapaound model, assign staff to the project that have a commitment and
belief in the system of care core values and wraparound principles.

[V.2. Describe process for identifying children that will be served under the
project, and screening tools used foraass and intake.

The project will serve a combination of youth who are already in DHS custody and
meet the cohort criteria as well as youth coming into the system during phase 1. The
review committee will review all referrals and determine whether théyef cohort

criteria and if so, whether the youth would be appropriate for the program using the
below guidelines to help prioritize. Youth with the least amount of stability will be
considered first but other factors such as family involvement, nawpaorts, and
location may also be taken into consideration.
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The five individual Child Welfare branches will be responsible for making the referrals
to MV-WRAP. Each branch will develop an internal process for determining when a
youth is referred. At eninimum this decision process will include Supervisory

support.

For children already in DHS custody, the following guidelines will be used to help
prioritize referrals to the project until it reaches capacity enrollment.

e The youth has been in care féleast one year, has had four or more
placements, has behavioral, emotional, and or mental health conditions
warranting specialized treatment services (includes BRS, shelter evaluations,
psychiatric residential, treatment foster care, or ICC) AND is ptiseot in a
stable placement.

e The youth has been in care for at least one year, has had four or more
placements, has behavioral, emotional, and or mental health conditions
warranting specialized treatment services (see above) AND the current service
array is deemed to not be effective.

e The youth has behavioral, emotional, and or mental health conditions
warranting specialized treatment services (see above).

e The youth has been in care for at least one year and has had four or more
placements.

For newyouth coming into custody, the following guidelines will be used to help
prioritize referrals to the project until it reaches capacity enrollment.

e At the time of placement, the youth already receives Intensive Community
Based Treatment Services from thental health system.

e The youth has behavioral, emotional, and or mental health conditions
warranting direct entry into specialized treatment services (see above).

Each branch will be responsible for providing the review committee with written
screeningnaterials they have in their possession. Included will be a cover page that

will provide key demographic information about the child such as location, names of

the caseworker, foster parents, involved family members, other natural supports, and
permanenplanning information. Attached to the referral page will be any

psychological evaluations, mental health evaluations, CANS assessments, CASII
assessments, ECSII assessments, shelter evaluations, treatment reports, social histories,
medical and developmemtaistories, and placement histories. EXxisting case material

from county mental health records will also be used in the screening process.
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V. 3. Describe how the ASO will establish a Review Committee to approve
participation in the project prior to etry into and transition from the project and
adhere to federal and state confidentiality requirements.

MVBCN will establish a regional Review Committee, facilitated by OFSN ensuring
51% advocate representation. It will be comprised of a Regional ResGansultant
and line supervisor from Child Welfare, an ASO representative, a Wraparound
Supervisor from one of the Community Mental Health
Programs and four parent/youth advocates. The Review
Committee will review all available referral information, and
approve all project entries to and transitions from-MV _ _
WRAP. The Review Committee Facilitator will guide a ~ When she first started with NS she
. . . .was angry and violent, pushed
structured staffing process in order to ensure shared decisigfndma down the stairs and got in
making. Family and youth advocate involvement will be  to fights over simple things. Now
critical to effective prioritiation of referrals and creatinga she has an even temper, she has

new perspective for making recommendations. learned to accept frustration and
disappointment and just move past

these difficulties.

LIVING VALUES

MVBCN will be responsible for collating all referral
information for the Review Committee, managing meeting i The team gave me
logistics and providing technical support. In addition, to stand up for myself and do things
MVBCN will provide training as needed to participants on ©n my own--having those people
the committee to ensure that all parties understand and Ca?de ertnhg me on so
adhere to federal and state confidentiality requirements and
sign all appropriate confidentiality agreements. Notes from a graduation celebration

New Solutions
I n addition to the ryRodewfi e w ~-Co-mmi—t-t-e-ebs—pr+i ma
enrolling and transitioning project participants, they will be part of theWIRAP
system improvement process. When a placement changes, the CFT and local CCCC
may conduct a retrospective review of what happened in order to prevent future
unplamed placement changes and to identify systems barriers or issues. Members of
the CFT will present the information and recommendations generated from their
retrospective review to the Review Committee. MARAPGO6s Revi ew Committee \
be responsible for nmitoring patterns in the retrospective reviews and identifying
opportunities for systemic improvement in policies, procedures, services and supports.
The Review Committee will report trends and make recommendations to the Regional
Advisory Council for corideration of program or policy change as part of the quality
improvement process.

IV.4. Describe how the CMO will implement a wraparound planning process that

includes a strengthdased needs assessment, child and family team facilitation, and
care cordination.

All five CMOs involved in M\V\WRAP are currently providing high fidelity
wraparound to children with significant emotional and behavioral challenges. Since
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research has demonstrated it is high fidelity wraparound that produces improved
outcoms for children and families, all five CMOs have committed to staffing MV
WRAP using a combination of currently credentialed wraparound facilitators and
facilitators in training to maximize the delivery of this evidence based practice when
the project staston July 1st. The Regional Wrap Trainer, the Wrap Coach and the
county project managers have committed to implementing enhanced supervision and
support to credential new Wrap Facilitators within 5 months of hire.

In accordance with the high fidelityadel, MV-WRAP will staff CFTs with Family

Support Partners and Youth Support Partners depending on the needs of the child and
family. The project will use a combination of current Family and Youth Support
Partners from the CMOs and additional staff reedithrough expanding the MVBCN
contract with OFSN.

V. 5. Describe how the ASO/CMO will designate family members and youth in
the primary decision makers and ensure that planning, development, and
implementation of the local system of care is famdgiven, and youthguided.

Include family member/youth participation on child and family teams and provision
of peer support to families/youth participating on child and family teams.

To ensure that meaningful family/youth involvement will be a patefacal and
regional change to a system of care, it is helpful to first look at common barriers, and
those solutions in place already, or being considered:

Common Barriers Solutions

Privacy/HIPAA concerns: a concern
for some professionals is that
family/youth will not be able to keep
information confidential

Advocates will be trained regarding
confidentiality laws and sign a
confidentiality agreement. Releases of
information will be used when assisting
families or when reviewing specific cases.

Background checks:many For background checks through peer supp

families/youth may have child welfare
and/or criminal histories due to the lif¢
experiences that make their voice so

critical to have as part of system and
service delivery planning processes

organizations e.g., OFSN and Project: A
Better Life Experience (Project ABLE), it is
understood by being a peer, there may be

negative history. For those with a negative
history, positive ¢
direction must be demonstrated for a
significant period of time and supervision
will be increased.
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Time of day of the meetingmany
families and youth find it difficult to
attend during traditional business hou

Meetings need to be between 10-2pm or
6 pm or later to ensure meaningful family
involvement. Some youth may have
difficulty with daytime meetings due to
school demands. M\WRAP will partner
with willing school districts to develop
creative strategies for youth involvement.

Transportation/travel needs for some
family/youth getting reage
rei mbur sement
especially for
licenses or their own vehicle

i s n
t h

Transportation solutions include carpools,
bus passes, gas vouchers, and selecting
meeting locations close to public
transportation stops.

Childcareemany canot f
childcare, even if money is provided t
cover it

Childcare will be provided for evening
meetings.

Location of Meetings:clinical
locations may be rraumatizing;
especially for those who have had
negative experiences, patlarly in
connection to psychiatric crisis or chil
welfare involvement

Neutral places such as community centers
libraries, coffee houses, etc are preferred.
Efforts will be made to find these types of

locations for meetings.

Representation from mnority

cultural groups: it is a national issue
regarding the difficulty of ensuring
representation and being culturally
responsive for the vast array of cultur
groups and contexts

MV -WRAP plans to include families/youth
from all races and ethnicity suels tribal,
Latino, Russian and Asian communities.
MV -WRAP is aware that minority cultural
groups include more than race and ethnici
We strive to have diversity in religious
representation, soceconomic groups,
formal education backgrounds, family
structure, and sexual orientation.

