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III.	� Finance Improvements in Cultural And Linguistic 
Competence And Reduction Of Disparities In Care

A core value of systems of care is that they are culturally and linguistically competent, 
with agencies, programs, and services that respect, understand, and are responsive to 
the cultural, racial, and ethnic differences of the populations they serve. In recognition 
of the unique cultural backgrounds of children and families served within systems of 
care, financing strategies are needed to incorporate specialized services, culturally and 
linguistically competent providers, and translation and interpretation. Financing strategies 
also are needed to support leadership capacity for cultural and linguistic competence at the 
system level and to allow for analysis of utilization and expenditure data by culturally and 
linguistically diverse populations, which contributes to the identification of disparities and 
disproportionalities in service delivery. Systems of care also must incorporate strategies to 
proactively address the disparities in access to care and in the quality of care experienced by 
culturally and linguistically diverse groups, as well as in underserved geographical areas. 

Financing strategies include:
A. � Finance Culturally and Linguistically Competent Services and 

Supports 
B. � Finance Strategies to Reduce Disparities in Access to and Quality 

of Services and Supports 

  A.	� Finance Culturally and Linguistically Competent 
Services and Supports 

Financing strategies include: 
1. � Finance specialized, culturally specific services
2. � Finance culturally and linguistically competent providers, 

nontraditional providers, and natural helpers
3. � Finance translation and interpretation
4. � Analyze service utilization and expenditures by culturally and 

linguistically diverse populations
5. � Finance cultural competence coordinators and/or other 

leadership capacity at state and local levels
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  1.	 Finance Specialized, Culturally Specific Services
Many of the sites cover “cultural” services, that is, specialized services that are specifically 
designed to respond to the ethnic and cultural characteristics of children and families 
served. For example, Arizona covers native traditional healing, and other sites use the 
wraparound child and family team process to identify and purchase culturally specific 
services.

AZ  Arizona
Covering Cultural Services 
Many covered services within the managed care system, such as counseling, can be provided in 
any location, including locations that may be more culturally appropriate, such as a sweat lodge. 
Translation and interpretation are services covered by Medicaid. Certain cultural activities, such as 
traditional Native healing, can be paid for by the managed care system, though not with Medicaid 
dollars, but using the other dollars in the system. The managed care system also uses “promotores,” 
outreach workers and counselors for the Latino community, which it covers in a number of ways, e.g., 
as “health promotion,” family support, or peer support under Medicaid. 

The state used funding from a federal Center for Substance Abuse Treatment grant to develop a 
cultural competence training curriculum. The state also developed a Practice Improvement Protocol 
related to cultural competence and requires Regional Behavioral Health Authorities to do cultural 
organizational self-assessments. For information about Arizona’s Practice Improvement Protocol, see:  
http://www.azdhs.gov/bhs/provider/sec3_23.pdf

CA  California 
Contracting with Multi-Cultural Provider Organizations and  
Using Wraparound Approach
The Prevention and Early Intervention Component of the Mental Health Services Act (MHSA - Prop 63) targets 
$15 million each year over four years, for a total of $60 million to address disparities and focus services and 
supports on racial and ethnic minority communities. Particularly focused on are:  Native Americans, African 
Americans, Latinos, Asian Pacific Islanders, and gay, lesbian, bisexual, transgender and questioning (GLBTQ) 
populations. In addition, the Community Services and Supports Component requires counties to identify 
underserved populations and develop strategies to address disparities.
In Contra Costa, the county has a number of contracts with community-based multicultural provider 
organizations and has made an effort to hire diverse parent partners. The Mental Health Services Act (MHSA) 
Community Services and Supports funding will enable the county to target an area of the county with 
many immigrant farm worker families, using a culturally competent approach and multicultural provider 
organizations. The lead agency will be Familias Unitas, now a small agency, in partnership with county mental 
health and another provider, Asian Pacific Psychological Services. The county is providing technical assistance 
to Familias Unitas in recognition that the MHSA grant will double this small provider’s size. The service model is 
intensive wraparound, not clinic based, with close attention to basic supports such as housing, transportation, 
legal services, as well as mental health and substance abuse services, and natural supports through teen peer 
mentors, and parent partners. Staff is multilingual, including Tagalog, Vietnamese and Spanish. County public 
health is partnering to ensure inclusion of primary care.
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HI  Hawaii
Covering Cultural Services
The entire state is highly diverse with a multi-ethnic and multi-cultural population. There is 
financing for specialized services to culturally/linguistically diverse populations. For example, 
interpretative services are provided through flexible funding for ancillary services and supports, as 
are nontraditional services and supports, such as martial arts provided as a therapeutic service for 
children. Traditional healer services and other Eastern approaches to treatment (such as Asian healer 
services) are funded under Medicaid or mental health general fund resources. The state is attempting 
to integrate Eastern and Western approaches to medicine to meet the needs of the diverse cultural 
and ethnic groups services, including Chook, Samoan, Micronesian, Chinese, and other cultures.

AK  Bethel, Alaska
Covering Cultural Services
Yukon – Kuskokwim Health Corporation (YKHC) sponsors the following projects that are designed to 
offer and support culturally competent services and supports:
Family Spirit Project
Family Spirit Project is a collaborative effort of the communities of the Yukon – Kuskokwim region, the 
Department of Health and Social Services, Division of Alcohol and Drug Abuse, the Office of Children’s 
Services, the YKHC and other community providers in the Delta. Emphasizing traditional family life 
and values, the collaboration builds a community development model to strengthen families so 
that children will be safer in their homes. Parents who could lose their parental rights due to abuse 
and neglect of their children are encouraged to enter substance abuse treatment in a culturally 
appropriate and supportive manner. These parents are a priority population for YKHC’s substance 
abuse treatment services. 
Community Holistic Development
Drawing on local resources, the Holistic Development Program conducts presentations on grief 
processes, youth conferences, healing circles, “Spirit Camps,” and other health promotion activities. 
This program integrates the cultural, traditional, and spiritual values of the people in partnership with 
other family-based counseling services.

Choices  Choices 
Covering Cultural Services
In Choices, any service can be provided within the case rate structure, depending on the child 
and family’s need and what is included in the individualized care plan. If the child and family team 
identifies a service need that is not readily available, it is the responsibility of the care coordinator 
and community resource manager to look for an appropriate resource. Culture and language are 
considered by child and family teams in developing the service plan and identifying resources to 
provide services and supports. For example, some African American youth have attended a camp 
program that uses a retreat approach for rituals around the transition from boys to men.
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OH  Cuyahoga County, Ohio   
Financing Neighborhood-Based Services and Using the Wraparound 
Approach
The fundamental structure of the Cuyahoga Tapestry System of Care (CTSOC) promotes culturally 
competent services in that the pathway to services and supports is through Neighborhood 
Collaboratives that are comprised of providers who are representative of the family’s culture and 
ethnicity and the emphasis is on culturally appropriate services. CTSOC values the importance of 
social networks, natural supports, the faith community, and neighborhoods where children and their 
families live. The wraparound team approach used in the CTSOC helps families find “creative solutions 
based on the family’s strengths, needs and culture and the uniqueness of your neighborhood and 
your team.”  All personnel in CTSOC (e.g., care coordinators, care managers, wrap specialists and 
parent advocates) are trained in a strengths-based approach, and use an assessment tool (Strengths, 
Needs, Cultural, Vision and Discovery) that helps them develop individualized plans with families to 
ensure culturally responsive services. 

The population served by CTSOC is primarily from ethnically diverse communities. Approximately 
80% are African American and 7% are of Hispanic origin (on the West Side of Cleveland), and the 
CTSOC staff is representative of the demographics of the community. In the West End area, most 
providers are bilingual (Spanish/English). The CTSOC employs two Spanish speaking FTEs. One parent 
advocate is of Hispanic origin. CTSOC also hired a male parent advocate to work with families in 
Central Neighborhood Collaborative (primarily young African American men). Applewood Center, 
one of the Care Coordination Partnership lead agencies, has a program (Project Manzanita) designed 
specifically to serve Latino Children. They have used very creative approaches to recruit Latino staff, 
providing a model for programs that are struggling with this type of recruitment.

CO  Project BLOOM, Colorado
Using the Wraparound Process and Purchasing Culturally Specific Services
Culturally and linguistically competent services are provided through the development of an 
individualized wraparound plan. For example, when Freemont County served a Native American 
family, the entire wraparound plan was culturally based. SAMHSA system of care grant funds are 
being used to purchase nontraditional, culturally specific services. Respondents indicated these 
services could also be purchased with block grant funds.
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  2.	� Finance Culturally and Linguistically Competent Providers, 
Nontraditional Providers, and Natural Helpers 
Sites have incorporated financing and various types of incentives for culturally and linguistically 
competent providers, including natural helpers and traditional healers. 

AZ  Arizona
Incorporating Requirements in Contracts
There are clear expectations in Regional Behavioral Health Authority (RHBA) contracts with providers 
related to serving culturally diverse populations, and fiscal penalties may be attached to serving an 
inadequate number of culturally diverse members. These are specific to each RBHA contract. There 
also are requirements for recruitment and retention of Latino providers, and RBHAs are required 
contractually to have specialized Native American providers in their networks. 

Value Options (VO) in Maricopa County indicated that the state will be conducting cultural 
competence assessments of providers and may implement direct incentives to providers and/or to 
RBHAs in the future. VO also indicated that it has implemented both incentives and sanctions for 
the Comprehensive Service Providers (i.e., core service agencies) in its network related to access for 
the Latino population. Providers could receive up to $10,000 a month depending on their meeting 
certain access standards (e.g., $2500 per month if reaching 40% of Latino eligibles). 

The state also reported that it is working on a program for various types of behavioral health staff, 
including racially diverse staff. (Note. The legislature approved funding for this in fiscal year 2007). 

Nontraditional providers, paraprofessionals and natural helpers can be included in managed care 
networks as community service, or direct service, agencies. For example, the Family Involvement 
Center (FIC) in Maricopa County is a provider. Also, FIC is developing a teaching video and toolkit 
as part of its contract with the state (financed through federal State Infrastructure Grant dollars) 
on use of natural supports. (Note. This video and toolkit are now available. Contact:  http://www.
familyinvolvementcenter.org. ) 

Also, providers reported that there are “informal incentives” provided by VO in Maricopa. For 
example, VO loaned a staff person for a year to the People of Color Network in Maricopa to help them 
develop the infrastructure needed to join the VO Medicaid network.

CA  California   
Requiring Cultural Competence Plans
California counties are required to submit cultural competence plans to the state Department 
of Mental Health  that address access, quality, management, workforce, and utilization issues of 
racial and ethnic minority populations. Also, the Prevention and Early Intervention component 
of the Mental Health Services Act (MHSA) is intended to invest in racially and ethnically diverse 
communities’ developing community-generated strategies that are culturally competent and is 
providing $15 million a year over four years ($60 m.) to reduce disparities and support more culturally 
competent service strategies. 

In Contra Costa, the county pays higher rates for bilingual providers.
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HI  Hawaii
Using Financial Incentives
Financial incentives are offered for culturally and linguistically competent providers, and provider 
agencies generally have culturally diverse staff and staff able to speak many languages. The Child and 
Adolescent Mental Health Division (CAMHD) pays higher rates if the clinician is fluent in the needed 
language. Providers under contract with CAMHD are required to submit a cultural competence policy 
to ensure that all employees and subcontractors are trained and supervised in providing services in a 
culturally aware manner, including requirements for cultural assessment and cultural considerations 
in the treatment planning process.  There also are financing mechanisms for nontraditional services 
and natural helpers such as native Hawaiian healers and Asian healers, both funded with Medicaid 
and mental health general fund resources.

MI  Michigan 
Allocating Budget Funds for Nontraditional Multi-Cultural Providers
The state has a $3 million line item in the budget for smaller, nontraditional, multicultural providers. 
This money is filtered through the Community Mental Health Services Programs to specific ethnic 
groups, usually through contracts with private, nonprofit agencies that provide an array of services, 
including services to children and families.

NE  Central Nebraska
Providing Language Classes for Providers 
Region 3 Behavioral Health Services funds and hosts a weekly Spanish language class for its Region 3 
staff, Families CARE staff and providers.

Choices  Choices
Recruiting and Developing Culturally Appropriate Providers
Choices has worked with minority communities to identify culturally and linguistically competent 
providers, as well as nontraditional providers appropriate for particular racial and ethnic populations. 
Work with the African American community has resulted in the identification of African American 
treatment foster parents who serve predominantly African American youth. In addition, Choices 
collaborates with a church, paying for an additional staff person to enable the provision of after 
school care for youth in this natural, culturally appropriate community setting. Often, culturally 
appropriate providers are developed on an individual case basis. For example, collaboration with 
a Korean church was undertaken to meet the support needs of a Korean youth and family. The 
resources developed for individual youth and families become part of the database and are shared 
among staff; these resources can then be enlisted in the future on behalf of other clients.
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Choices has engaged consultants both in Indiana and Ohio to assist in doing cultural 
assessments and in developing strategies to improve cultural and linguistic competence. Consultants 
also have worked with providers in the provider network (including mentors, therapists, therapeutic 
foster care agencies, and others) to provide training related to cultural and linguistic competence. In 
addition, Choices has worked internally to add diversity to its own staff. The staff now is 40% African 
American.

OH  Cuyahoga County, Ohio
Including More Culturally Competent Providers in Provider Network
Cuyahoga Tapestry System of Care (CTSOC) contracts with the Care Coordination Partnerships (i.e., 
Neighborhood Collaboratives and lead provider agencies) require cultural and linguistic competence 
in the execution of contract services. The Provider Services Network includes vendors from culturally 
diverse backgrounds, and at the time of the site visit, CTSOC was planning to expand the network to 
include more culturally and linguistically competent service opportunities for families; this was a goal 
for 2008.

NY  Erie County, New York
Improving the Cultural Competence of Providers
The Family Voices Network system of care conducted a cultural competence survey of providers, 
including the six care coordination/wraparound providers and 68 vendors of children’s services. 
The survey instrument is the Agency Narrative and Self-Evaluation Tool which focuses on six 
domains: needs assessment, information exchange, services, human resources, policies, and 
outcomes regarding cultural competence. Findings are being shared with the CEO of each agency 
and its cultural competence committee. Some general findings are: There are few minorities in key 
leadership or upper management positions. In addition, some staff have a discomfort in asking about 
ethnicity or using the information to improve outcomes. Currently, no information is being collected 
on the lesbian and gay community that will allow for data analysis specific to this population 

Family Voices Network offered Spanish classes for Care Coordinators and staff from the Mobile 
Crisis Unit. The delivery mode was three segments, seven classes each. At the time of the site visit, an 
evaluation was being conducted to determine whether to repeat the course, and/or make revisions. 

In addition, Erie County was awarded a one-time supplemental grant by SAMHSA to focus 
more intensely on network development that reflects the engagement and use of services that 
demonstrate cultural competence reflective of the communities where children reside, ensure the 
flexibility and emerging capacity needed, and support transference of skills and access to natural 
supports for families. This targeted funding will provide financial support to address barriers to 
vendor development of culturally and linguistically competent providers, nontraditional providers, 
and natural helpers.
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CO  Project BLOOM, Colorado
Financial Incentives for Bilingual Staff
Providers reported that financial incentives are offered for bilingual staff.

WI  Wraparound Milwaukee
Including Diverse Providers in Network
There are over 40 racially and ethnically diverse providers in Milwaukee’s provider network. Also, 
the system will pay for interpretation and translation services and uses nontraditional providers. 
It also tracks use of informal helping supports through its management information (MIS) system. 
Wraparound Milwaukee believes that its fee-for-service structure does allow diverse providers to 
compete effectively and that lack of a “guarantee” for a certain service amount has not been an 
impediment to diverse providers’ participating in the provider network.

  3.	 Finance Translation and Interpretation
All of the sites finance translation and interpretation services either with Medicaid, managed care 
system resources, or with flexible funds.

Financing Translation and Interpretation with Medicaid, Managed Care 
System Resources, or Flexible Funds
•	 In Arizona, translation and interpretation are paid for by the managed care system and are a 

covered Medicaid benefit. The staff of the Family Involvement Center in Maricopa is 35% Latino 
and often provides translation services. 

•	 In California, 40% percent of California’s population speaks a language other than English at 
home. At the time of the site visit, the state Department of Mental Health in partnership with the 
state Medi-Cal agency was developing a proposal to the Governor to cover interpretation services 
under Medi-Cal. (This work was being done under the auspices of the Medi-Cal Language Access 
Services Taskforce.) Contra Costa uses county general funds to finance interpreter services.

•	 In Hawaii, there is financing for translation and interpretation services through flexible funding 
for ancillary services and supports. The most common languages include Mandarin, Korean, 
Ilocano, and Tagalog. The child mental health division also produces documents in large print and 
on CD for people with vision impairments. 

•	 In Michigan, the community mental health centers are required to have translation and 
interpretation services for culturally/linguistically diverse populations. 

•	 In New Jersey, translation and interpretation are paid for by the Contracted Systems 
Administrator and are a covered Medicaid benefit.

•	 In Vermont, the system of care financing mix supports translation and interpretation services as 
needed. Local agencies typically subcontract for these services. Medicaid pays for them. 

•	 In Bethel, Alaska, the Yukon-Kuskokwim Health Corporation provides and pays for translation 
and interpretation services using a mix of funding sources.
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•	 In Central Nebraska, Medicaid reimburses for interpretation services during treatment. Region 3 
maintains a list of interpreters and translators they can call upon. 

In Choices, translation and interpretation are financed on a fee-for-service basis as needed, 
including interpretation for persons with hearing impairments. Choices has staff members who 
are Hmong and Hispanic and, thus, has internal capability in Hmong and Spanish. 

In Cuyahoga County, Ohio, 7% of the families served are of Hispanic origin. Most of these families 
reside on the West Side of Cleveland, and in this area, most providers are bilingual. The system of 
care uses interpreters at child and family meetings when needed. Most materials are translated 
into Spanish, and the website includes a Spanish page. 

In Erie County, New York, translation and interpretation services are funded with flexible service 
dollars.

Project BLOOM, Colorado uses Medicaid funding for interpreters, as well as SAMHSA system of care 
grant funds and other resources. Interpretation services are required by law when needed and 
are covered under Medicaid. There is a push to acquire bilingual interviewers for the Wraparound 
Fidelity Index (WFI). A bilingual evaluator was hired.

In Wraparound Milwaukee, the system will pay for interpretation and translation services, using its 
blended funding pool.

  4.	� Analyze Service Utilization and Expenditures by Culturally and 
Linguistically Diverse Populations
Analysis of utilization, expenditure, and outcome data by culturally and linguistically diverse 
populations allows systems of care to identify potential problems or disproportionalities in access to 
services, in service utilization, and in the quality and outcomes of care. Most sites have the capacity 
to analyze data by racial/ethnic group (e.g., penetration rates), and California and Arizona conduct 
special studies.

AZ  Arizona
Analyzing Data by Racial/Ethnic Groups
The system is able to analyze utilization and costs by racial/ethnic breakdown but does not run 
this analysis regularly. Instead, it engages in special studies, for example, a study looking at under-
utilization of services by the Latino community, and another long term project involving juvenile 
justice and Value Options to look at over representation of youth of color in the juvenile justice 
system.
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CA  California
Tracking Indicators by Cultural Group and Special Studies
The state data system has the capacity to track utilization and expenditures for children by racial and 
ethnic breakdown, and routinely tracks certain indicators, such as penetration rates by racial/ethnic 
breakdown. These are for adults and children. The state has the capacity to disaggregate these data 
by children, but does not routinely do so; rather, it engages in special studies. The state has disparity 
data on some child/adolescent programs, such as Assembly Bill 3632 (special education), but not on 
all programs.

HI  Hawaii
Analyzing Data by Racial/Ethnic Groups
Service utilization, expenditures, and outcomes are analyzed by culturally/linguistically diverse 
populations. No differences in outcomes by specific groups have been found; the entire state’s 
population is culturally/linguistically diverse, and most youth and their families are multi-ethnic. 
However, better outcomes have been found for youth eligible for the Medicaid program than non-
Medicaid eligible youth, regardless of cultural group. This is attributed to the richer service array 
available for the Medicaid eligible population.

CO  Project BLOOM, Colorado
Analyzing Data by Cultural Group
Community mental health centers are provided with data on the population they are serving and 
how this matches up with the general population. Utilization data are analyzed by cultural group, 
including data from the TSOC (Tracking System of Care) data system and the state’s mental health 
management information system (Colorado Client Assessment Record).

WI  Wraparound Milwaukee
Analyzing Data by Racial/Ethnic Groups
The system does analyze utilization and costs by racial/ethnic breakdown and analyzes 
disproportionality and disparity issues. It has been able to tap into federal Disproportionate Minority 
Confinement (DMC) dollars through its partnership with the juvenile justice system. Specifically, 
Wraparound Milwaukee has reduced placement of African American youth in corrections facilities, 
which enables the juvenile justice system to draw down DMC monies, which, in turn, it uses to pay 
Wraparound Milwaukee.



7.
 �F

in
an

cin
g 

Ke
y S

ys
te

m
 of

 Ca
re

 Fe
at

ur
es

282� Effective Financing Strategies for Systems of Care: Examples from the Field

  5.	� Finance Cultural Competence Coordinators and/or Other 
Leadership Capacity at State and Local Levels
Some of the sites finance leadership for cultural and linguistic competence — either cultural 
competence coordinators at state and/or local levels or various types of cultural competence 
advisory committees or teams. 

AZ  Arizona
Using a Cultural Competence Advisory Committee and Requirements for 
Behavioral Health Organizations 
The Chief of Substance Abuse Prevention in the Arizona Department of Health Services (ADHS) 
reportedly is a leader in the cultural competence field and has served in an ad hoc position as 
coordinator for cultural competence activities. At the time of the study visit, the state was looking 
at use of discretionary grant dollars to fund a cultural competence coordinator position. There is 
a three-year old Cultural Competence Advisory Committee, which the Chief of Substance Abuse 
Prevention chairs, and which has developed a framework for cultural competence in the behavioral 
health system. The committee includes representation from child welfare, juvenile justice, families, 
etc. The committee devoted its first foundational year to looking at research and data on utilization, 
disparities, etc. There are three committees: one on data, one on translation/interpretation, and one 
on training (chaired by the ADHS training coordinator). Each Regional Behavioral Health Authority 
(RBHA) also is required to have a cultural expert and to conduct a cultural competence organizational 
self-assessment that leads to a plan for each RBHA. The committee is developing a tool to measure 
cultural competence at the RBHA level.

RBHA Cultural Competency Plans, at a minimum, must address the following:
•	 Identification of diverse population groups in the service area
•	 Determining and addressing any disparity in access and utilization
•	 Outreach strategies to diverse communities
•	 Recruitment and retention strategies to attract and develop culturally competent staff
•	 Obtaining input and consultation from diverse groups in its service area
•	 Collaboratively working with local diverse groups to review service delivery to individuals, 

families, communities
•	 Receiving consultation on planning, providing, evaluating and improving services to diverse 

individuals, families and communities
•	 Regular quality monitoring program with indicators that evaluate both the quality and 

outcomes of services with respect to culturally diverse populations
•	 Use multi-faceted approaches to assess satisfaction of diverse individuals, families and 

communities
•	 Monitoring service delivery to diverse individuals
•	 Ensuring identification of minority responses in the tabulation of client satisfaction surveys
•	 Ensuring cultural competency training is required and obtained by all staff at all levels of the 

organization(s) providing behavioral health services
•	 Ensuring persons’ and families’ cultural preferences are assessed and included in the 

development of treatment plans.
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CA  California
Funding an Office of Multicultural Services
The state Department of Mental Health (DMH) has financed the Office of Multicultural Services for 
the past nine years, which has six staff. As part of Mental Health Services Act (MHSA) planning, the 
state also began a concerted planning effort with Tribal communities and funded Native American 
Partnership Strategies in 06-07 and in 07-08. The state has also funded two training curricula and 
pilots. The first was a 40-hour Mental Health Interpreter training curriculum ($100,000), the second 
was a 32-hour Brief Multicultural Competency Training curriculum and pilot ($137,000). The state 
office has provided the leadership to ensure that cultural competence is embedded into state policy 
and management requirements.  There is also a Statewide Cultural Competence Advisory Committee, 
and each county funds an Ethnic Services Manager (either full time or part time, depending on the 
size of the county), who meet regularly. All counties are required to implement cultural competence 
training, and while there are not bonuses or penalties tied to cultural competence, awareness has 
been raised and most counties do pay attention to this issue. In addition, the California Institute 
of Mental Health has a Center for Multicultural Development (partly funded by state DMH general 
revenue and MHSA funds) that provides technical assistance to the counties. DMH has worked with 
the California Mental Health Directors Association and the county Ethnic Services Managers on 
annual Statewide Mental Health Cultural Competence Summits for the past 14 years.

OH  Cuyahoga County, Ohio
Financing a Cultural Competence Coordinator and Committee
The Cuyahoga Tapestry System of Care (CTSOC) has created a governance and management 
structure that promotes ongoing attention to cultural and linguistic competence and strengthens 
leadership capacity in this area. In 2008, CTSOC hired a cultural competence coordinator to lead 
these efforts. CTSOC has an active Cultural and Linguistic Competence Committee (CLCC) that meets 
monthly and is part of its governance structure and reports directly to the SOC Oversight Committee. 
Its members include major providers, child welfare, neighborhood collaboratives, families and others. 
The CLCC is working with the site evaluation team to establish current baseline information about the 
cultural and linguistic competence of service delivery, with future plans to assess level of cultural and 
linguistic competence and strategize for improved capacity. The CLCC is empowered to determine 
its budget needs and make decisions about how to spend budgeted funds. The annual budget for 
this committee, which comes from federal SAMHSA grant funds, is $150,000. These funds are used 
to enhance cultural and linguistic competence initiatives for the system of care and to implement 
core elements of a culturally competent system. The county is developing a cultural and linguistic 
competence plan to guide its efforts. This plan was not yet complete at the time of the site visit.
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CO  Project BLOOM, Colorado
Using Federal System of Care Funds for Coordinator, 
Work Group, and Consultant
Initially, Project BLOOM hired a cultural competence specialist as part of the Project BLOOM 
leadership team. An inventory was completed and a resource guide was produced including 
consultants, translators, advocates, organizations, services, resources, etc. that relate to cultural 
and linguistic competence.  A work group also was created that focused on cultural and linguistic 
competence, examined assessments, and identified the core elements of a cultural assessment. Each 
of the four Project BLOOM communities could choose an instrument but was required to conduct a 
cultural competence assessment of their system of care. A second person was later hired to work with 
each of the four communities on the development of their plans to enhance cultural and linguistic 
competence. Project BLOOM no longer has a cultural competence coordinator. Currently, a cultural 
competence consultant provides consultation and technical assistance in this area to the four Project 
BLOOM communities. This is financed with SAMHSA system of care grant funds.

Financing Other Cultural Competence Leadership Capacity
•	 In Hawaii, as of July 1, 2006, in the Child and Adolescent Mental Health Division’s (CAMHD) new 

request for proposals (RFP), agencies were asked to establish positions for cultural coordinators/
specialists. There is no formal cultural competence coordinator at the state level, although a staff 
member within CAMHD plays that role.