We will recruit family/youth from past and current participants in the wraparound

process and from local peer support groups as described further in the answer to Ill. 6.

These individuals will receive project, systamd wraparound training. In partnership

with OFSN, traini
Partnerso, AYout
peerl ed fHACol |l aborat

ngs wi | | be avail abl
h and Professionals

i vVEl Bbebl emF8mi Vi eg/ Boa

to attend pertinent professional trainings on topics such as triafionaed care,
collaborative problem solving, mandatory reporting, and HIPAA requirements.
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Having a collaborative teatmased approach is impontaat the system level as well as
at the CFT level. Team building activities will be part of each agenda which support
the development of relationships between family, youth and professional committee
members.

To ensure ongoing participation and in@rtb be sure family/youth advocates are not
asked to do too much, efforts will be made to recruit several family/youth advocates for
each group. Efforts will be made to support regularly scheduled family/youth
leadership development opportunities andtmgs.

Family/youth advocate committee members will have time to

gather before meetings and preview agenda items. LIVING VALUES

Advocates will also have time to debrief after meetings and

review any action steps expected of them. They will also

discuss possible futaragenda items. As more family/youth The molf’t profound ée?“'t 'h have

advocates become involved, MVRAP plans to partner ?heésl?]r;?vyS(e;)l(L?tiec::qeanperog::rtnn fo"’:v':]g

with OFSN to develop a peepaching model for regional child is that | am no longer alone. |

and local family/youth advocates. don't have to carry the burden of my
child's severe mental health issues

We know most committees have term limits for members. :)Oy 'Zrﬁe:f-re'czsesgzzﬁ{\t/‘zd%éféig‘zg

Due to crisis andtber I|_fe events, many families/youth may o "ai our difficult challenges.

not be able to serve without fail through a full term. Unless

the family/youth have asked to be dropped from the L.V. Yamhill Co.

committee, they will stay a member with a plan in place for

having an alternate advocate attendpl&n will also be

developed for recruiting and training new advocates when former ones leave the group

permanently.

It is understood that there has traditionally been a power gap between professionals and

family/youth. Many family/youth are hesitant tpesk up when they are the only

advocate voice in the room. MWRAP will use the same standards for representation

as used by national system of care communities. We will have 51% family/youth

members at the Regional P aCommittee, the MVor Chi | dr en 6
WRAP Advisory Committee, and the MWRAP Review Committee.

Community Care Coordination Committees (CCCC) will have significant family/youth
membership. We will strive for 51% representation at the local level. For local
committees, tare will be at least four family/youth members. Only one may be an
employee of the CMO. At least one member will have experience in the foster care
system, either as a youth, foster parent, or parent whose kids have been in foster care.
At least one metver will represent a local cultural minority group. From past

experience, decisions on committees are usually arrived from discussion and consensus.
For those rare occasions when a vote may actually be taken, those committees without
51 % family/youth mmbers will adjust the family/youth vote to be 51 %.
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All MV -WRAP committees shall have at least one family/youth memberelsao
Co-chairs will be part of the executive planning (agenda setting) team.

Other ways we will support meaningful family mivement include, but are not limited
to:
e Post the Wraparound principles at every meeting
e Have small group activities/discussions
¢ Recognize and value life experiences of members, even if seemingly negative
(ex drug addiction, criminal history)
¢ Empathy andtigmabusting activities

To ensure meaningful family/youth voice at the CFT level teams will use such
strategies as:

e Team Vision and Goals are in language that is clearly understood by all team
members

e Families create their own strengths, needs, atidrewdiscovery (SNCD) to
share through video productions, scrapbooks, collages/posters and cartoons

e Child and family speak first and last at team meetings

e Child and family are prepared for meetings

¢ Child and family are supported or coached during meetings

e Collaborative problem solving strategies are used to get to team member
concerns or perspectives

e Collaborative problem solving strategies are used to be sure action steps are
realistic for all team members to do

e Child and family help set the meeting ade

e Support child and family in leading team meetings

e Draw out child and family strengths, needs, and ensure their voices lead the
decisionmaking process (yes, even those parents struggling with their own
recovery)

¢ If no child, youth, parent, family memheor foster parent is present; no
decisions can be made

e MV-WRAP will follow the same high fidelity Wraparound standards that have
been documented by New Solutions staff

The CCCCb6bs often review cases when a higher
when life is not going well for these children and families. CCCC members are often

people in managerial positions, so the authority for making decisions is present. Due to

this, they may be farther removed from the child and family and may not know the

personally. The following are suggestions for making the child and family real to

committee members, when placement decisions are being made at the CCCC:
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e Begin every meeting with a success story (from a child and family that has been
before the commigte in the past)

e Share the SNCD created by the child and family

e Share child and family photos

e Share child and family strengths, the fami/l
childbés poetry and AWho | Amdo Video

¢ Have WRAP principles on every cover sheet of cdsédéing reviewed

MVBCN has taken into consideration the overwhelming voice of families, youth,
young adults, and adult consumers regarding the importance and value of peer
delivered services. MWWRAP will support the expansion of available peer desider
services. Examples of just a few of these desired peer resources are:
e Family Support Partners
e Youth Support Partners
e OFSN/YMO Peer Delivered Services
e Project ABLE Peer Delivered Services
e Local Youth Peer Groups
¢ National Alliance on Mental lliness (NWI) 1in communities with an active
affiliate
e Mobile MH Crisis teams to include a peer advocate
e Mental Health Crisis Advocates (similar to Domestic Violence Advocates and
Rape Victim Advocates working with Law Enforcement and Hospitals)

For children/yout to be successful in their communities, education for parents,-foster
parents, and professionals is critical. MYRAP will provide regional education and
training support for all CFT members and system partners. This support will include,
but is not limted to:

e Current inventory of curriculum for families/youth/professionals through
ORPTI, OFSN, CMHPS, MVBCN, NAMI:

e Support regularly scheduled trainings/workshops

e Track objectives and the intended audience for these trainings/workshops

o Offer joint family/youth/professional or combinations as possible; this may not
always be appropriate.

e Ensure training opportunities for families/youth (on teams as well as on
committees) and professionals,

e Preferred trainings will include a skills based assessment prazedu
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|V.6. Describe how the ASO/CMO wiill establish a provider network with access to
care coordination and a full array of services and supports for the defined population
of children in the community.

MV -WRAP will have full access to a rich array of seed@nd supports already
established throughout the five MVBCN counties outpatient mental health system and
the five Child Welfare branches. Lessons learned from listening to families and youth
in the CSCI implementation resulted in enhanced communityllzagpatient services
region wide. For example, all five MVBCN CMHPs have incorporated individual and
family skills trainers who work in diverse community settings.

MV -WRAP will utilize contracts developed under the CSCI with OFSN and providers
of intersive community based services and intensive treatment services. These
providers have established collaborative relationships and provide services such as
family support programs, mentors, skills trainers, planned/crisis respite homes and
treatment fostecare. As described further in IV. 8, the ASO and Child Welfare intends
to work with family and youth advocates and providers in developing an emergency
response team and rapid access to placement services building on existing provider
programs. The AS@Iso has a contract with a board certified child & adolescent
psychiatrist. This physician provides in depth assessments of complex children often in
the home/school of prioritized children; medication management and support to
medical practitioners andnsultation to CFTs. In addition, a portion of the grant will
be used as flex funds to address the unique needs of children identified in the
wraparound planning process.

IV.7. Identify the service array funded by DHS/CAF, DHS/AMH and DHS/DMAP
thatis available in the community, as well as services provided to the Phase 1 cohort
by other system partners. Describe efforts being made to expand the diversity of the
service array. Describe what eviderbased practices will be available through the
project and how fidelity to the models will be achieved.