•	 In Choices, there was a cultural competence coordinator during the time that Choices had a 
federal system of care grant, Currently, Choices has a “cultural competence team” that is ongoing 
and meets quarterly with an outside consultant. The team, currently comprised of Choices staff 
and representatives of a number of community agencies, receives training, shares resources, 
discusses diversity challenges, and offers support and suggestions to each other. Choices hosts a 
Diversity Team list serve so that members can ask questions or share resources electronically.

•	 In Erie County, New York, funds from the federal system of care grant are used to support 
activities related to cultural competence.

•	 In Wraparound Milwaukee, there is a cultural competence committee.
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  B.  	�Finance Strategies to Reduce Disparities In Access To And 
Quality Of Services And Supports 

Financing strategies include: 
1. � Finance strategies for reducing racial and ethnic disparities 
2. � Finance strategies for reducing geographic disparities
3. � Finance the use of technology to reduce geographic disparities 
4. � Finance outreach to culturally and linguistically diverse 

populations and transportation

  1.	 Finance Strategies for Reducing Racial and Ethnic Disparities 
Several sites incorporate financing strategies directed at reducing disparities in care. For example, 
Arizona has implemented strategies including outreach, service provision in culturally appropriate 
sites, special studies to identify and elucidate disparities, and requirements for Regional Behavioral 
Health Authorities to serve under-served populations (such as the Latino population). California 
funds a Center for Reducing Health Disparities. 

AZ  Arizona 
Using Managed Care System, Practice Improvement Protocol, and 
Outreach to Address Disparities
The managed care system pays for various outreach activities, uses general revenue and block grant 
dollars to pay for services that are not Medicaid-covered, allows provision of Medicaid services at 
sites that may be more culturally appropriate, conducts special studies in an effort to identify and 
reduce disparities, and incorporates contract requirements for Regional Behavioral Health Authorities 
(RBHAs) to serve under-served populations, such as the Latino population. Arizona Department of 
Health Services, Division of Behavioral Health Services (ADHS/BHS), as part of its “New Freedom” 
transformation agenda, issued a new advocacy request for proposals (RFP) that called for structured 
outreach to all culturally diverse populations, including, for example, development of a new Latino 
family organization and the involvement of faith-based organizations to reach out to the African 
American community. Value Options (VO) in Maricopa County has implemented both incentives 
and sanctions for Comprehensive Service Providers (i.e. core service agencies) related to access for 
the Latino population. Providers can receive up to $10,000 a month depending on their meeting 
certain access standards (e.g., $2500 per month if reaching 40% of Latino eligibles). The state also has 
developed practice improvement protocols (PIPs) and a curriculum on cultural competency. (See:  
http://www:azdhs.gov/bhs/policies/cd1-2.pdf)



7.
 �F

in
an

cin
g 

Ke
y S

ys
te

m
 of

 Ca
re

 Fe
at

ur
es

286� Effective Financing Strategies for Systems of Care: Examples from the Field

CA  California
Funding a Center for Reducing Health Disparities
Outreach to racial and ethnic minority populations is a required element of planning and service 
implementation related to the Mental Health Services Act (MHSA). Racial and ethnic minority 
populations are included as one of seven underserved populations in the Act. The Prevention and 
Early Intervention Component of the Act funded the Center for Reducing Health Disparities at the 
University of California-Davis (at $300,000) to identify culturally competent and effective outreach 
strategies related to prevention and early intervention. At the time of the site visit, the state 
Department of Mental Health was in the process of planning a 2008 summit on eliminating disparities 
using $140,000 in MHSA funding. Under the MHSA, all of the counties have new monies to fund 
outreach and engagement, and counties are being funded to implement community stakeholder 
processes.

CO  Project BLOOM, Colorado
Using Foundation Funds for Addressing Health Disparities
While there are no financing strategies specific to mental health that are directed at reducing 
disparities, there is a health disparities office in the Colorado Department of Health and Environment, 
largely funded through a Robert Wood Johnson Foundation grant. One product of this effort was 
a health disparities tool kit. Toolkit to Promote Cultural Proficiency is a training program designed 
to increase the cultural proficiency of health care providers.  Funding is available to develop 
and implement this training over a two-year period. The training program entails two courses:  
Introduction to Cultural Proficiency for Care Providers and One-Day Intensive Training on Cultural 
Proficiency for Care Providers.  Information on this training was shared with mental health providers 
across the state.

  2.	 Finance Strategies for Reducing Geographic Disparities
Strategies to reduce geographic disparities were found in several sites. For example, Hawaii 
provides incentive pay for providers to work in underserved areas.

AZ  Arizona 
Establishing Higher Rates for Home and Community-Based Services
The behavioral health managed care system’s fee-for-service rate schedule intentionally pays more 
for home and community-based versus clinic-based services in an effort to get services to rural 
areas, among other goals. Also, there is flexibility in the capitation paid to Regional Behavioral Health 
Authorities (RBHAs) that allows them to pay more for getting providers to rural areas.
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CA  California 
Focusing on Underserved Rural Populations
The Mental Health Services Act includes a focus on underserved rural populations, and Rural Mental 
Health Directors at the county level meet regularly.

HI  Hawaii
Providing Incentive Pay to Work in Underserved Areas
There are special financing mechanisms to provide services in underserved geographic areas. 
Incentive pay that is 10% above the standard pay scale is offered as an incentive to work in 
underserved areas. In addition, transportation is paid for providers to fly to the Islands, and travel time 
is considered billable time. Service utilization patterns and expenditures are analyzed by geographic 
areas. According to providers, the provider array is different on the smaller islands, and there is a cost 
differential in providing care in remote areas or areas with a smaller population base. These factors 
create geographic disparities in the availability of professionals and services.

AK  Bethel, Alaska
Using Village Health Clinics
The entire region is an underserved geographic area. The Yukon – Kuskokwim Health Corporation 
(YKHC) has put extensive resources into the building and development of village health clinics 
offering both health and behavioral health services. YKHC’s finance system is set up by village and 
type of service. The system has the capacity to analyze service utilization and expenditures by 
villages.

Like YKHC, the school districts and the Department of Juvenile Justice struggle to recruit and 
retain staff to work in the villages. Currently in Bethel, the probation agency is offering incentives for 
people to get a college degree with an internship that provides needed work experience. The goal is 
that these individuals will return to Bethel and become probation officers.
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  3.	� Finance the Use of Technology to Reduce Geographic Disparities 
Examples of financing the use of technology to address geographic disparities were found in the 
sites, including telemedicine, video-conferencing, web-based technology, and teleconferencing for 
services including medication management, psychological and psychiatric evaluation, consultation, 
and education.

Financing Telemedicine and Video-conferencing:
•	 Arizona has set up a telemedicine system serving remote areas, using federal grant dollars. 

Medicaid can then be used to pay for certain services provided through the telemedicine system, 
such as medication management, psychological evaluation, and health promotion and education 
(for example, teaching parents about attention deficit-hyperactivity disorder). At the time of the 
site visit, Arizona Department of Health Services, Division of Behavioral Health Services (ADHS/
BHS), MiKid (the statewide family organization) and Family Involvement Center in Maricopa 
County were developing an issue paper for the state Medicaid agency on the potential of 
covering telephone support services.

•	 In Hawaii, teleconferencing for medication management is used in some of the Islands and is 
financed by General Fund and Medicaid resources. The state has not been as successful in using 
video-conferencing due to some of the logistical and technical issues involved. The state has 
a statewide video-conferencing system. This requires participants to go to specific locations 
(typically in health centers); advance scheduling is required. The system is used for interviewing, 
training, meetings of providers, provision of psychiatric consultation, etc.  The only direct service 
that is provided through this system is medication management. Participants indicated that a 
two-second delay involved in video-conferencing has been problematic.

•	 In Michigan, telemedicine is covered under the specialty services (i.e. home and community-
based) waivers. Video conferencing is available for families with children in state hospitals though 
it is not utilized in some counties. 

•	 Vermont is experimenting with the delivery of psychiatric consultation services using technology 
(e-mail and web-based “face-to-face” encounters) to provide services in underserved geographic 
areas. A Department of Labor grant supports links for telemedicine in three northern very rural 
and underserved Vermont counties. The state is exploring ways to do more using technology and 
create additional funding options. 

•	 Nebraska was one of the first rural telemedicine sites funded by the federal government. 
Through funding from the Nebraska Office of Rural Health, the Richard Young Hospital is able to 
conference in families from 23 counties. They also do medication checks via teleconference. South 
Central Behavioral Services soon will have telemedicine capacity in two sites.

•	 Project BLOOM, Colorado uses federal system of care grant funds for teleconferencing and 
video-conferencing, primarily for training and consultation. These strategies have not as yet been 
used for service delivery through Project BLOOM, but are used by some mental health centers for 
service delivery.
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  4.	� Finance Outreach to Culturally and Linguistically Diverse 
Populations and Transportation 
The sites finance outreach to culturally diverse populations and transportation to increase access to 
services and reduce disparities. For example, Arizona’s managed care system includes “structured 
outreach” to culturally diverse populations and uses “promotores” (health promoters) to reach out to 
the Latino population.

AZ  Arizona  
Requiring Outreach to Culturally Diverse Populations and “Promotores” 
Financed by Managed Care System
Outreach activities can be paid for out of the managed care system. Arizona Department of 
Health Services, Division of Behavioral Health Services (ADHS/BHS), as part of its “New Freedom” 
transformation agenda, issued a new advocacy request for proposals (RFP) that called for structured 
outreach to all culturally diverse populations, including, for example, development of a new Latino 
family organization and the involvement of faith-based organizations to reach out to the African 
American community. The managed care system also uses “promotores,” health promoters, to reach 
out to the Latino community. At the time of the site visit, Value Options in Maricopa had set a target 
for itself of reaching 40% of the eligible Latino youth population.

Financing Transportation for Families and Providers
•	 In Arizona, transportation is a covered service in the managed care system. The system can 

either pay a family for its transportation costs, or pay to bring the service to the family, or pay a 
transportation provider. 

•	 In California, transportation is addressed in the Mental Health Services Act (MHSA), and MHSA 
funds can be used to pay for transportation costs, including purchase of vans/vehicles. 

•	 In Hawaii, transportation is paid for families to attend child and family team meetings or for 
services only available on another island. Additionally, transportation is paid for providers to fly to 
the Islands, and travel time is considered billable time. 

•	 In Erie County, New York, transportation is financed through the use of flexible service dollars. 
•	 In Project BLOOM, Colorado, most agencies reimburse the costs of transportation for providers. 

On an individual basis, transportation is financed for families. Transportation for Medicaid clients 
to and from a medical provider is a benefit when the medical service provided is a benefit of 
the Colorado Medicaid Program and transportation is prior approved by the county. County 
transportation benefits are prior authorized and administered by the county. Some community 
mental health centers provide this service through a contract with a company.
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IV.	� Finance Improvements in the Workforce and 
Provider Network

Systematic attention is needed to develop a workforce with the attitudes, knowledge 
and skills needed to administer systems of care and to provide services within 
them. Financing strategies are needed to support a broad, diversified network of 
providers that is capable of providing the wide ranges of services and supports 
offered through systems of care and is committed to the system of care philosophy 
underlying service delivery, such as accepting and valuing the inclusion of families 
and youth as partners in service delivery and the shift from office and clinic-based 
practice to an individualized home and community-based service approach. In 
addition to supporting a broad provider network, workforce development strategies 
are needed to address pre-service training programs to prepare individuals for 
work within community-based systems of care, as well as to implement in-service 
training strategies to help the existing workforce to infuse the new philosophy, 
values, approaches, and evidence-based practices into their work. The payment rates 
established for providers must allow systems of care to attract and retain qualified 
providers within their provider networks and must create incentives for providers to 
develop and provide home and community-based services. 

Financing strategies include:
A. � Finance a Broad, Diversified, Qualified Workforce and  

Provider Network 
B. � Provide Payment Rates that Incentivize Qualified
C. � Providers for Home and Community-Based Services 

  A.	� Finance a Broad, Diversified, Qualified Workforce and 
Provider Network

Financing strategies include: 
1. � Finance a broad array of providers
2. � Finance workforce development activities

  1.	 Finance a Broad Array of Providers
The sites have implemented several strategies to finance a broad array of providers. Arizona created 
a new type of provider called a “community service agency” to offer a broader array of services. 
Other sites have built extensive provider networks including agencies, individual practitioners, 
nontraditional providers, families as providers, and specialty providers. 
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AZ  Arizona
Creating New Types of Providers
Development of a new “community service agency” designation within the managed care system 
opened up the provider network to new provider types, including family organizations and 
community agencies, who do not have to be licensed as an outpatient mental health clinic to provide 
certain Medicaid services. These services include:  respite, peer support, habilitation, skills training, 
and crisis services. Also, there is a category of outpatient provider called a paraprofessional, whose 
services also can be reimbursed under Medicaid. There also is a category called, habilitation workers, 
that was derived from the developmental disabilities long term care system.

As Maricopa County redirected spending from residential treatment centers, it has been able 
to expand its use of community service agencies, with over 20 contracts currently providing such 
services as mobile crisis, behavioral coaches, family peer support, etc. To support involvement of 
these community and family-run organizations, Value Options (VO) in Maricopa County pays them 
1/12 of their payment on a prospective basis each month; eventually, VO wants to move them to a 
fee-for-service basis.

CA  California
Financing a Broad Array of Providers
The provider network in Contra Costa includes both specialty mental health and rehab services 
managed by county mental health, as well as independent Medi-Cal (non rehab) practitioners 
providing more traditional assessment, individual and group therapy. County mental health providers 
(in-house and contracted) tend to serve children with serious mental health challenges and who 
are multi-system involved, whereas independent practitioners tend to serve children who do not 
have complex, intensive service needs. The 1915b waiver has led to considerable broadening of the 
provider network. For example, in Contra Costa, prior to the waiver, Medi-Cal covered primarily Ph.D 
psychologist and M.D. psychiatrist mental health services, and there was no “organized” network per 
se. Today, on “both sides of the house” (i.e. specialty mental health/rehab services managed by county 
mental health and independent Medi-Cal providers, who are credentialed by county mental health), 
there are over 50 organizations, nine group practices, and over 200 individual practitioners. All are 
Medi-Cal providers. The county indicated it gets calls every day from new providers wanting to join 
the network. There is no cap on the number of providers in the network, but there are contract caps. 
While there are shortages of certain types of providers, such as child psychiatrists on both sides, there 
is fairly ready access to services in general. The county utilizes a single point of access, which triages 
children to county (clinic) services or to network providers, based on severity (although children 
also can access individual practitioners in the network independently). Children typically can access 
non-emergency county-managed services within 10 days and network providers within a week. The 
county describes the provider network as “always evolving.” 
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HI  Hawaii
Financing a Broad Array of Providers
The state finances a broad array of providers, including nontraditional providers (such as Native 
Hawaiian healers) through Medicaid and General Fund resources. Supporting a broad, diversified 
provider array is more challenging on the smaller islands, as there is a cost differential in providing 
care in remote areas or areas with a smaller population base. These factors create geographic 
disparities in the availability of professionals and services.

Choices  Choices
Building an Extensive Provider Network
The flexibility in service delivery is supported by an extensive provider network comprised of both 
agencies and individual practitioners under contract with Choices. Some providers may offer a single 
service, while large agencies may offer multiple services. The network as a whole offers a unique 
blend of traditional and formal services coupled with nontraditional and alternative services and 
supports. Providers are not at risk, but rather are paid on a fee-for-service basis. For each individual 
youth and family, providers are identified to provide the services specified in the service coordination 
plan. Private psychiatrists or psychiatrists from the affiliated community mental health centers are 
used for psychiatric assessment and for medication trials and follow-up. (Choices resources cover 
the cost of medications for children who do not have coverage through Medicaid or through private 
insurance, or for those whose insurance coverage is exhausted.)  In addition, Choices may contract for 
specialized services to meet a particular need. In this way, the provider network can be expanded and 
enhanced in a flexible and timely manner in response to the service needs presented by children and 
their families. The role of the community resource manager in each location is critical in developing 
and managing the provider network.

OH  Cuyahoga County, Ohio
Financing a Broad Provider Services Network
The Cuyahoga Tapestry System of Care (CTSOC) organizes and operates the Provider Services 
Network (PSN), consisting of both informal and formal services that are contracted directly through 
the provider or affiliated group of providers. CTSOC awards PSN memoranda of understanding 
(MOUs) based on an open application process, meaning that the agency offers a PSN MOU to every 
applicant that applies for and meets the qualifications set by the CTSOC. In 2008, the PSN included 
approximately 81 providers. CTSOC’s legal services administrator (an attorney) handles negotiations, 
contracts and agreements with providers. The legal service administrator is funded by the Board of 
County Commissioners (BOCC), rather than with federal grant funds.

Prior to creation of the PSN, the county and providers entered into contracts for set amounts 
of funding and services. However, because CTSOC is trying to expand the number of providers and 
the array of services, it did not want to limit the amount of services a provider could offer. Instead 
it intended for services to be driven by family needs and wanted to give families both a voice and a 
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choice in selecting their providers. CTSOC looked at other county contracts for precedents and then 
got the county Office of Management and Budget and the county auditor to agree to enter into 
MOUs with providers rather than traditional contracts. MOUs indicate the specific types of services 
providers will offer and at what rate. The county agrees to pay the agreed upon rate for the types of 
services that are provided by the agency during the contract year while MOU is in effect. If providers 
want to add new services while the MOU is in effect, they can do this. In order not to limit itself to a 
few providers, the MOU between CTSOC and each provider indicates that the county assumes no 
obligation to purchase a minimum amount of services from any provider and does not guarantee that 
any specific volume of referrals will be made to the provider. The PSN is funded at $1,000,000 annually 
through a contract between CTSOC (as the Administrative Services Organization - ASO) and the Board 
of County Commissioners. The Funders Group has to approve this continued funding each year.

NY  Erie County, New York
Finance Expanded Array of Vendor Services
Two children’s providers have been given contracts for a total of $5.5- 6 million to develop vendor services. 
The intent is that these provider agencies will identify, recruit, and supervise vendors who will provide services 
that cannot be funded by Medicaid or other traditional funding streams. Vendor services include flexible and 
individualized support services such as respite, tutoring, in-home behavioral aides, and mobile crisis and 
response services.

CO  Project BLOOM, Colorado
State Financing of Early Childhood Mental Health Specialists
Project BLOOM created an early childhood mental health specialist position within community 
mental health centers (CMHCs) to augment specialized capacity for the early childhood population. 
The position was conceptualized as a combination of providing direct services, consultative services 
to families and early care and education providers, and cross-system program development. Located 
at each CMHC, these specialists conduct screening, provide consultation, and train other practitioners 
in the skills needed to serve young children and their families. State funds are used to support 
these positions. In addition, they provide direct services to non-Medicaid-eligible children and their 
families. The early childhood specialists are intended to significantly increase the capacity of the 
public mental health system to provide early intervention services, many of which will be provided in 
conjunction with existing programs, such as Part C of IDEA.
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WI  Wraparound Milwaukee 
Building an Extensive Provider Network
Wraparound Milwaukee has a very large provider network of over 200 providers, which is diverse 
and meets the qualifications Milwaukee has developed. Included in the provider network are both 
individuals and agencies, including over 40 racially and ethnically diverse providers. The network 
includes clinical treatment providers as well as providers of supports, such as respite and mentoring. 
No formal contracting with providers is used. Wraparound Milwaukee develops service definitions, 
rates and standards for 85 different services and supports. Community agencies and individual 
practitioners are invited during the first 90 days of each calendar year to apply to provide one or more 
of the services. Wraparound Milwaukee then credentials providers to be part of a qualified provider 
pool. Child and family teams that develop plans of care and families can draw from any providers 
on the list. Providers are paid on a fee-for-service basis. For certain high cost and restrictive services, 
such as psychiatric hospitalization, residential treatment and day treatment, prior authorization is 
required. For most services, authorization to a provider to provide services is simply based on a care 
coordinator’s entering the requested services (based on the plan of care developed by the child and 
family team), units needed, and name of provider into the automated information system. Providers 
are immediately notified on-line of units of service approved for the upcoming month. The broad 
provider network is overseen by Wraparound Milwaukee’s Quality Assurance Office.

AZ  Arizona  
Financing Training and Coaching
The state has used general revenue, block grant, tobacco funds, and federal State Infrastructure Grant 
(SIG) discretionary dollars to pay for training and coaching. Much of the training has focused on 
Arizona’s vision and implementation of the 12 system of care principles, for example, partnering with 
families, implementing a child and family team (i.e., wraparound) approach, cultural competence, and 
the requirements of the reformed system of care. There also has been training related to particular 
subpopulations, such as children in child welfare and the 0–3 population.

     The Arizona vision states:  “In collaboration with the child and family and others, Arizona will 
provide accessible behavioral health services designed to aid children to achieve success in school, 
live with their families, and become stable and productive adults. Services will be tailored to the child 
and family and provided in the most appropriate setting, in a timely fashion and in accordance with 
best practices, while respecting the child’s and family’s cultural heritage.”

The 12 Principles include:  
•	 Collaboration with the child and family
•	 (Priority on) Functional outcomes
•	 Collaboration with others

  2.	 Finance Workforce Development Activities
A variety of workforce development activities is financed in the sites, including training, coaching, 
and learning communities on the system of care approach and on evidence-based and promising 
practices. Some sites have financed centers to provide training, such as the California Institute of 
Mental Health and the New Jersey Behavioral Research and Training Institute.
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•	 Accessible services
•	 Best practices
•	 Most appropriate setting
•	 Timeliness
•	 Services tailored to the child and family Stability
•	 Respect for the child’s and family’s cultural heritage
•	 Independence
•	 Connection to natural supports.

In the first year couple of years of implementation after the JK agreement, the state contracted 
directly for training and coaching. Beginning in the third year, it gave training dollars to the 
Regional Behavioral Health Authorities (RBHAs), and RBHAs have taken the lead in getting certain 
training curricula developed. For example, in Maricopa County, Value Options (VO) took the lead 
in developing 18 hours of pre-service training for foster parents wanting to be therapeutic foster 
parents. The state also has developed statewide training in a number of areas. For example, at 
the time of the site visit, the state had formed a workgroup with child welfare to develop training 
related to trauma and permanency, and was in the process of retaining a national consultant to help 
develop training curricula. The state also used the SIG grant to bring up telemedicine for a number 
of the tribes, identified substance abuse leads in each RBHA and sent them to a week of training, 
and sponsored a conference related to methadone maintenance. Also, child welfare training for new 
workers in the child welfare system includes training provided by the Family Involvement Center and 
VO on the child and family team process; at the time of the visit, the two systems were working on a 
more in-depth training.

Arizona Department of Health Services, Division of Behavioral Health Services (ADHS/BHS) also 
indicated that it is looking at ways of trying to build stronger coaching and supervision into the 
behavioral health system to shore up training gains. This is a current priority.

CA  California
Using Mental Health Services Act Funding for Workforce Development
The Mental Health Services Act (MHSA - Prop 63) includes Education and Training (workforce 
requirements) as one of its major components, funded at $200 million through June 2009 ($100 
million for statewide activities and $100 million for counties). Counties receiving these funds will 
be required to develop workforce, education, and training plans. Counties also will be required to 
conduct workforce needs assessments, which will provide the state with a baseline of workforce 
requirements. The state Mental Health Planning Council has a Human Resource Development 
Committee, which, at the time of the site visit, was in the process of developing requirements 
related to the Workforce component of the MHSA. Several statewide initiatives already were 
underway, including: funding for the California Institute of Mental Health to provide technical 
assistance to counties on effective practices; funding to a contractor to support statewide 
assessment of workforce requirements; and implementation of a stipend program by the California 
Social Work Education Consortium, which is leading to more social work graduates working in the 
public mental health system.
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HI  Hawaii
Implementing a State-Level Practice Development Focus and 
Contracting with Universities
The Child and Adolescent Mental Health Division (CAMHD) finances a Provider Relations Liaison 
position within CAMHD to serve as a communication linkage with providers and to promote positive 
relationships with CAMHD. The broad goal of the Provider Relations Liaison is to strengthen the 
relationship between CAMHD and its network of contracted providers. General Fund and Title IV-E 
resources are used to finance workforce development activities. 

A Practice Development Section of CAMHD’s Clinical Services Office oversees a range of activities 
on evidence-based clinical practice and care coordination practice for CAMHD staff, contracted 
providers, staff of other state agencies, and families of children and youth with special needs. The 
section’s focus includes care coordination and provider practice in areas including evidence-based 
interventions, evidence-based practice components, core practice elements such as assessment and 
engagement, measurement tools such as the Child and Adolescent Functional Assessment Scale 
(CAFAS) and the Child and Adolescent Level of Care Utilization System (CALOCUS), now known as 
the CASII (Child and Adolescent Service Intensity Instrument), etc. Practice development specialist 
positions are financed within CAMHD through general funds to provide consultation, training, 
and supervision to staff and contracted providers. Training on “parents as partners” is part of most 
training, and family members participate as trainers. Consultants are contracted to provide training 
as needed. Materials, training, supervision, consultation, practice guidelines, and other resources 
developed or identified by the Practice Development Section are disseminated to Family Guidance 
Centers, provider agencies, partner agencies, and families through courses, consultations, small group 
discussions, case reviews, conferences, or written materials. A Practice Development/Clinical Training 
Plan for 2006–2007 includes goals with objectives and specific strategies that will be implemented by 
practice development specialists and other CAMHD staff and consultants. Goals focus on: supporting 
the implementation of evidence-based practices among clinicians; improving practice within CAMHD 
contracted residential programs; improving the transition to adulthood for CAMHD youth; improving 
planning for crisis prevention and intervention; identifying youth in need of intensive mental health 
services at younger ages; strengthening family involvement in treatment and in planning and policy 
throughout the system of care; implementing strong models of clinical supervision throughout the 
system; strengthening core components on children’s mental health in higher education curricula; 
developing a comprehensive system of care for youth with sexualized behavior; developing 
standards of practice for the CAMHD system; and developing policies, procedures, and plans that 
reflect clinical best practices and commitment to system of care principles. 