DHS/CAF funded services across the BCN region

e Family Based Services (in home parent mentoring, skill building, family
therapy, reunification support)

¢ System of Care funds (flexible fund for good&laervices connected to

meeting the case plan goals)

Mentors

Treatment foster care

Crisis placements via individual contracts

BRS placements

24 hour crisis support

Addiction Recovery Team
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e Child and Adolescent Needs and Strengths (CANS) assessmeetdhainced

supervision

Target Planning and Consultation
Supportive/Remedial Day Care

Personal Care Assessments for enhanced medical care
Administrative or Other Medical Services
Independent Living Services and Subsidy

Service array description availdble across the MVWRAP region

funded by DHS/AMH

Listed below are regional mental health evidence based models implemented with high

fidelity.

Intervention

High Fidelity monitoring activities

Wraparound Model

Wraparound Fidelity Indexa sixmonthfidelity
reviewprocess and aimfrastructure Survey
completed by local Community Care Coordinatig
Committees.

Parent Child Interaction Therapy (PCIT)

Clients meet mastery of the Child Directed
Intervention (CD) and the Parent Directed
Intervention (PDI) skik, the Early Childhood
Behavioral Inventory (ECBI) scores are in the
normal range, and the agency has final documel
(ECBI, the final Dyadic Parer€hild Interaction
Coding System (DPICS) with the Binute
observation and the Parenting Stress Irid8khat
Form (PSISF).

Co-occurring disorder integrated care for
mental health/chemical dependency

Drake Scale criteria reported in the Quality
Improvement Plan

Early Assessment Support Te&AST, to
identify early psychosis and treat it
assertively

MVBCN protocols

Strength Based Case Management

Fidelity Scale; Team based design; chart review

Dialectical Behavioral Therapy (DBT)

ACORN; Chart Review; practice specific clinical
supervision

Trauma Focused Cognitive Behavioral
Therapy (TFCBT)

Prepost tests athattendance records and
standardized curriculum

Functional Family Therapy

Data sets turned in to FFT developers

Medication Management

Med Map Fidelity Scale

Solution Focused Brief Therapy

ACORN; Chart Review; Practice specific clinical
supervision

Eye Movement Desensitization
Reprocessing (EMDR)

Manual with progress notes that track
implementation
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Multiple services and interventions are available in communities across the region to
the Phase | cohort. Mental health outpatient providers offer:

Infant Massage

Collaborative Problem Solving (CPS)
Strategic/Structural Family Therapy

Seeking Safety

Making Parenting a Pleasure

The Incredible Years

Brief Solution Focused Therapy

Strengthening Families

PostPartum Depression Groups

Motivational Interviewing ad Stages of Change
American Society of Addiction Medicine (ASAM) Patient Placement criteria
Cognitive Behavioral Therapy for Anxiety
Cognitive Behavioral Therapy for Depression

These are all methods implemented with supervision and oversight to maohedty f

to evidence based models. Intensive mental health services such as residential, day
treatment; acute hospital and long term state hospital are available regionally. The
following services used as adjuncts to the evidence based models prevsiedly |

Peer delivered services

Adolescent sex offender therapy

Community based wrap

Respite

In-home skill builders

Mentors

Psychiatric medication management

Sensory diet strategies for emotional regulation
Youth Transition Services

Onsite mental health &HS

DHS/DMAP funded services across the BCN region

Treatment foster care and shelter beds with Rainbow/Catholic Community Services
Outpatient mental health services across the region are available for open card clients

Services provided across the BCNagion by other system partners

Peer delivered services via Oregon Family Support Network includes:

Explosive Child Book Clubs and Support Groups

School Based Health Clinics

Respite Care programs by Catholic Community Services, includes Rainbow
Lodge

Adolescent Sex Offender Services
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¢ National Alliance on Mental lliness (NAMI) Famitp-Family training
e Oregon Parent and Training Information Center (ORPT]) trainings

Efforts to expand the diversity of the service array:

In question Il. Resource Plahhe hops for expanding existing serviaée list of
expanded services MWRAP will redeploy is delineated. Additionally, other efforts
may include:
e For cohort | children/youth, MMWRAP will develop early intervention
practices and flexible services and supports
¢ Regional efforts are taking place to design professional interventions and
parental responses that enhance attachments to primary caregivers. A draft
position paper is in the works. See Attachment M.
e Efforts to build natural supports and increase timeiolvement via action steps
on the care plan.
e Psychiatrists attend team meetings; more frequent medication management,
with second opinions a standard
Efforts to find and involve family
Training and Support for foster parents:
CPS training for all fogtr parents in the region
child specific training in the foster home
respite in form of mentors and Youth Engagement Specialists
24-hour access to crisis services to talk through frustrations with a youth
Flex funds to keep foster families able to keegskih home
Development of Wellness plans for children/youth that incorporate physical,
mental and emotional aspects of care.

|V.8. Describe the plan to develop crisis/emergency services related to placement,
treatment and service provision of a therag&unature that will be used for children
served under this project. Describe the plan to develop mechanisms for rapid access
to placement services if needed.

Upon notification of funding, the ASO, Child Welfare, and a diversified group of

family, youth and foster care advocates will define needs and protocols around rapid
access to placement services. The rapid access system will include immediate access to
a team of skilled professionals prepared to stay in home of the child until the crisis is
resolvedand all parties feel safe and able to move forward. The ASO has flexibility

with current contracts to expand crisis use within existing facilities and resources. This
crisis placement will be defined as a short length of stay to afford the CFT time to
convene and plan for a successful return home or if needed an alternative in the
community. Existing resources for children who qualify for intensive mental health
services will always be considered in appropriate circumstances.
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The ASO is prepared taedelop new contracts using an RFP process in the event
current resources do not meet the immediate crisis needs of the child. The Project
Planning Team has discussed various options and will engage youth, advocates, foster
parents and providers in discigsss on innovative services designs to meet these needs.

V. 9. Describe how culturally competent services will be provided in a manner
compatible with a familyds cultural beliefs,

Wraparound Model begins thia Strengths, Needs, Culture

Discovery process and document that is reviewed and signed LIVING VALUES

by the family as an indication of satisfaction that the document

adequately captures their strengths and needs within a culturall di dndét know -flap

context. Wraparound Facilitators arained and go through ~ racing. The parent and extended

the process of accreditation to be proficient in delivery of this]':f‘m"y all were four-wheel drive mud
. . -flap racers. When | visited, they

Phase | activity qf Wrgpa_rognd. It is a cornerstone upon Whl re very standoffish and reserved.

the CFTs are built. It is within that process that cultural beliefand there were so many of them, |

and practices, and literacy andlanguage needs are knew | needed to find a way to

identified. Team planning develops goals and action steps tH#tdge the gap or | was not going to

address these needs. Each goal incorporates the strengths lif?f"b'e o help their teen daughter.
er my first meeting, | went outside

already exist within the child and family to address the With the motheros
identified needs. showed me his four-wheel drive. It

was then that | felt the reserve
Culturally responsive servigaovider qualities: lifting, and thought there was a

. . .. chance we coul d h
e s self aware and aware of others in a sensitive manner

e can develop strong relationships moving past Wrap Facilitator
stereotypes, assumptions, and judgments

e has team facilitation skills that can address conflicts in team meetings by
listening, checlag perceptions, moving conflicts from complaining to problem
solving, and above all, making sure that family members voices are heard

e empowers families in their own language

recommends culturalgpecific services that include language, values and

traditions of the family

respectful

creative problem solvers

empathetic listeners

open minded and patient

Every effort will be given to hire, train, and coach facilitators that embody these values
and behaviors. As described earlier in this propos&ation II1.7, policies and
procedures will be developed that follow Office of Minority Health CLAS. This will
ensure the Care Coordinator staffo facilitates Child & Family Teams will be trained

in cultural responsiveness and be provided with coacmdgapport to remain so.
Reviews of cases will monitor for cultural responsiveness and work plans will be
developed and monitored when staff are not responsive.
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V. Project Oversight at the Policy, Administrative &
Service Levels

V.1. pescribe how the priect will immplement a governance structure that includes
the functions of an ASO Advisory Group.