Pre-service education is provided through significant contracts with the state university and small 
contracts with some private universities. Through these agreements, university faculty teach courses 
on systems of care, evidence-based practices, and other subjects critical to the public children’s 
mental health system. University faculty members also serve on various CAMHD committees. In 
addition, the contracts provide a mechanism for trainees across mental health disciplines to rotate 
through the children’s mental health system to obtain real life experience. Contracts range in size 
from under $200,000 to about $600,000. These contracts have been strategically used as mechanisms 
to shape university curricula to support the priorities and needs of the public children’s mental health 
system. An example of a contract with the University of Hawaii specifies that the University will: 
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•	 Collaborate on the development of opportunities for interdisciplinary seminars, lectures, and/or 
discussions when appropriate with the Schools including Psychiatry, Psychology, Social Work, and 
Nursing

•	 Provide interdisciplinary seminars and lectures on system of care principles and values, family-
driven services, youth-guided services, cultural competency in mental health, evidence-based 
services (psychosocial interventions, prevention programs, and psychopharmacology), public 
child-serving systems (child welfare, education, mental health, and juvenile justice), community 
mental health, and core components of intensive clinical case management services

•	 Provide youth and family-led visits, discussions, and lectures
•	 Trainees shall attend and participate in the monthly Evidence-Based Services Committee 
•	 Provide quarterly reports of services provided by trainees and progress with interdisciplinary 

lectures/seminars
•	 Participate in Case-Based Review training and observations

A contract with the University enlists psychiatrists experienced in child and adolescent psychiatric 
services to provide clinical and administrative services within the state’s Family Guidance Centers, 
youth correctional facility, and other sites, including medical and clinical supervision. In addition, 
the contracting mechanism is used to secure psychiatric residents to perform services in child and 
adolescent psychiatry in the Family Guidance Centers, including: diagnostic evaluations, ongoing 
psychiatric treatment, psychotherapy (individual, family, and group), prescribing and monitoring 
medications, maintaining medical records, consultation to provider agencies, educational seminars 
and case consultation to Family Guidance Center staff, mental health education to the community 
(including police departments), and research in community and cultural child psychiatry. Similarly, a 
contract with the University’s School of Social Work provides trainees at the Master’s level to work in 
the children’s mental health system, and a contract provides graduate level psychology students to 
participate in CAMHD’s evaluation activities. Doctoral level psychology students also are contracted 
to provide services in Family Guidance Centers. Another contract with the University establishes an 
Advance Practice Registered Nurse (APRN) program in child and adolescent mental health nursing 
for qualified students to prepare them to integrate with CAMHD’s children’s mental health system to 
provide services.

NJ  New Jersey
Creating a Behavioral Research and Training Institute
Financing for these activities is built into all aspects of the children’s behavioral health system. 
Training and technical assistance are available to key staff at all levels and are ongoing. The state 
contracted with the University of Medicine and Dentistry of New Jersey to be the fiscal agent for 
training and technical assistance resources, and the University created the Behavioral Research 
and Training Institute to provide such services. Choosing this design allowed flexibility in using 
dollars to meet the technical assistance and training needs of staff. The state also has built in certain 
requirements for workforce development activities. All new staff has to go through training or 
orientation on the system of care, and the state also provided work specific training, e.g. all Care 
Management Organizations are trained to use the assessment and screening tool relevant to their 
job. New Jersey also has web-based certification in use of the Child and Adolescent Needs and 
Strengths (CANS) screening and assessment tools.
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AK  Bethel, Alaska
Creating a Health Education Center
Yukon – Kuskokwim Health Corporation (YKHC) has a strong recruitment program for Native hires and 
a number of workforce development activities. Currently at YKHC, 71% of the staff is Alaskan Native 
or Native American. YKHC has a formal commitment to increasing this number and placing more 
tribal members in professional positions. 

For the past year, YKHC has planned and developed a new Yukon-Kuskokwim Area Health 
Education Center (AHEC) in collaboration with the University of Alaska, Anchorage (UAA) School of 
Nursing and internal partners. YKHC’s corporate training and development functions and current 
staff, formerly known as the Learning Center @ YKHC, will be incorporated into the YK AHEC. This new 
partnership provides an opportunity for YKHC to enhance staff development as well as sustain its 
Career Pathways program. AHECs create formal relationships between universities and community 
partners to strengthen the health workforce in underserved communities. They encourage youth in 
underserved areas to go to college and pursue a health career, encourage health professions students 
to go to work in underserved areas, and support continuing education opportunities for health 
professionals who are working in underserved areas. 

The Rural Human Services program is operated by a strategic partnership between the University 
of Alaska-Fairbanks and YKHC. The State of Alaska Department of Health and Human Services funds 
the program. Rural Human Services graduates and students deal with crisis situations; their strengths 
are enhanced by completion of the Rural Human Services program. They learn about resources 
available and the processes involved in their line of work. 

Yuut Elitnaurviat or “The People’s Learning Center” is another workforce development resource 
implemented though a partnership between YKHC, Lower Kuskokwim School District, the Association 
of Village Council Presidents, City of Bethel, Coastal Villages Region Fund, Bethel Native Corporation, 
AVCP Regional Housing Authority, and the Kuskokwim Campus of the University of Alaska at 
Fairbanks. These organizations have come together to construct a vocational training center that will 
focus on those in the 8th to 14th grades and lead them into career paths in the construction, health, 
education, and childhood development fields. The Learning Center is playing a key role in this project 
by developing the health careers curriculum and providing resources to the partnership in many 
ways.

Choices  Choices
Using Community Resource Managers and Training Coordinators
Prior to contracting with providers to become part of the network, efforts are made to assess their 
competencies, as well as their values and beliefs regarding the care of children, family involvement, 
strengths-based practice, cultural issues, and the like to ensure consistency with Choice’s philosophy 
and approach. The community resource managers provide training opportunities for providers in a 
variety of forums, including brown bag “lunch and learns.” Quarterly forums are held with providers in 
the network to discuss themes, trends, the philosophy of care, the wraparound approach, and other 
topics to enhance their ability to work with children and families. Training topics may include cultural 
competence, wraparound, the role and functioning of child and family teams, and others. Clusters 
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of providers also may meet periodically for training purposes and to maintain positive provider 
relations. Additional support to providers is provided through Choice’s care coordinators who are 
considered “ambassadors” to the providers and who consistently communicate Choice’s philosophy 
and approach to care.

Choices has training coordinators in both Indiana and Ohio to provide in-house training to 
Choices staff. These coordinators, in collaboration with the site director, provide or arrange for 
90-minute weekly training sessions that are mandatory for all staff. Attendance is taken at these 
trainings and participation in training is examined in performance reviews. New staff is provided 
with a checklist of required training and mentoring from veteran staff. Training is provided on TCM 
(The Clinical Manager management information system) and computer systems, as well as on 
the philosophy and process of providing individualized care. Though not fully developed as yet, 
Choices is working on developing “manuals” or written documents that detail its philosophy, service 
approach, and administrative processes.

Many Choices staff have Master’s Degrees or obtained them while working. Universities often 
ask staff to return to the university and speak to graduate students. Professionals from Choices give 
presentations at various universities at least four or five time per semester. Topics include strengths-
based care planning, what is wraparound, what is a system of care, etc. In addition, Choices provides 
placements for student interns in both Indiana and Ohio and often hire interns after they have 
completed their professional training programs.

Choices has a contract from the State of Indiana to operate a technical assistance center (TA 
Center) that provides training to other counties on the development and operation of systems of 
care. The current contract is for approximately $402,000/per year and covers a director and three 
coaches. The TA Center works with all communities currently funded and many previously funded 
to build systems of care, as well as communities that have never received funding for this purpose. 
Communities may apply for a $50,000 planning grant from the state; one of the TA Center’s roles is 
to support them in the planning process to develop a viable, sustainable strategy to build a system 
of care. The participating communities have access to Choices database to assist in developing case 
rates, as well as to job descriptions and other structures and processes used by Choices that can be 
adapted in their respective communities. The TA Center has provided training and consultation to 
more than 60 of Indiana’s 92 counties.

OH  Cuyahoga County, Ohio
Financing Training, Human Resource Activities, and Learning Communities
All Cuyahoga Tapestry System of Care (CTSOC) approved providers must use Synthesis, a web-based 
management information system leased by CTSOC from Wraparound Milwaukee.  CTSOC provides 
training on how to utilize the system. Also, to ensure high fidelity to the wraparound model, CTSOC 
trains providers in how to adapt the wraparound model to meet Medicaid requirements. CTSOC 
finds that it is not easy to translate high fidelity wraparound to Medicaid billing; provider and care 
coordinator documentation must meet Medicaid standards. To assist providers, CTSOC created a cross 
walk from high-fidelity wrap to Medicaid. 

Additionally, the CTSOC recently conducted a forum on recruitment and retention. The forum was 
an opportunity for agencies new to care coordination to discuss with some of the “veteran” partners 
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the barriers encountered in trying to recruit and retain the right people. Human resource personnel 
and recruitment personnel were invited to listen, learn and participate. 

Learning Communities are also used to help retain the staff in the jobs. Through the Learning 
Communities, staff can ask for support on especially difficult cases, request feedback on their 
performance, and learn how to manage the work load. Currently, the Data Committee of the 
Wraparound Fidelity Task Force (WAFT) is attempting to link Learning Community attendance with 
length of stay on the job. The WAFT is in the beginning phases of gathering information. The theory 
is that the more a worker attends a Learning Community, the longer the length of stay on the job will 
be. CTSOC also provided $43,500 to the “council” of Neighborhood Collaboratives to hire a business 
consultant to assist the Collaboratives in their business model.

NY  Erie County, New York
Financing Coaching Tools for Care Coordinators and Supervisors
One workforce development strategy is a redefinition of the role of case management supervisors. The 
Erie County Department of Mental Health (ECDMH) has procured the services of a consultant to work 
with the management team and the wraparound provider agencies to develop a set of coaching tools 
that will be implemented with supervisors by their supervisors (Supervisor Coaching Tool) and with 
care coordinators by their supervisors (Care Coordinator Supervisory Coaching Tool). These tools are 
tied to individual child outcomes, as measured by the Child and Adolescent Functional Assessment 
Scale (CAFAS), any differences in CAFAS progress for children and families of color, and the set of critical 
clinical indicators that are on the dashboard. These indicators include: timely family engagement, a 
reduction in use of inpatient and other out-of-home options, whether services on the treatment plan 
are authorized and/or utilized, and the use of family and community supports.

CO  Project BLOOM, Colorado
Using Multiple Financing Sources for Train the Trainer Approach and Early 
Childhood Mental Health Training
The state uses a “train the trainer” approach for all of the training provided related to early childhood 
mental health services. In addition, the Early Childhood Mental Health specialists at the community 
mental health centers (CMHCs) in each community in Colorado provide training to other providers 
on early childhood mental health. SAMHSA system of care grant resources have been used to provide 
extensive training and follow-up coaching on the DC: 0–3R diagnostic system for early childhood 
mental health to build capacity in this area, as well as for training in the wraparound approach 
(including extensive training for wraparound facilitators), early childhood mental health consultation, 
and parent-professional partnerships on a statewide basis. Training has been offered at no or little 
cost to communities.

To further the development of a workforce prepared to deliver early childhood mental health 
consultation, a resource and sustainability took kit for providers was developed on “Mental Heath 
Consultation in Early Care and Education.”  It includes:

•	 Section I. Program Implementation and Workforce Development, including a mental health 
consultation brief, mental health consultation competencies, and a monograph
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•	 Section II. Funding, including a funding source overview, and a funding fact sheets series
•	 Section III. Issues and Advocacy, including landscape and opportunities, talking points, funding 

perspectives, and a mental health consultation Colorado survey report.
Partners in training and workforce development related to early childhood mental health include:

•	 Harris Fellowship in Infant Mental Health at the University of Colorado – Some staff have gone 
through this program at the University of Colorado for in-depth training on infant mental 
health. This program also co-sponsors training on DC: 0-3R and has done an early childhood 
mental health track at the mental health provider organization’s annual conference and other 
conferences, using their own resources. This was funded by the Colorado Behavioral Healthcare 
Council, the sponsors of the conference.

•	 Part C – The Part C program (of the Department of Developmental Disabilities) has provided 
resources for wraparound training.

•	 The Center on the Social and Emotional Foundations for Early Learning (CSEFEL) — A collaborative 
entity including the University of South Florida and University of Colorado at Denver Health 
Sciences Center focused on promoting the social emotional development and school readiness of 
young children birth to age 5. CSEFEL is a national resource center funded by the Office of Head 
Start and Child Care Bureau for disseminating research and evidence-based practices to early 
childhood programs across the country. Extensive, user-friendly training materials, videos, and 
print resources have been developed that are available to help early care, health and education 
providers based on the Pyramid Model.  

•	 Training on the Pyramid Model — The Pyramid Model for Promoting the Social and Emotional 
Development of Infants and Young Children is a conceptual framework of evidence-based 
practices developed by two national, federally-funded research and training centers: CSEFEL and 
the Center for Evidence-Based Practices: Young Children with Challenging Behavior (CEBP). These 
centers’ faculty, including faculty at the University of Colorado at Denver and Health Sciences 
Center (UCDHSC), represent nationally recognized researchers and program developers in the 
areas of social skills and challenging behavior. Colorado has offered two, four-day trainings-for-
trainers in the Pyramid Model, with over 200 people trained. Attendees paid a fee to support the 
training.

•	 Smart Start Colorado, Office of Professional Development — Operated out of the Community 
College of Denver, the Office of Professional Development has a charge to implement 
professional development programs for the state in four domains to establish core knowledge 
and competencies – health, mental health, family support, and early care/education. The office 
will house a training registry. The effort is funded by the Colorado Division of Child Care and a 
Colorado foundation. It is based at a community college in Denver which trains a lot of early care 
and education providers in an associate’s degree program. 

•	 A Project BLOOM Professional Development Committee has worked on pre-service training 
issues. Faculty in graduate programs and community colleges have been surveyed to determine 
what currently is being taught in early childhood mental health and system of care development 
and what needs they identify. At the time of the site visit, a webinar was planned to discuss the 
core elements of early childhood mental health and system of care development that need to 
be incorporated into curricula for the different disciplines (clinical providers, educators, etc.). An 
ultimate goal is to create a credential or endorsement for staff in early childhood mental health 
and system of care development. Subcommittees of the Professional Development Committee 
have worked on identifying competencies in several areas:

•	 Early childhood mental health consultation (a self-evaluation checklist)



7.
 �F

in
an

cin
g 

Ke
y S

ys
te

m
 of

 Ca
re

 Fe
at

ur
es

302� Effective Financing Strategies for Systems of Care: Examples from the Field

•	 Early care and education (e.g., child care, preschool, Head Start)
•	 Clinical competencies
•	 Family members have been a part of this work and will “vet” competencies.

  B.	� Provide Payment Rates that Incentivize Qualified Providers for 
Home and Community-Based Services 

Financing strategies include: 
1. � Incorporate payment rates and policies that incentivize 

providers to develop and provide home and community-based 
services

2. � Incorporate payment rates and policies that incentivize 
recruitment and retention of qualified staff

  1.	� Incorporate Payment Rates and Policies that Incentivize 
Providers to Develop and Provide Home and 
Community-Based Services 
To create incentives for providers to develop and provide home and community-based services, sites 
have implemented strategies that establish higher rates for home and community-based services, as 
in Arizona and Michigan. Others, such as Choices and Wraparound Milwaukee, purchase primarily 
home and community-based services, in effect, creating a strong market for these services and 
incentives for providers to develop home and community-based service capacity.

WI  Wraparound Milwaukee
Providing Training on the Wraparound Approach
Wraparound Milwaukee provides training to providers in all aspects of the wraparound approach 
and Wraparound Milwaukee’s operations. It also provides close supervision and coaching for care 
coordinators. Care coordinators must be certified by completing 40 hours of mandatory training, 
and there are mandatory, monthly in-service trainings on clinical and program issues. Wraparound 
Milwaukee partners with parent co-trainers and has a contract with Families United to provide 
training. It also has a contract with the child welfare system to train all 400 child welfare workers in 
the county on the wraparound approach and other elements of the program.
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AZ  Arizona
Establishing Higher Rates for Services in Out-of-Office Settings
The state established higher rates for out-of-office than for in-office services to encourage therapists 
to provide services in homes and schools and not just in offices. Also, it pays a tiered system of rates 
for out-of-home care, with rates decreasing with longer stays. In addition, there are multiple levels 
of case management provided by paraprofessionals, mental health techs and licensed professionals. 
The system pays the lowest rate to paraprofessionals in office-based settings and the highest rate to 
licensed professionals in out-of-office settings.

 Value Options says that being able to be a provider in the network is an incentive to provide 
home and community-based services (since that is the thrust of the system reform). Also, the size 
and growth of the provider is contingent on the provider’s performance in providing home and 
community-based services. 

For out-of-home services, there is a tiered rate structure. The longer the length of stay in a level 
one placement (i.e., hospital or residential treatment center), the rate drops (with the exception of 
level one programs serving youth with sex offenses).

CA  California
Negotiating Higher Rates for Community-Based and Cultural Services
In Contra Costa, the county can negotiate for a higher rate for specialty services and for cultural 
or linguistic capacity. The county also is able to do “single case agreements” for a particular type of 
service not in the network but needed by a given child.

MI  Michigan 
Establishing Higher Reimbursement Rate for Home and Community-Based 
Services
The state Medicaid agency provides higher reimbursement rates and lower case load sizes for providers 
of home and community-based services than for providers of traditional outpatient services.

Choices  Choices
Purchasing Primarily Home and Community-Based Services
Choices purchases primarily home and community-based services; 80% of the dollars go to 
community providers. The rates paid by Choices are comparable to the rates paid by public 
sector agencies. Choices has, in effect, created new home and community-based services, such as 
mentoring. Its demand to purchase this service resulted in the establishment of a new “industry.”
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OH Cuyahoga County, Ohio
Incentivizing Home and Community-Based Services
Cuyahoga County has engaged in a number of strategies to incentivize providers to develop home 
and community-based services, for example:
•	 Creating a “soft landing” for providers when the number of referrals for residential treatment 

centers (RTCs) drops off — The county child welfare agency (DCFS) traditionally has had a strong 
relationship with a group of residential care providers through contracts for services and dollars. 
As DCFS reformed its system and reduced the number of children entering child welfare custody 
(e.g., due to front end services and supports through Family Team Decision Making), the number 
of children needing residential care dropped. However, rather than immediately reducing its 
contracts with the RTCs, DCFS held the RTC providers harmless for two years and allowed them to 
develop community based services with the extra funds that resulted from serving fewer children 
in residential care. In the third year, contract amounts with the residential providers dropped, and 
DCFS invested these dollars into the greater system of care. This process helped many of the RTCs 
to survive the change and to develop the kind of community-based services that children and 
families served by DCFS needed. At one point, DCFS was spending $105 million for board and 
care. It now spends $54 million. 

•	 Establishing a process for determining rates — Uniform service descriptions are provided 
by Cuyahoga Tapestry System of Care (CTSOC). Service providers who belong to the provider 
services network (PSN) propose a unit rate (subject to negotiation with CTSOC) for each of these 
services. Rates for certain services (e.g., Medicaid services) have been previously established. 
Once approved by CTSOC, each provider’s rates are applicable for the calendar year. The PSN 
application process allows providers to list the services they plan to offer from the uniform list 
and the rates they propose for those services. Providers also can propose to offer new services, 
not currently listed in the uniform service descriptions. They must provide a brief description 
of the new services and a proposed rate/unit. In the future, CTSOC intends to move toward a 
uniform rate schedule for specific services. (see http://cuyahogatapestry.org/pdf/Partners/
ExhibitAServiceDesList.pdf).

•	 Not capping the amount of funds that any single provider can receive — CTSOC does not 
cap the amount of funds that an individual provider can receive. The system of care wants to 
reward providers who offer effective services needed by children and families. There are no 
“not to exceed” clauses in the provider memoranda of understanding (MOUs). The plans of care 
developed by child and family (wraparound) teams determine which services get used from 
which providers.

•	 Allowing the six Care Coordination Partnerships (CCPs) to request advances against future 
billings — The contracts with the six Care Coordination Partnerships (CCPs) allow them to request 
advances from CTSOC against future billings. The contractor proposes a schedule for recoupment 
of the advances at the time of the request. The recoupment is offset against payments for billings 
for contracted services rendered within the terms of the contract. This policy was put in place to 
cover the start up year of the system.
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NY  Erie County, New York
Providing Incentives for Residential Providers to Shift to Home and 
Community-Based Services
One deliberate strategy of Family Voices Network is to encourage traditional residential providers 
to shift towards offering home and community-based services and to reduce lengths of stay in 
residential care. For those providers who are willing to do so, the Erie County Department of Mental 
Health (ECDMH) offered them fiscal incentives, including new contracts for wraparound services. 
The two providers who participated in the pilot and were successful in reducing lengths of stay were 
asked to manage large pots of flexible dollars and to develop vendor services that are accessed by the 
child and family teams. 

One innovative CEO of a large children’s agency is partnering in a number of ways with the Family 
Voices Network by moving 30 staff, including his executive team, from a suburban location to an 
urban, high-risk neighborhood. The agency has recently opened a Family Resource Center on the East 
Side of Buffalo, another high-risk area. The Family Resource Center is inviting other agencies to locate 
staff and services in the building and is hiring community members for specific roles and tasks.

WI  Wraparound Milwaukee
Purchasing Primarily Home and Community-Based Services
Milwaukee’s entire orientation is toward home and community-based services. It has systematically 
conveyed that message to providers and has made clear the types of services it is most interested in 
buying. Wraparound Milwaukee developed definitions and rates for over 85 specific services and 
supports in its system. It sets its own uniform rates for all of the services/supports in its network, 
except residential treatment, the rates for which are set by the state.
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Choices  Choices
Paying Usual and Customary Rates
Choices pays providers their “usual and customary” fee, as documented in existing contracts for the 
service in question. Choices must pay comparable rates that providers receive for the service from 
other payers. The community resource manager looks at the average rates for particular services and 
then negotiates with individual providers and provider agencies. For new services, such as mentoring, 
Choices enters into negotiation with providers and establishes a new scale for payments. Small 
providers tend to get a greater share of Choices business. Larger provider agencies often are more 
demanding of higher rates, and, thus, may not receive the volume of referrals. The system is based on 
competition. Providers with favorable rates, and who consistently demonstrate positive outcomes, 
will receive the most consistent rate of referrals.

WI  Wraparound Milwaukee
Paying Providers Promptly
Given the breadth of the Milwaukee network, the system pays rates that are sufficient to attract and 
retain providers. At the same time, Wraparound Milwaukee pays its providers very quickly, which 
is another incentive for providers to participate (and which can help to offset concerns about rate 
sufficiency). Providers are able to bill every week for services rendered, and they get paid within 
five days.

  2.	� Incorporate Payment Rates that Incentivize Recruitment and 
Retention of Qualified Staff
Payment rates and policies to help recruit and retain qualified staff were found in several sites. 
For example, Arizona pays off college loans of some professionals entering the behavioral health 
system as an incentive.

AZ  Arizona
Paying College Loans for Behavioral Health Professionals
Arizona stakeholders reported that the system (as in a lot of states) has difficulty recruiting and 
retaining staff. Legislation had been passed to pay off college loans of some professionals going into 
the behavioral health system, which Regional Behavioral Health Authorities (RBHAs) are using as an 
incentive for recruitment.
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  V.	 Finance Accountability Processes

Systems of care need reliable, practical data and accountability mechanisms to guide 
decision-making and quality improvement in the provision of services to children 
and adolescents and their families. The development of strong accountability and 
continuous quality improvement procedures requires a financial investment in good 
information systems, as well as financing to support the collection, analysis, and 
use of data by administrators and other stakeholders to build on system strengths, 
remediate deficiencies, and make decisions about resource allocation. Accountability 
and quality improvement procedures require data on the populations being 
served, service utilization, service quality, cost, and outcomes at multiple levels (the 
system level, service level, and child and family level). Use of performance-based or 
outcomes-based contracting allows systems of care to incorporate accountability 
procedures in contracts with providers. In addition, financing is required for a focal 
point of accountability for systems of care, that is, an agency, office, or entity that is 
responsible for policy and management of the system of care. 

Financing strategies are:
A. � Finance Mechanisms to Track and Manage Utilization, Quality, 

Cost, and Outcomes 
B. � Utilize Performance-Based or Outcomes-Based Contracting 
C. � Finance a Leadership, Policy, and Management Infrastructure 

for Systems of Care 
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  A.	� Finance Mechanisms to Track and Manage Utilization, 
Quality, Cost, and Outcomes

Financing strategies include: 
1. � Finance mechanisms to track utilization, quality, cost, and 

outcomes and to use data to guide financing and service 
delivery policies 

2. � Collect and use data on cost-benefit, cost avoidance, and cost 
savings

3. � Use care managers to play a role in accountability
4. � Incorporate financial incentives or sanctions associated with 

utilization, quality, cost, or outcomes
5. � Finance the development of electronic medical records systems

  1.	� Finance Mechanisms to Track Utilization, Quality, Cost, and 
Outcomes and to Use Data to Guide Financing and Service 
Delivery Policies 
The sites studied make financial investments in mechanisms for tracking information related to 
service utilization, quality, cost, and outcomes and use this information for system improvement.

AZ  Arizona
Financing a Quality Monitoring System Tied to Principles
At the time of the study visit, Arizona Department of Health Services, Division of Behavioral Health 
Services (ADHS/BHS) was in the early stages of implementing a new quality monitoring (QM) 
system driven by the JK settlement agreement and is interested in using data to drive quality and 
effectiveness. In the past, quality monitoring was driven by Medicaid and focused on generic practice 
standards, such as access to care and physical/behavioral health coordination. Now, there is a QM 
children’s subcommittee. The new quality system is tied to the 12 principles in the JK settlement 
agreement and includes both process and outcome measures. This includes a Child and Family Team 
Practice Review and reporting requirements related to outcomes. 

Each Regional Behavioral Health Authority (RBHA) now undergoes an intensive review of the 
child and family team processes throughout its provider network. This is done through chart reviews 
and interviews with families conducted by independent teams of family members and wraparound 
specialists. This Practice Review is looking at process issues, not outcomes. In Maricopa County, 110 
case reviews in one quarter were conducted. At the time of the visit, ADHS/BHS had just received 
the first round of data from RBHAs and will use the data to inform quality improvement efforts. For 
example, areas needing improvement identified by the first round of practice reviews included: 
a need for better use of natural helpers; a need for better crisis and safety plans; an issue with 
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timeliness of service provision; and concerns about the adequacy of provider networks. Strengths 
included cultural competence and family involvement. As part of quality improvement, the Best 
Practices Committee is recommending a focus on supervisory-level training and coaching.

With respect to the new reporting requirements related to outcomes, for every child in 
the system, RBHAs are required to report outcomes in several areas – success in school; safety; 
preparation for adulthood; decreased criminal justice involvement; lives with family; and, increased 
stability in family and living conditions. There is a different set of outcomes for the 0-5 population, 
which include:  emotional regulation, readiness to learn, safety and stability. Outcomes are reported 
by child and family teams at enrollment and at six months in response to “yes or no” questions, or 
by clinical liaisons for children who do not have a child and family team, who have to document a 
process involving children and families to answer the questions. These data can be found on the 
ADHS/BHS website under “What’s New: JK Measures.”

The system also tracks cost by funding source and cost by rate group (e.g., child welfare 
population) – there are 22 different funding categories. The cost data are broken out by child/youth 
and adult. These cost data are part of RBHA deliverables.

Arizona uses independent quality monitoring teams that include family members; also, there is 
a quality monitoring process mandated by Medicaid that involves independent case reviews of 1500 
cases (adult and child) a year. ADHS/BHS also has access to 16,000 sets of data representing over 
50,000 children and youth, and the data can be cut by age, ethnicity, region and whether a child has 
a child and family team, to support special analyses. Penetration rates of the child welfare population 
can be tracked as can their use of out of home placements (but not of counseling services). 
Reportedly, the system is experiencing better outcomes for children who have child and family teams. 