The governance for MWRAP will come from sharedecision making at all levels:

the CFTs, CCCCs, the Review Committee and the ASO Advisory Group which will be
named the MWVRAP Advisory Council (WRAP AC). Please see Attachment J for

the project governance structure.

Since January 2005 MVBCN has had an effective advisory HIVING VALUES

group for New Solutions, the MVBCN program developed ir|1n regards to the NS program, | only
response to the Oregon CSCI. Tadssisory group, the have compliments. It took a lot of
Regional Partners Executive Committee (RPEC), includes ef f ort on everyon
most of the membership expected by DHS for the new well worth it. The support network
Childrends Wraparound | ni t Comnetlykept AZafrom (falingt i o n a |
group, the MVWRAP Advisory Council (WRAP AC), will ~ [mough the cracks' at school. | truly
be formed from RPE® guide the MVWRAP; RPEC Will 16 motivation and self-control he
continue with its current functions and the agendas and  has right now, if not for the

meetings will be organized to limit redundancy and understanding and help that the
maximize effectiveness. Please see V.2. for more fent'fﬁ tean;_SFOVfﬁd- Thankls again
information_ or all you did to help my guy!

The MV-WRAP Advisory Council will be the primary Charlie Armfield
certral forum for: Yamhill County

e Policy development
o Develop a thorough understanding of HB
2144 and the expectations of the DHS St a
Initiative.
o Design policies and directions which implement the plans described in
the MV-WRAP proposal.
e Service gstem planning
o Solicit and process ideas and recommendations from families and youth,
system of care partners, MWRAP Review Committee, focus groups,
ad hoc committees and others on the design of the/lMRAP system of
care and desirable services and sufgpo
Prioritize and direct the development of system of care enhancements.
0 Advise ASO (MVBCN) on the design, selection and evaluation of MV
WRAP services and providers.
o Evaluate the alignment of providers and services with the system of care
vision.

o
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Initiation and oversight of quality improvement initiatives related to-MV
WRAP performance

0 Receive and evaluate reports from ASO (MVBCN) and state agencies
on the performance of all aspects of MVRAP operations throughout
the region.

o Receive concerns and sugg@ss from providers, stakeholders, youth,
families and advocates.

o Reflect on identified problems, research solutions, recommend
responsive actions, and monitor results; praise examples of excellence.

o ldentify and make recommendations regarding work fdeselopment
and training.

Pursuit of genuine system of care operations

o MV-WRAP members will actively endorse and promote the
development of the MMWRAP system of care by influencing their
constituent groups or agencies

o0 Receive feedback from partner agescand community stakeholders by
creating an atmosphere where diverse ideas and challenging input is
encouraged and valued.

o Evaluate functioning of local CCCCs and support their success in (1)
achieving a local system of care, (2) providing pradtvel
consultation and problem solving to families, providers, child and youth
serving agencies and child and family teams and (3) identifying needed
community services and supports.

o Provide information and feedback to the AMH, Child Welfare and other
relevantstate agencies on the successes and challenges of working with
children and youth across systems of care; make recommendations
regarding systems improvements.

Design and implementation of communications and training

o Oversee development of an ongoing styat communication effort to
inform all community partners, stakeholders, and potential service
recipients about MMWRAP services and the importance of a system of
care approach for children and youth.

o Ensure all communication is designed to increase statating of
natural supports, service coordination, community based services, and
fidelity wraparound and their critical role in empowering children, youth
and families to improve their lives.

o Provide education, coaching and ongoing support for youthvielaje
leadership skills that enable them to utilize their perception and
experience with the social service system to provide policy advice on
MV -WRAP Advisory Council and other relevant committees and
advisory groups.

Organize ad hoc groups, forums andus groups as needed to facilitate
research and problem resolution
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V.2. Describe how the ASO will establish membership in the advisory group to
include 51percent family members and youth/young adults, and with attention to
appropriate cultural/ethnic diersity representative of the community.

As mentioned in response to V.1, much of the membership of th&MR¥AP Advisory
Council will come from the existing New Solutions RPEC. By charter that membership
includes:

Advocates: (total 14)
Parents (bth, adoptive, kinship) 7-9
Foster parent 1-3
Youth/young adults 2-4

DHS Child Welfare 1

OYA 1
Juvenile Justice 1
Schools/ESD 1

Local Mental Health Authorities 5
Developmental Disability Servicesl

Alcohol and Drug 1
Physical Helih Provider 1
Private Intensive Services Providet
Private Outpatient Provider 1
28

The Regional Partners discussed membership changes and recommends the following
for the MV-WRAP Advisory Council:

e Local Mental Health Authority, five seatslihbe reduced to two from the CMOs

¢ Add one representative each from the faith communities and from law enforcement

¢ Increase Child Welfare representation by at least one member from the case worker
supervisor level

MV -WRAP plans to include families/youffom all races and ethnic groups such as
tribal, Latino, Russian and Asian communities. M¥RAP is aware that minority

cultural groups include more than race and ethnicity. We will strive to have diversity in
all areas including religious representatisocioeconomic groups, formal education
backgrounds, family structure, and sexual orientation.

The current Regional Partners membership agreed to increase the frequency of
meetings and serve on this new Advisory Council. They also recommended contracting
with OFSN for assistance with recruiting, training and supporting family and youth
members.
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MV -WRAP Advisory Council members will be appointed by the MVBCN Regional
Advisory Council. Initial membership terms are for three years. MVBCN staff will
provide meeting support for WRAP AC. The Council will elect twecbairs; at least
one will be a parent or youth/young adult. Thecbairs will establish the agendas for
WRAP AC and facilitate the meetings.

V. 3. Describe how the ASO will ensure that advigagroup membership will be
representative of community stakeholders with the authority to endorse and promote
the project and development of the local system of care.

The RPEC has been successful in engaging management level representatives from the
organzations listed in V.2. Recruitment for MWRAP Advisory Council (WRAP

AC) members will continue to pursue professional members who have the authority
within their agency to advance the activities of MXRAP. The charter for WRAP AC

will specify that one bthe activities of WRAP AC, and one of the responsibilities of
members, is to promote MWRAP and the development of a local system of care.
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ATTACHMENTS

Attachment A: Project Planning Team Membership
Attachment B: Wisdom from Youth Counkt
Attachment C: Fostering Hope Parents Council Focus Group

Attachment D: Behavioral Rehabilitative Services (BRS) and Mental Health ITCS and
ITS Provider input

Attachment E: New Solutions Focus Group on Wraparowvith Foster Kids
Attachment F: New Solutions Regional Meetifgyorking with Child Welfare
Attachment G: Declarations of Support and Commitment to work with-MARAP

Attachment H: 2009 Wraparound Fidelity Index Summary Report, University of
Washington

Attachment I: 2008 MVBCN Infrastructure Survey Report and Recommendations
Attachment J: Project Governance Structure

Attachment K: National Standards on Culturally and Linguistically Appropriate
Services (CLAS Standards)

Attachment L: Population/Diersity Profile of Region

Attachment M: Draft--Best Practice Care for Children with Attachment Disorders
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Attachment A: Mid -Valley WRAP Project Planning

Team

We are pleased to submit this proposal from-Malley WRAP to become a
demonstraon site for the Statewide Wraparound Initiative. We have committed our
time and energy to develop a proposal that will help move our region and the State of
Oregon towards a System of Care. We have recognized that system change needs to
start with ourslves. We have many collective years of experience as youth, parents,
foster parents and professionals in this work. However, we know that we need to listen
intently to each other and creatively respond in a more effective way for the children
and familes served by this project.