In terms of utilization management, this is a managed care system in which there are utilization 
management mechanisms at state, plan and program levels. Value Options monitors utilization in 
Maricopa County and must pre-authorize higher levels of care, such as residential treatment. Child 
and family teams manage utilization at an individual child/family level.

CA  California
Using System of Care Grant Funds to Assess Outcomes 

The state Department of Mental Health requires counties to measure family and youth 
satisfaction, and it will be using funds from the Mental Health Services Act (MHSA-Prop 63) to help 
counties strengthen infrastructure to track outcomes. Contra Costa does family and youth satisfaction 
surveys twice a year. In addition, Contra Costa has outcome data related to children served through 
its federal SAMHSA and ACF system of care grants because funding from the grants allowed them to 
study the impact. Their data show reduced lengths of stay in child welfare, reduced juvenile justice 
recidivism, and improved school functioning for children served through a wraparound approach. 
The county indicated that when county and state funds were cut due to deficits (and federal grants 
ended), infrastructure was the first to go, including the capacity to track utilization, quality, costs and 
outcomes. The Mental Health Services Act (MHSA – Prop 63) funds will enable them to rebuild this 
capacity, beginning with populations served through the Community Services and Supports (CSS) 
Component (i.e., transition age youth and families in the underserved far eastern part of the county). 
Over time, MHSA’s current restrictions to limit infrastructure to CSS issues will be lifted. Currently, the 
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county does ad hoc data inquiries, including looking at high users. For example, at the time of the 
site visit, the county had identified 50 “high users,” 35 of whom were children and youth.  The county 
also noted the difficulty in recruiting and retaining IT staff with the county’s proximity to Silicon Valley 
where corporate employers pay higher salaries. Also, the county IT division serves both health and 
mental health, and physical health tends to consume a far greater share of IT’s time. Contra Costa 
noted that in some other counties, IT staff are directly assigned to mental health, which works better. 
(Centralized support systems, such as IT, personnel, and contracts, in general, are problematic at the 
county level as it takes time to navigate these systems, and they are not necessarily knowledgeable 
about mental health’s particular issues.)

HI  Hawaii
Financing a  Quality Assurance and Improvement Program
The system has utilization, cost, quality and outcome data, managed by the Child and Adolescent 
Mental Health Management Information System (CAMHMIS) through its various modules. The Child 
and Adolescent Mental Health Division (CAMHD) has a Quality Assurance and Improvement Program 
(QAIP) operated by its central office and guided by a Performance Improvement Steering Committee. 
The types of data used to inform the quality improvement process include: utilization review, sentinel 
events, grievances and appeals, monitoring, caseloads and vacancies, access, credentialing, facilities 
certifications, training, and other aspects of CAMHD’s performance. Each Family Guidance Center 
has an internal structure for reviewing performance data and managing performance improvement 
initiatives (an interdisciplinary Quality Assurance Team); a Quality Assurance Specialist at each Family 
Guidance Center manages these efforts. 

In addition, each provider agency with which CAMHD contracts is required to have a continuous 
quality improvement system. Contractors are required to submit quarterly reports on the agency’s 
Quality Assurance and Improvement Program. Providers also are required to submit the following 
quality data to CAMHD on a quarterly basis:

•	 Access data — number and percentage of referrals reviewed within 48 hours, number and 
percentage of youth accepted upon referral, number and percentage of youth seen within five 
days of referral, number and percentage of youth ejected from program

•	 Quality of service provision measure — number and percentage of staff fully credentialed
•	 Least restrictive measure — average length of treatment
•	 Treatment measure — number and percentage of youth that have met treatment goals
•	 Outcome data are collected on each child served by CAMHD to enable evaluation of the 

performance of the system and its providers. Measures tracked include: 
•	 Number and percentage of youth with improved functioning as measured by CAFAS or PE CAFAS, 

Achenbach and CALOCUS
•	 Number of youth served in an out of state setting
•	 Number and percentage of youth served within the community setting
•	 Number and percentage of youth with good school attendance
•	 Number and percentage of youth arrested
•	 Number and percentage of youth involved in school and community pro-social activities
•	 Satisfaction
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An example of tracking quality is the quality review focused on the Coordinated Service Plans 
(CSPs). A number of indicators were identified and defined operationally regarding this individualized 
service planning process, resulting in a “review scale.”  The indicators specify that:

1.	 The plan includes all relevant stakeholders including the child and family as evidenced by 
signature and/or explanation.

2.	 The plan provides evidence that there is a clear understanding of what the child needs.
3.	 The plan is individualized and clearly identifies and links strategies to the preferences and 

strengths of the child, family and community.
4.	 There is evidence that informal/natural supports are indicated and infused into the plan.
5.	 Evidence-based strategies/interventions are included in the plan and are appropriate to the 

diagnosis.
6.	 Focal concerns and priority needs are addressed.
7.	 The plan conveys a long-term view that will lead the child toward desired goals and outcomes.
8.	 Services and strategies are accountable (includes persons responsible for implementation, 

timeliness, and resource provision.)
9.	 A contingency and crisis component is evident.
10.	 Transitions/discharges are adequately addressed.
11.	� If child is in an out-of-home placement, conditions and strategies for return home or appropriate 

least restrictive setting are clearly indicated.
CAMHD studied the rate of child improvements during fiscal years 2002-2004, including analyses 

across measures of functioning, service needs, and symptomatology. The study found youth were 
improving more rapidly at the end of the study than at the beginning. This time period coincided 
with performance improvement initiatives within CAMHD, including the dissemination of evidence-
based practices, improvement of care coordination practice, increased information feedback to 
stakeholders, improved utilization management, adoption of the use of statewide performance 
measures, restructuring quality improvement operations, and the integration of practice-focused 
performance management (i.e.,  quality assurance efforts that are discretely focused on specific 
practices, such as youth/family engagement, individualized planning, or coordination of services) at 
various levels of the service system. It was suggested that these system improvements may have an 
impact on improved youth outcomes.

The state routinely collects system performance information, including information on: the 
population served, service utilization data on the type and amount of direct services provided, 
financial information about the cost of services, system performance information about the quality 
and operation of the infrastructure that supports services, and outcome information regarding 
functioning and satisfaction of children, youth and families.

A statewide performance improvement committee reviews data and provides the data along with 
recommendations to the governing body. In addition, data are provided to the quality assurance (QA) 
teams at each of the Family Guidance Centers for review. Two Family Guidance Centers have emerged 
as being the most efficient while achieving the same outcomes as others. The state plans to study 
these centers to determine the strategies used by these centers to maintain both cost-efficiency and 
outcomes.

Utilization management efforts may suggest special studies that are then conducted in 
particular areas to focus on a systemic issue. For example, a study was conducted on utilization of 
therapeutic group homes to determine why utilization of this service was decreasing statewide. It 
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was determined that schools did not refer youth to therapeutic group homes because there was no 
educational component. This led to identification of the need for an alternative school component to 
some therapeutic group homes to avoid placement in a residential treatment center.

A number of performance measures for the children’s mental health system operated by CAMHD 
are tracked to monitor the functioning of the system. For each of these performance measures, 
CAMHD has specified “statements” that break them down into specific indicators, thresholds for 
achievement, data to be used to derive the performance information, data source, and benchmarks, 
as follows:

1.	� CAMHD will maintain sufficient personnel to serve the eligible population  
95% of mental health care coordinator positions are filled 
90% of central administration positions are filled 
Average care coordinator caseloads are in range of 15-20 per full time coordinator

2.	 CAMHD will maintain sufficient fiscal allocation to sustain service delivery. 
Sustain within quarterly budget allocation

3.	 CAMHD will maintain timely payment to provider agencies. 
95% contracted providers are paid within 30 days

4.	 CAMHD will provide timely access to a full array of community-based services. 
98% of youth receive services within 30 days of request 
95% of youth receive the specific services identified by the educational team plan

5.	 CAMHD will timely and effectively respond to stakeholders’ concerns. 
95% of youth served have no documented complaint received 
85% of provider agencies have no documented complaint received 
85% of provider agencies will have no documented complaint about CAMHD performance

6.	 Youth will receive the necessary treatment services in a community-based environment within 
the least restrictive setting. 
95% of youth receive treatment within the State of Hawaii 
65% of youth are able to receive treatment while living in their home

7.	 CAMHD will consistently implement an individualized, client and family centered planning 
process. 
85% of youth have a current Coordinated Service Plan (CSP) 
85% of Coordinated Service Plan review indicators meet quality standards

8.	 There will be a statewide community-based infrastructure to ensure quality service delivery in all 
communities

9.	� Mental health services will be provided by an array of quality provider agencies. 
85% of performance indicators are met for each Family Guidance Center 
100% of agencies will maintain acceptable scoring on internal reviews 
100% of provider agencies are monitored annually 
85% of provider agencies are rated as performing at an acceptable level

10.	 CAMHD will demonstrate improvement in child status. 
60% of youth sampled show improvement in functioning since entering CAMHD as measured 
by the CAFAS or Achenbach 
85% of those with case-based reviews show acceptable child status
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11.	 Families will be engaged as partners in the planning process. 
85% if families surveyed report satisfaction with CAMHD services

12.	 There will be state-level quality performance that ensures effective infrastructure to support the 
system. 
85% of CAMHD Central Office performance measures will be met

Data are used for system improvement. For example, data from the Annual Evaluation Report 
for fiscal year 2005 showed that disruptive behavior disorders comprised the most common 
problem among youth registered in the CAMHD system, with 48% having a primary or secondary 
diagnosis in the disruptive behavior category. Two evidence-based interventions with demonstrated 
effectiveness for youth with disruptive behaviors have been increased in the system – Multisystemic 
Therapy—MST (utilization increased in FY 2005) and Multidimensional Treatment Foster Care (an 
RFP for this service was recently released). In addition, the annual report showed that the growth 
in utilization of community residential services was contained, which was a system goal, although 
costs for this service increased. Data showed that evidence-based practices were not being used to 
the extent desired among CAMHD providers, prompting actions to increase their use in therapeutic 
interventions. Data also pointed to the need for further exploration of the factors that have resulted 
in youth being discharged from the CAMHD system with more problematic functioning and greater 
service needs than youth discharged in prior years, despite the fact that they showed improvement 
with services at a more rapid pace. Similarly, although out-of-state placements remained low, the 
report found an increase in the use of hospital services, suggesting the need for more aggressive 
strategies to reduce hospital utilization.

Michigan 
Financing a Data System to Track Utilization, Costs, and Outcomes
The Community Mental Health Services Programs (CMHSP) cost report provides the data that are 
necessary for the Department of Community Health (DCH) to manage the CMHSP contracts and 
provide reports to the legislature. The data describe and represent the support activities provided to 
or on behalf of all recipients of CMHSP services regardless of funding stream (Medicaid, general fund, 
grant funds, private pay, third party pay, contracts). The cost reports provide information on:

1.	 Total units, cases, and costs per procedure code. This includes: number of units that 
were provided during the period of this report for each eligibility group (individuals with a 
developmental disability, adults with mental illness, and children with mental illness); peer-
delivered units, costs, and peer-delivered expenditures (typically drop-in center activities); 
residential room and board; pharmacy; unique number of cases per procedure code; total 
expenditures per procedure code; substance abuse procedure codes. 

2.	 Prevention- Indirect Service- total expenditures (staff, facility, equipment, staff travel, contract 
services, supplies and materials) for indirect prevention activities.

3.	 Mental Health/Developmental Disabilities Medicaid Administration by PIHP Hub for 
its Affiliate CMHSPs: The CMHSPs who are Prepaid Inpatient Health Plans (PIHPs) for affiliate 
CMHSPs report administrative costs where the PIHP/CMHSP retained Medicaid funding to assist 
with the administration of affiliated programs.

4.	 Mental Health/Developmental Disabilities Administration by CMHSP. Total expenditures for 
managed care administration performed by the CMHSP for all services.
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5.	 Substance abuse services and administrative costs. This includes the total expenditures 
(services + administration) for substance abuse services managed or provided by the CMHSP to 
individuals with substance use disorders in the CMHSP catchment area.

6.	 Total MH/DD Cases and Costs. This includes the total unduplicated number of cases and costs 
for each group.  
The Prepaid Inpatient Health Plan (PIHP) cost reports provide the Medicaid service data that 
DCH needs to manage the PIHP contracts, and it is also used to set rates by the actuary. If the 
PIHP is affiliated with a CMHSP and other services providers, the PIHP must report this data as an 
aggregation of all Medicaid services provided in the service area by its affiliates. The data in this 
report describe and reveal the support activities provided on behalf of or to Medicaid recipients. 
However, this does not include Children’s Waiver beneficiaries. The information reflected is for 
mental health and substance abuse coverage for the state plan, services provided under the 
authority of Section 1915(b)(3) waiver, and the Habilitation Supports Waiver.