NAME: AGENCY: E-MAIL.: PHONE NO.:

Steve Kuhn Marion Co. HD Skuhn@co.marion.or.us (503) 5662999
Jim Russell MVBCN Jimr@mvbcn.org (503) 5854991
Shelley Joyce OFSN shelljoyce@comcast.net (503) 4759131
Devin Raynor (BCN) Youth Raynor_devin@hotmail.com (503) 9919609
Noelle Carroll Polk Co. MH Caroll.noelle@co.polk.or.us (503) 6239289
David Cano Yamhill Co. MH | Canod@co.yamhill.or.us (503) 4374219
Mike Williams DHS Polk/Yamhill| Mike.williams@state.or.us (503) 6233030

Lee Coleman

DHS District 1

Lee.coleman@state.or.us

(503)3857022

Matt Steinmetz

PCMH

Steinmetz.matt@co.polk.or.us

(503) 8315970

Kathy Prouty

DHS District 3

Kathy.prouty@state.or.us

(503) 3730853

Clifford Hartman

Linn Co. MH

chartman@cdinn.or.us

(541) 9673866

John Meade

DHS Linn Co.

John.meade@state.or.us

(541) 7915819

Frank Hanna

Tillamook Family

FrankHW @tfcc.org

(503) 8428201

Williams Counseling Citr.

Dawn Caottrell Yamhill Co. MH | cottreld@co.yambhill.or.us (503) 4347462
Cary Moller Marion Co. HD cdmoller@co.marion.or.us (503) 9327399
Rod Calkins Marion Co. HD rcalkins@co.marion.or.us (503) 5854978
Kris Anderson OFSN Kris.anderson@ofsn.org (503) 7091366

Chris Johnson

Yamhill Co. MH

johnsonc@-co.yamhill.or.us

(541) 4347462

Lisa Butler

Parent

Ibnroy@agmail.com

(971) 3888604

Geoff Heatherington

Polk County MH

heatherington.geoff@co.polk.as

(503) 6239289
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Jennifer Dean

BCN (Youth)

jenniferchihuahua@agmail.com

(503) 8474715

Jason Walling DHS Marion Jason.walling@state.or.us (503) 3788619
Kathleen Horgan MVBCN khorgan@mvbcn.org (503) 5844838
Ross Swearingen | Linn MH rswearingen@co.linn.or.us (541) 9673846

Torri Lynn

Linn Juv. Dept.

tlynn@co.linn.or.us

(541) 9673853

John Willis

Foster Parent

willisjohnc46@yahoo.com

(503) 8384940

Ima Duerksen

Foster Parent

Ima Dueksen@att.net

(503) 3997002

Ted Gillette Foster Parent theo.gillette@gmail.com 503.931.8502
Linda Brown Silver Falls SD Brown_linda@silverfalls.k12.or.u| (503) 8735303
Susana&lvarez DHS Susana.V.Alvarez@state.or.us | (541) 9672060
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Attachment B: Wisdom from Youth Council

Community Home Youth Council Focus Group
February 16, 2010

What was helpful to you during foster care?

e Having help and services to transition into world and college was helpful.

¢ Independent Living Services and Youth Council

e Having Jim as mentor

e Because of Marcy (ILP) and Jim, she realized | had options such as college or
jobs.

e Moving within the same countynd attending the same school helped
tremendously. | was able to keep my friends and not change everything.

e | was able to live with my sisters in the last foster home: and that helped a lot.

e Having grandparents and uncles in my life.

Any ideas about hav to help kids that move a lot?
e Redmond High School was broken into smaller blocks. The smaller blocks
allowed me to succeed (it might have been also the new specialized curriculum).
They had 1€15 kids instead of 40 per teacher.
e Learning Center like thene CCS has would have been helpful.

If you had a magic wand, and could make it better for the next person, what
can weas professionals do better?

e Explain to the foster kid what is going on. Why was | being moved? Give me
time to say goodbye to friels at school

e Stop talking about wus | i ke wedre not there.
conversations about me.

¢ Did she have a lot of questiong®vas too overwhelmed for questions.

What was the hardest part of living in foster care?
e Caseworker explaed to me at age of nine, in child terms, that | am going to
live with someone else.

|l was taken right after school . |l didndét ge
| had to collect stuff while | was being moved.
I didndot get my bl asdket, or other stuff th

A stable caseworker would have been really helpful.
Seeing a caseworker more often would have helped.

59 | MV-WRAP Proposal, February, 2010



Advanced warning would have been nice. | moved between houses too quickly

without transition ti me. It was I|i ke, AYou
It would be nice to tell you how your broth

ask at that age, but later you think about it.
| was locked in JDH at first, and then went home. They took me from my mom
and grandmother without a chance to say goodbye.

tf elt I i ke they |Iie to you, and donoét fil
reality without sugar coating it. It is false hope to give you the impression it
wonot | ast | ong, and then it does.

Coming back from Redmond, returned to Salem around 5gmt, t0 DHS
office to find out they had no placement for me, so | went to a treatment facility

even though I didnot need it. | stayed th
When first placed in care, what information were you given?
e Was in AJuvyo b edwnuldbe placed ana fostentmmpe. t ol d m
di dndt twoiwlke kt hé adkout periodo of my origi
|l i stened to my phone calls, | imited ti me

allowed to leave the house. It felt like | was back irejule detention.

Other things that stand out to you?

The monitoring system was in the living room, adding to the sense of no

privacy.

They were asking about stuff that was none of their business, and would spread

the word around (from caseworker &ndce provider to others).

Surprised by how many kids said they were
home. Foster parents should have consequences fitting the behaviors.

Experienced a difficult rule, such as no cell phone. Later, | was not allowed to

charge my phone in my room. People took my phone, and texted from it,

people | didnét know, and were reading my
| was 10 (curfew, early bed time, etc).

There are some 17 year olds who can handle things that tithegrage cannot.

Treat each child case by case, not all the same. It may seem unfair, but you can

explain the way you treat them based on their actions.

Was in a home then moved to Sheridan, and hated it because the foster mom

was a parent, but the dads only a foster dad. When the foster mom left, the

dad had a Christmas withiskids. There were cameras everywhere.

Did you get a chance to do sports or other activities you were interested in?

Not an issue.

Depends. Each youth in individual Iéwé restrictions, each branch interprets
guidelines again, and then each foster home reinterprets it again.

Three kids in three homes on same street could be living under totally different
parameters.
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Attachment C: Fostering Hope Parents Counil Focus

Group

Question: What could prevent placement disruptions?

Parents having the skills to be parenpsrents getting tools to help them such as

Healthy Start.

My examplei not knowing what to do, but then kids are sent back to you from your

ex. Could have had helped having more supports for me as theifimesd help

not reprimands.

Groups skills and personal healing. Most of us had our own foster expérience

felt respected family by my foster parents a
FosterPAent s were my fparentso They saved my | if
Foster Parents taught me how to manage my behavior and prepared me to deal with

my trauma.

How can you help the whole family? felt | could make it if | had support and

good communication.

| needed honest comunication

Dondt gi Vvkbetasefulkds whatypuesay.

Need support felt | was on my owri too many things to do.

Foster Parents communicating with us as pateet&now our own kids. My

daughter had the wool pulled over their eyes. If thiyethto me, | could give

them some ideas.

| needed hope that | could get back home. Kids in foster care need that. Message

that | can make it. Need the Ahow are you d
feel part of the family. Say/find good thingscait me.

Foster Parents need to communicate with paietitey can work together and

decide how to help | know how she worked and we could prevent blowups. Also

have some sense that we parents can make some decision. DHS & foster parents

c an 0t ordtleeic owd iedepends on the parents.

Even those who do naldresswdatis the bastsioftherkmod s b ac k

being able to take care of their kids. Much of it is trauma that the parents have

experienced and the stress in their lives.

Parentsneed more help in knowing how to deal with things

Parents getting support even a long time after we get our kids back. It can be tough

when you havenét | ived with your kid for a I
Mentors that would give you counseling tvef and then after you come back home.

Parent mentors as well.

|l tds the relationships that are i mportant.
Schools need to have advocates for foster kids; an advocate to give them extra

attention.

Counseling is needed. Someone to show them around iw gehoel, so they feel

they fit it. Foster kids having lunch together or some place to meet in the school so

they can make new friends.

Upper c¢cl assroom 0bud ®©Werkids mentormgywundger ds comi ng
kids.
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Attachment D: BRS/MH Provider Planning Meeting

January 11-12, 2010

Strengths of the Children

Resiliency

Savvy, knowing how to get their needs met

Ability to relate to interested family/relatives

Care about their families

Interested in activities that provide natural connections i.e. sports, art, drama,
hobbies, etc

Open to spiritual search; providers are able to build on this

Have many adults involved in their lives

Come into care with considerable assessment informatioalpatheir providers
All have personal strengths and interests to be identified and expanded on
Tolerate our challenges as a system

Unique Neeals

Child Focus
e Stability & predictability
e Family connections and meaningful attachments, cultural identitypantlial
roots
Trust from involved adults
More joy in their lives
Personal stories to be validated
Some are parents themselvaseed support with parenting/grieving if their
child not with them
Physical movement
Organic/neurological/cognitive problemsewrbidity needs
Complexity that does not always fit existing MH or BRS service
Socialization/stable friendships
Redemption and forgiveness
Help with behavioral issues, sd¢lrm & sexual acting out
Support to learn emotional regulation and alternativesidiction

Educational Needs

¢ Help with school performance/support of unique learning styles
e |EP information updated and transferred efficiently

e Require a myriad of school programs and specialized interventions
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e Foster parents willing to spend the timeachting for their educational needs
e An IEP that focuses on the child; not the school placement

System Design Focus
e Clear communication about what occurs next, same message from all system

partners

¢ Clear understanding of the specific role everyone hasslimavolved in their
life

o Consistent medical/mental health /education supports as they move from place
to place

¢ Mindful and planned transitions to permanent home with preparation for at least
90 days

e System to work hard at understanding and managind¢éhgé r el at i onshi p wi't
family

e Human support during transitions

e Respite and support for their caregivers/foster parents

e 1:1 staffing availability

e Safety issues proactively addressed

e Long & short term mentors

e Need triggers identified and removed from envinamt

¢ Need proactive strategies to keep out of detention and from running

e Crisis intervention and immediate-iome supports until more emotionally
regulated

e Well-trained staff

¢ Inclusion of foster parents and natural family in their plan

e Need EBP 6with chidds enlywe grofile

¢ Need safety/sanctuary created in home environment or integrated with another
program

e Planned and crisis respite

e Cultural sensitivity beyond the white middle class

e More recruitment of homes to match youth©os

e Fluid systemhat will coordinate all systems across the needs

RECOMMENDATIONS

Child Focus

e Youth is involved and listened to on team

¢ Follow up with discharged youth to track real outcomes

e Talk to children currently and formerly in the BRS/MH programs for their
insightsand recommendations

¢ Eliminate all garbage bags for transferring of belongings

e Help kids find joy in life. More flexibility in support of they pursuing their
interests (flexible funding)
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Find a childbés passion/focus a
Use assessments/evalt i ons t o build on chi
Explain what an aptitude is, and what this means in the real world
Offer per to peer support groups and learning opportunities

Focus on supportive, normative environments, permanent nurturing
relationships

Support curent placement and early identification of what is best-keng

environment

Respond to blow up but donét disrupt placen
maintain placements

System Design

Develop a culture of AOur Kidso thinking an
Crosstraining on what team members roles are and agency mandates

Quick accessible information between agenti®OI and information travels

w/ child

Meet as a team with potential foster parent(s) before placement is decided upon

so that the foster parentsveamore information and strategies can be

developed.

Orientation/training for foster parents regarding SOC agencies, family

inclusion, Wraparound process

Take time to do good placement matching bas
contract limits

Use history fronearlier failed placements for freehd prevention, early

intervention

Consider fino eject policyodo to foster provid
placement

Consider 9&day levels more often to promote continuity of care

Have one person identified ttag with child through all transitions

Maintain a primary focus on bringing educators/schools to the table

Consider a specialized education advocate to help with school issues

Talk to Special Program Directors (DOE Leteggm Care & TX) Nancy

Latini/Steve #nith

Look at OR Soci al Learning Centerdos model a
Devote resources to kinship care searching and skill development

Develop community based support and strateg

kidso with police/ neighborhoods
Look attraining from adult care re: alternatives to usual emotional escalation
Look at contract | imitations doné6ét move kid

transition planning

Incorporate peer training and mentoring of independent skills

All youth need a plan foindependence

Look at admin system as will as cliniGatonsider an administrative work
group or do a focus group on this part of the system
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e Explore buying capacity to create flexible rapid access to safe setting during
crisis
e Maintain tight UR practice® retain capacity

Family Inclusion
¢ Mandate training and support in working with bio family/relatives
¢ Build hope through family connections start with ideal then less than ideal
options
e Prepare and plan for when a child turns 18 & returns to bio family

Provider Focus

e Stable funding for providers and foster parents
Build in reward for stabilizing child
Systemic way to manage individualized needs versus workarounds
Be aware of recent history of multiple changes for provider
Understand system developmensimilar to child development
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Attachment E: New Solutions Focus Group on
Wraparound with Foster Kids

Would you identify any unique needs for children in Child Welfare custody
compared to clients living with their biological or adoptive families?

¢ Working with multiple families’ teams are challenged to work with foster
families, and biological families (sometimes there are two or more biological
families to coordinate)

e Foster placements donét al ways fAmatcho a c¢ch
make ervice planning difficult as the different cultures are integrated and the
separate needs that exist in each are dealt with. This is also difficult for the
child moving back and forth between two very different cultures, sets of
expectations, etc.

e MostCh | d Wel fare cases arendét run as fidelit"
worker time limitations, no steady attachment to plan around, and frequent
moves.

e Children often dondt have a constant attach
further exacerbatedylmultiple moves.

e Foster parents in proctor or treatment fost
an extra person to contact, theyodore already
program case manager.

e Poor relationships between foster families and hiailfas

e | f t h eifireturnitoshorm@planforthechildt hey ér e i n ia kind of |
thereds no family pushing the team to make

to home plan are typically more motivated.
More needs in terms of emergency placement

e Lack of capacity for emergency placements
Hard to do fidelity wrap when there are so few natural supports, especially for
teens.

e Not enough intensive support for ILP type service®me foster parents are
just housing teens

e May take longer to get to tHiest team meeting due to Child Welfare worker
schedules.

e More academic strugglésdue to moves, instability in school placement and
foster parents who are less likely to track and stay on top of school issues than a

parent. With kids in fostercarethe 6 s no singl e person trackin

school and kids accountable for progress and academic success.

How would your workload be different if all your cases were Child Welfare
cases?

e Drainingi caseloads are balanced now.

e Child Welfare cases are n®often in crisis and often more intense.
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Teams are often | ess committed, again

forward, i1itodés hard to make progress.
Less value in the culture of Child Welfare to having the youth present at team
meetings.

If money werenot an issue what services would help this group of kids and
to decrease moves?

A Youth Engagement Specialist who could stay connected to the youth through
the long haul, despite all their moves, to give hope and encouragement.

An educational advocate siar to Juvenile Departmentsproviding indepth
educational assessments, access to exercises and homework that focuses on
lagging skills, liaison to each new school to make sure progress continues.
After-school dropin center to provide safe and supeedsecreation and

academic support

Extra training/workshops for proctor/foster parents to improve their skills in
working with higher need kids.

In-home crisis intervention available with quick access

Transportation to/from school and appointméntghen kds go into respite or
shelter their school and therapy appointments are often disrupted.

Consultation with a psychiatrist who follows them despite their moves and
allows for consistent prescribing with a clear historical perspective

Better coordination wih crosscounty services

Program for teen girls

RESPITE AND CRISIS RESPITEmore access, more capacity

Shared respite among a pool of homes so that the kids feel comfortable and safe
in respite.

Better planning related to transition from foster care bat¢tome.
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Attachment F. New Solutions Regional Meeting

Working with Child Welfare

WHAT WORKS?
e Fostering attachment between child and foster parent; permanency
e Training families in Obest pr-devdlopthe d ment al |

skills of foster parent

Foster parents who Omentoré bio parents

Long term relationships despite foster home moves, i.e. mentor

Partner with CW workecollaborative planning

Prepl acement visits, etc. to assess Omatcho
Clear communication up froiyt 0 u t h 0, svhanisewea@, ®tc. prior to placement

Volunteer mentor with own foster care experience

Dual/shared parenting between bio family and foster parent, particularly through

transition.

CPS training/support for bio and foster parents

Maintaining relationshipby foster family providing respite to bio parents

Coach parents to talk about frustrations, advocate

Find other natural supports that youth can 6.
have difficulty building relationship with foster parent

Maintain somdevel of family connection even if placement not an option, i.e.

phone calls, cards, etc.

Foster family becoming natural supports after child returns to family.

Value of continual relationships, i.e. therapist, mentor, etc.

Use SNCD to identify /matchypuh t o a f oster home, Omarketd s
realistically talk about needs. Plan supports from the beginning

Involve youth in decisiomaking

Increased peer supports

Begin planning for O6optimal déd placement at th
wait.
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Attachment G: Declaration of Support and
Commitment to Work with MV -WRAP

The following have signed a Declaration of Support for theWIRAP proposal to be

a demonstration site for the Statewide Childre
committed to workwith us in developing a model that will serve children better.

Actual Declarations of Support with signatures are available upon request.

Agency/Organization Signature
Cascadia School District, Special Ed. Director Vikki Mahatty
Catholic Community Services Stacy Fennell
Central School District 13J Dr. Joseph Hunter
Christian Center of Salem Larry Murell
Cityof Salemi Mayor 6s Of fi ce Janet Taylor
Dallas School District, Special Ed. Director Christy M. Perry
Dayton School Distct #8 Janelle Beers
Department of Human Servic@sstrict 1 Lee Coleman
Department of Human Servic@sstrict 3 Mike Williams, Marco
Navarrete

Department of Human Servic&sstrict 4 John Meade

DHS, District 3 Operations Erik East

Easter Seals Childrn 6s Ther apy CelLona OG6Del |

Exchange Parenting CT Jess Armas

Falls City School District Aaron Hale

Family Lifelines CCS Abel Valdez

Fostering Hope Parents Council Various

CCS Fostering Hope, Director Heiko Junge

Gelco Charitable Foundation Jamed. Monaghan

Jefferson School District, Special Ed. Director Wendi Luby

Linn Co. Mental Health Ross Swearingen

Life Directions Lee RascaHidalgo

Linn County Council on Integrated Children and | Multiple signers

Family Services

Linn County Department of &alth Services; Mental Frank Moore

Health Services

Linn County Health Advisory Board Anthony Mamaral
Wendy Hoffman
Carol Ann Keys
Kathryn Henderson
Adeline Filer
Maureen Robb
Barbara Thayer
Melissa Yates

Linn County Juvenile Court Judge Dan Murphy
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Linn County Juvenile Department Director Torri Lynn

Marioni Youth Council Ricky Ruiz

Marioni Youth Council Kelly

Marion County Board of Commissioners Janet Carlson
Patti Milne

Sam Brentano

Marion County CASA

Jeanne Burbank

Marion County Children & Famis

Tamra Goetsch

Marion County Children and Families Commissior

Randy Franke; Alison Kelley

Marion County District Attorney

Walt Beglau

Marion County Health Advisory Board

Tim Murphy

Terri Salstrom
Marybeth Thompson
Tim Kelly

Cherie Robertsofsirod
Faye Melius

Patrick M. Vance

Marion County Health Department, Division
Director

Sandra Stewart

Marion Co. Health Dept., Alcohol & Drug Council

Raymond E. Wilson

Marion County Health DepartmeRsychiatric Crisis
Services; Adult Ment al
Behavioral Health; Adolescent Alcohol and Drug

Scott Richards

Marion County Juvenile Department

Chuck Sybrandt

Marion County LADPC

Mark Caillier, Gary Heard,
Bonnie Malek

Marion/Polk Community Health Plan

Dr. David Balmer

McKay High School

Cynthia Richadson

McMinnville School District

Travis Laxton

Mid-Valley Behavioral Care Network Jim Russell

New Perspectives Tim Markwell
Newbergi Youth Council Kei Forbis

North Marion, Special EdDirector Sharon Lohse
North Santiam Jeri Harbism
Northgate LLC ©S Teri Alexander
Northwest Human Services Manager Paul Logan

OFSN, State Curriculum Director Kristen N. Anderson
Options Counseling Services Steve Allan

Oregon Youth Authority

Mike Runyon, Jim Kramer

Pioneer Trust Bank, N.A.

Michael S. Compton

Polki Youth Council

Launie Forbis

Polki Youth Council

Malia Forbis

Polk Countyi Family Advocate

JanetDee Tafolla

Polk County Alcohol and Drug Services

Geoff Heatherington

Polk County Board of Commissioners

Mike Propes, Tom Ritchey an
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Ron Dodge

Polk County Commission for Children and Familie

Brent DeMoe

Polk County DHS

Mike Williams

Polk County Juvenile Department Director

Trish Reding

Polk County Mental Health Manager

Geoff Heatherington

Professional Mortgage Corporation

David Hafner

Rainbow Family Services

Josh Graves

SalemKeizer School District, Student Services Kelly Evans
SalemKeizer School District, Student Services Amanda Smith
Sheridan School District Candace Pelt
Silver Falls School District Linda Brown

St. Paul School District Susan FitzGerald
Tillamook County Juvenile Department Dan Krein

Tillamook County, Board of Commissioners

Mark Labhart
Charles J. Hurliman
Tim Josi

Tillamook Family Counseling Services

Pamela J. Mabry

Transitional Aged Youth AdvocaieYAT

Dominique Bucley

Valley Mental Health

Kathleen Boyle

WESD Ann O6Connel |
WESD Ben Root

Willamette ESD Brian Hilsabeck

Willamette ESD Yamhill Branch Kevin Carroll

Withnell Motor Company R.E. Withnell

Yamhill i Youth Council Jesus Gonzalez

Yamhill Countyi Famiy Advocate Jan Urton

Yamhill Countyi Family Advocate Laura Von

Yamhill Countyi Parent/Advocate Leslie Brittell

Yamhill County Chemical Dependency Services

Dawn Cottrell

Yamhill County Children and Families Commissio

Marilyn Kennelly

Yamhill CountyEarly Childhood Council

Marilyn Kennelly

Yamhill County Family Advocates

Suzanne Thomas, Kerry
Zimmerman

Director, Yamhill County Health and Human
Services:

Developmental Disabilities; Family and Youth
Program; Adult Mental Health; Chemical
DependencyPublic Health

Chris Johnson

Yamhill County Juvenile Department

Tim Lowen, Representative
Olson

Youth Advocate

Jesse Urton
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The following BRS and Mental Health Providers have declared support for the Mid
Valley Project Proposal and have committed tokweith the project to develop a
system that will improve outcomes for the children served in the project.

Agency/Organization

Signature

Albertina Kerr Centers

Gina Brimner

Boys and Girls Aid

Vera Stoulel

Catholic Community Services

Jim Seymour; Heiko Junge

Christian Community Placement Cente

Ray Falgout; Summer Hunter

Chehalem Youth & Family Services

Deborah CatherSeymour; Ruth
Stokesbary

ChristieCare

Lynne Saxton

Maple Star of Oregon

Robin Donart

Morrison Child and Family Serves

Jim MacRae

Options Counseling Service of OR.

Kelli McKnight

Polk Adolescent Day Treatment Centel Larry Tang
Poyama Day Treatment Hope Shaw
St. Marybds Home f (Francis Maher
Trillium Family Services Rich Blum
Youth Progress Don Didier
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Attachment H: Wraparound Fidelity Index

Wraparound Fidelity Index

version 4.0
Summary Report

MVBCN Wraparound

June 12, 2009

Prepared by
The Wraparound Evaluation and Research Team

Department of Psychiatry

University of Washington

Public Behavioral Health and Justice Policy
2815 Eastlake Avenue East - Suite 200
Seattle, WA 98102
wrapeval@u.washington.edu
http://depts.washington.edu/wrapeval
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INTRODUCTION

Purpose

The Wraparound Fidelity Index, version 4 (WH)lis designed to assess the
extent to which both the principles and core activities areing implemented in
service delivery, according to the model defined by the National Wraparound
Initiative (2004; seevww.rtc.pdx.edu/nw). The purpose of this evaluation is to
determine the extent to which theservices and supports that are being received by
children, youth, and families enrolled in servicesiiVBCN Wraparoun@dhereto
the principles and primary activities of the wraparound process on an individual
child, youth, or family basis

Procedure

The Wraparound Fidelity Index (WFI) is an interview that measures adherence
to the principles and primary activities of the wraparound process on an individual
child, youth, or family basis. The WFI is completed through brief, confidential
telephone or fae-to-face interviews with three types of respondents: (1) parents or
caregivers, (2) youths (11 years of age or older), and (3) wraparound facilitators. We
believe it is important to gain the unique perspectives of these three informants to
understand fuly how wraparound is being implemented. In addition, a program or
evaluation team may wish to gain the perspective of a fourth type of informant: a
team member other than the caregiver, youth, or facilitator.

Caregivers, Wraparound facilitators and Temw@mbers are asked nearly
identical questions on all 10 principles of wraparound; these respondent forms include
40 itemsc 4 items per wraparound principle. Many youth items do not measure
exactly the same components as the Wraparound facilitators aregoasrs (e.g.,

Voice and Choice items on the caregiver and Wraparound facilitator forms ask about
caregiverinvolvement while the same Principle on the youth form asks agouth
involvement). This was done to make the questions more relevant to yowth an
better capture their motivation. The youth form includes 32 items.

C2NJ SIOK AGSYZX NBalLRyRSy(laQ Iy &eésSNA
(high fidelity) Somewhaior Sometimegpartial fidelity) or No (low fidelity).

Responses to items are alscored by the interviewer on a scale fréh{low fidelity)
to 2 (high fidelity). It is important to note that many of the items are reverséed.

For example, ¥esresponse on a standard item (.., ST2NBE &2 dzNJ FANA U

did your wraparoundacilitator fully explain how the wraparound process would

TNRY (K
aSky
NJ

workk ¢ 0 g2dzZ R 06S a02NBR I HZI AYRAOI&sAYy 3 3I22R

response to arevers® 2 RS R A (ISitYifficulbtdgedigam thembers to attend

team meetings when they ameeded? 0 ¢ 2 dzf R ThWB fous ifed Scorés fon ©
each Principle are summed, resulting in a total Principle score, ranging from 0 (low
fidelity) to 8 (high fidelity). As for many scores from the WFI, these Principle scores are
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often expressed as a peentage of total possible fidelity (i.e., a Principle score of 7 out
of 8 would be presented as 87.5% fidelity).

It is important to note that the information presented in this report is descriptive
and any differences noted (e.g., between respondent tygegrinciples) do not
necessarily reflect statistical significance. Findings are presented in four ways, starting
with broad summaries and then moving to more detailed analyses:

1. Total Fidelity scoresire presented for each of the three respondent typesian
combined fidelity scoresncorporate data from the three respondents for
individual families;

2. Principle scoresre presented for each of the 10 Principles (combining data
across the three respondent types);

3. Principle scoregor each of the foutypes ofrespondentsare then presented

for each of the 10 Principles; and

Individual phase scoreare provided for individual respondents.
Relative areas of strengths and areas for improvememé included in
Appendix A.

ok

Interpreting WFI Results

Until recently, WFI scores for a community or site were difficult to interpret
because of the lack of external criteria or norms against which to compare aggregate
scores. Stakeholders and program administrators could compare scores to those
obtained for other sites or tgcores achieved by the program in earlier stages of
RSPSt2LIYSyids o0dzi GKSNB 6SNBE y2 3FdzARStAySa G2 ¢
begin to overcome this barrier, the research team has begun to compilet\W&ia
nationally. Using this information, weeable to present national means and
tentative fidelity standards to help you interpret some of the results presented in this
report. For preliminary WH results, see this link from the ®@®nnual Research &
Training Center proceedings, held in Magf07.
http://rtckids.fmhi.usf.edu/rtcconference/handouts/pdf/20/Session%2041/bruns.pdf
You may also emairapeval@u.washington.edio obtain a copy of the presentation.
To read an article about methods for setting fidelity standards for wraparound using
previous versions of the WFI, see:

Bruns, E.J., LevererABrady, K.M., & Suter, J.C. (2008)t waparound yet?
Setting fidelity standards for the wraparound procegsurnal of Behavioral
Health Services and Research, B8)}252.
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OVERVIEW GRAPHS

This section includes four graphs that provide a broad overview of the fidelity to the prinofples Wraparound process at
in MVBCN Wraparounas measured by the WFI. The goal is to provide your agency with several different ways to examine the
interview ratings by Wraparound facilitators, caregivers, team members, and youth.

Percent Wraparound-idelity for Combined and Individual Respondents

Description. This graph showa + . / b 2 NJ LJotslRVdaygakoand fidelity scores, expressed as a petdeneach of
the respondents. These scores reflect broad summaries of all the collectedemtentings and are useful when you are interested
in assessing overall fidelity. Tb@mbinedTotal Fidelity score is the average WFI rating for 17 families on all 10 principles. The
individualrespondent Total Fidelity scores are the average WFI mtmgall 10 principles and 4 phases for each respondent.

! One way of examining Wraparound fidelity is to convert total or Principle scores to percentage scores. Thus, for Tiytatigsli 100% fidelity equals the
maX|mum possible score of 80 for careglvers and Wraparouddaftms (40 |tems on a- 9 scale) or 64 for youth (32 items on-& @cale). For individual
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Percent Wraparound Fidelity for Combined and Individual Respondents
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Combined Percentages on Each Principle for all 17 Families
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*This figure can be
used to compare WFI
fidelity scores for
different domains of
the wraparound
process. These
overall scores reflect
the combination of
0KS F2dzNJ N
scores, whib results
in a single percentage
on each Principle. In
the last section of
these results, you can
see the individual
item scores in each
principle that was
used to derive these
scores by principle.




Comparison of Wraparound facilitator, Caregiver, and Youth Principle Percentages for Seventeen
Total Families

Description. What the earlier graphs do not allow you to do is compare responses from the three types ofdespmnThe
following graphs depict the 17 total families comparing respondents on each Principle.

For more comparisons to the preliminary \WHdllata, please see:
http://rtckids.fmhi.usf.edu/rtcconference/handouts/pdf/20/Session%2041/bruns.pdf
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Comparison of All Respondents for Seventeen Families by Principle
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