In addition, in order to monitor expenditures, provided services, and consumer outcomes, 
Michigan requires the CMHSPs and the PIHPs to provide data on costs, services, consumer 
demographics, and administrative activities. The Michigan Mission-Based Performance Indicator 
System was first implemented in fiscal year 1997 and is written into the state’s contract with the 
18 PIHPs and 46 CMHCs. Since 1997, the system has undergone changes based on feedback from 
consumers, families, advocates and mental health professionals. In the early stages of the systems 
there were 51 indicators. The list was shortened, and there are currently 15 indicators. The indicators 
measure the performance of PIHPs for their Medicaid beneficiaries, including those that received 
substance abuse services, and the CMHSPs for all persons with mental health and developmental 
disabilities. The system measures indicators in four domains:
•	 Access, including the percent of children and adults receiving a pre-admission screening for 

psychiatric inpatient care for whom the disposition was completed within three hours, the 
percent of new persons receiving a face-to-face assessment with a professional within 14 
calendar days of a non-emergency request for service, the percent of new persons starting any 
needed on-going service within 14 days of a non-emergent assessment with a professional, the 
percent of discharges from a psychiatric inpatient unit who are seen for follow-up care within 
seven days, the percent of Medicaid recipients having received PIHP managed services, the 
percent of face-to-face assessment with professionals that result in decisions to deny services

•	 Adequacy/ appropriateness, including the percent of Habilitation Supports Waiver (HSW) 
enrollees during the quarter with encounters who are receiving at least one HSW service per 
month other than supports coordination

•	 Outcomes, including the percent of children and adults readmitted to an inpatient psychiatric 
unit within 30 days of discharge, the annual number of substantiated recipient rights complaints 
per thousand persons served, in the categories of Abuse and Neglect I and II, the semi-annual 
number of sentinel events per thousand Medicaid beneficiaries served  (sentinel events include 
death, injuries requiring emergency room visits and/or admissions to hospitals, physical illness 
requiring admissions to hospitals, arrests, convictions, serious challenging behaviors and 
medication errors), the number of suicides per thousand persons served

•	 Efficiency, including the percent of total expenditures spent on managed care administrative functions for 
CMHSP and PIHPs. 
The Michigan Department of Community Health (MDCH) contracts with Eastern Michigan 

University (EMU) for a project entitled Level of Functioning (LOF). The purpose of the project is to 
assist the state and Community Mental Health Service Programs (CMHSPs) in studying client level 
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outcomes using the Children and Adolescent Functional Assessment Scale (CAFAS). Participation is 
voluntarily and collaborative between MDCH, EMU, and the CMHSPs. The providers send outcome 
data monthly to the University, and in return, receive data profiling their site monthly as well as 
a yearly report using comparison statistics for a pooled dataset for the State. The purpose is to 
encourage providers to earnestly engage in self-scrutiny so that they can assess their strengths 
and weaknesses and improve the latter. Meetings are held twice a year where data are shared and 
analyzed with all of the participants. Training and technical assistance are provided in CAFAS rater 
reliability, use of the automated version of the CAFAS, as well as in how to produce reports that are 
useful clinically as well as administratively. Data from this project have been used for a variety of 
purposes. Some of these include the following:

•	 Identify evidence based practices and evaluate the impact the training has had on therapists
•	 Establish objective eligibility criteria for home-based services to ensure efficient use of limited 

resources
•	 Identify exemplary programs and to study those programs so others can learn from their service 

approaches
•	 Assist CMHSPs in a variety of quality improvement projects
•	 To improve the quality of the services provided by the CMHSPs 

The impact of all of these efforts has been to improve the quality of the mental health services 
provided to the children and families served by the public mental health system in Michigan. 

VT  Vermont
Reporting State and Local Performance Information
At local and state levels, the system of care incorporates a variety of utilization, quality, cost, and 
outcomes management mechanisms. Local agencies have a schedule of reported utilization and cost 
data to the state, and these are routinely reported. The state tracks:

•	 Quality of child behavioral health services
•	 Costs of child behavioral health services in total
•	 Costs of services by child served
•	 Outliers (i.e., high utilizers of services)
•	 Utilization and cost by type of population served

The state publishes many of these data in a statistical information resource from the Department of 
Mental Health and in periodic reports issued by the Vermont Performance Indicator Project, which 
issues brief reports on a weekly basis providing information about different aspects of the behavioral 
healthcare system (http://healthvermont.gov/mh/docs/pips/pip-reports.aspx). These reports 
(PIPs) are available on the state’s site and investigate indicators such as: 

•	 Access to care
•	 Practice patterns
•	 Treatment outcomes 
•	 Concerns of criminal justice involvement
•	 Employment
•	 Hospitalization
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These reviews often examine the relationship of mental health services with other programs and state 
agencies. Cross-agency data analysis is facilitated by the use of a statistical methodology that provides 
unduplicated counts of the number of individuals served by multiple agencies, without reference to 
personally identifying information, thus protecting confidentiality and complying with HIPAA.

In addition, the local Designated Agencies receive periodic reviews and a comprehensive review 
at least every four years to ensure quality performance. Every two years, agency staff and members 
of the State Program Standing Committee conduct a separate program review as part of the state’s 
continuous quality improvement plan. Detailed data are gathered on four quality domains: access to 
care; practice patterns of care; results of care; and agency structure/administration. The findings of 
this review form the basis for ongoing discussions and planning for program development, resource 
allocation, and budgeting. The state tracking and monitoring also has developed and relies on 
regular measurements of how caseloads overlap across agencies and on satisfaction with services by 
adolescents served and by parents of children served.

NE  Central Nebraska
Tracking Utilization, Outcomes, Quality, and Costs
Tracking Utilization — The cooperative agreement between the Nebraska Department of Health and 

Human Services and Region 3 Behavioral Health Services (BHS) to establish an individualized system 
of care for high need youth who are in state custody included a joint responsibility for utilization 
management. The Care Management Team (CMT), funded jointly by Region 3 BHS and the Central 
Area Office of Protection and Safety, serves this function. The CMT ensures that children/youth are 
cared for in the least restrictive, highest quality, and most appropriate level of care. 
The Care Management Team (CMT) provides utilization management and review through a 
systematic process using the CAFAS, risk assessment tools, caregiver and youth interviews, 
psychological evaluations and other clinical and education/vocational information. It conducts 
pre-admission screening and ongoing review of children in higher levels of care. The CMT 
maintains an up-to-date database which tracks youth placement and monitors length-of-stay 
information. The CMT is staffed by licensed mental health clinicians. This is very helpful in the 
negotiations with Magellan for access to services for individual children. In FY 2005, 210 youth 
were referred to the CMT. 

Tracking Outcomes — While families are receiving services, Professional Partners and Care 
Coordinators receive management information reports incorporating scores from the variety of 
assessment tools that are administered at intake and at regular intervals during service delivery. 
Integrated Care Coordination (ICCU) program directors are provided an executive summary 
which describes the children who have been accepted into an ICCU each month and the 
children who have been disenrolled. Areas tracked for accepted youth include: diagnosis, CAFAS 
scores, types of behavior displayed by the youth accepted, levels of care, assessment of parental 
behavioral health issues, each child’s permanency plan, and status of adjudications. The report 
also summarizes the placement status for each child who is disenrolled. 
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Tracking Quality — The contract with Families CARE, the family support and advocacy organization 
in Central Nebraska, includes monitoring fidelity to the wraparound model. Families CARE 
staff collect information from parents, youth, and care coordinators to measure fidelity and to 
assess satisfaction. The results are aggregated and distributed to the various wraparound based 
programs. This feedback allows for continual improvements of the programs and builds capacity 
for parent-to-parent support by using family members as evaluators. Team members who 
participate on child and family teams are also asked to assess wraparound fidelity on a semi-
annual basis.

Tracking Costs — To track utilization and account for how the Integrated Care Coordination (ICCU) 
program spends its case rate, Region 3 Behavioral Health Services (BHS) administrators prepare 
a monthly report that identifies, by child, direct service costs (including services provided, flex 
funds spent, and concrete expenditures such as transportation or rent) and non-direct service 
costs. This monthly report shows the extent to which the case rate was under- or over-spent 
for each child. From these reports on individual children/families, Region 3 BHS is able to track 
trends over a period of time such as: average cost per family, average cost of direct services, 
costs for youth who are in placement compared to costs for youth who are not in out-of-home 
placements, average monthly costs for different types of placements, and monthly associated 
non-service costs (including staff personnel costs). Yearly and monthly increases and decreases 
in expenditures by placement type also are tracked.

Choices  Choices
Financing an Integrated Management Information System
An integrated management information system, called The Clinical Manager (TCM), was developed 
as a tool for system management in both the clinical and fiscal arenas. Encompassing all aspects of 
Choices’ data requirements, TCM includes clinical information and plan of care, claims adjudication, 
service authorization, service utilization, tracking progress, tracking outcomes, tracking costs, 
medication management, historical information, and contract management. Clinical and fiscal 
records for a child and family can be viewed together, affording team members prompt access to 
both types of data and resulting in more efficient care management. Data are analyzed by: payers, 
team, and individual care coordinator. The Child and Adolescent Needs and Strengths (CANS), 
measuring clinical and family outcomes, has been integrated into the TCM process and is now a part 
of the software package. 

Utilization is tracked based on service authorizations. Services are authorized prospectively 
and then authorization is compared with actual utilization. Monitoring utilization allows for an 
understanding of service utilization patterns, costs, and outcomes, and helps to identify team 
dynamics, training needs, provider management needs, and fiscal issues needing attention. 

Choices contracted with the Indiana Consortium for Mental Health Services Research to conduct 
evaluation activities relative to Dawn in areas including profiles of Dawn Project participants, 
patterns of service use, the dynamics of the service coordination teams, client outcomes and service 
effectiveness, system-level functioning (the implementation of system of care principles within the 
managed care system), and the functioning of the family support and advocacy organization. 
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Recent evaluation data on Dawn demonstrated:
•	 Dawn was able to maintain the majority of its participants within community-based care settings.
•	 Ratings of functional impairments improved significantly as rated by the Child and Adolescent 

Functional Assessment Scale (CAFAS), Child Behavior Check List (CBCL), and Behavioral and 
Emotional Rating Scale (BERS)

•	 Number of delinquent offenses committed by youth in Dawn declined over time
•	 Youth showed significant improvement over time in school attendance, level of discipline 

problems, and academic performance
•	 65% of youth leave the program by meeting goals established by their child and family team
•	 Majority of caregivers (and youth) are either satisfied or very satisfied with services provided, level 

of cultural competence, and their level of involvement in planning treatment
•	 Caregivers reported significant improvement in their overall functioning and perceived level of 

caregiver strain
•	 Dawn provides a diverse mix of services. 
•	 Two services most closely related to less positive outcomes and increased expenditures are crisis/

respite and residential treatment services
•	 Dawn increased collaboration among child-serving systems in Marion County, highlighted 

importance of family involvement, and drew attention to family strengths as basis of treatment 
planning.

OH  Cuyahoga County, Ohio
Leasing a Web-Based Multipurpose Information System and Using Data 
to Drive Decision Making
Synthesis is Cuyahoga County’s web-based multipurpose management information system, 
which it leases from Wraparound Milwaukee, which developed the system. Synthesis enables the 
county to track utilization, quality, cost and outcomes. It is used also for service authorization, case 
management, and invoicing. The county uses SAMHSA grant funds to lease Synthesis, to pay for web 
hosting and to cover the necessary consulting fees. 

The county child-serving systems have agreed upon the following outcomes that are tracked for 
children and families served by Cuyahoga Tapestry System of Care (CTSOC). These include: 

•	 Children are with their families in the community
•	 Children have increased rates of attendance at school
•	 Children have improved performance in school
•	 Children show improvement in Ohio Scales Scores (problem severity and functioning)
•	 Family assessments indicate improved family functioning
•	 Reduced length of stay in residential settings
•	 Reduced length of stay in psychiatric settings
•	 Reduced recidivism in referrals to juvenile court
•	 Reduced recidivism and reduced penetration in child welfare
•	 Children needing to be placed are placed with kin or in the same neighborhood as their home
•	 Treatment is provided for children and youth who continue to cycle through system involvement 

because their needs for treatment are not being met
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CTSOC was selected as a pilot site and development partner with the federal Center for Mental 
Health Services to implement the Continuous Quality Improvement (CQI) protocol for systems of care. 
According to the report of the federal site visit, Cuyahoga County also has done an excellent job in 
implementing the national system of care evaluation. Enrollment and retention rates are high for the 
evaluation, and there is a well thought out longitudinal plan to continue the national evaluation.

The county uses data to drive decision making and to improve its system of care. As data are 
collected, data are shared on the website (www.CuyahogaTapestry.org), sent to the System of Care 
Oversight Committee, especially to the subcommittees on evaluation, the Funders Group, and to 
the Parent Advisory Council. Data are shared with system of care supervisors as information impacts 
their practice. The Learning Communities receive data, and family stories are woven with data in the 
Cuyahoga Tapestry System of Care (CTSOC) electronic newsletter, Threads. The culture in Cuyahoga 
County is now an “addiction to data.” Funders in Cuyahoga County are “data dependent”. The child-
serving systems all agreed upon which outcomes to track, and they analyze data to determine if they 
are achieving them and to guide decision-making. When the national evaluation ends, the county 
will keep tracking data via Synthesis and the Ohio Scales. A system administrator noted that “a month 
without data is a month without sunshine.”  The county tries to be transparent in everything it does, 
and data enable them to do this. 

The June 2007 federal site visit report noted several examples of how CTSOC uses a data driven 
approach: 

•	 When the county noticed that referrals to the Cuyahoga Tapestry System of Care (CTSOC) from 
juvenile justice were low, they trained probation officers to boost their referral rates. 

•	 When the CQI data showed there was an issue in providing timely services, changes were made in 
the intake process so that families would not have to wait. 

•	 The county used the data from its 2004 study of the costs of mental health services for children 
placed by DCFS to get approval from the Board of County Commissioners to invest county funds 
($9.5 million) in the SOC (thru 12/09).

Two additional examples of how the county has used data to guide financing and service delivery 
and to obtain additional resources involve the following:

•	 The county felt that its parent advocates were a positive force in changing its system of care 
and ensuring family voice. To examine this, the evaluators developed the Parent Advocate 
Activity Form (PAAF) to track activity and effectiveness. The PAAF began as an administrative 
management tool and became an outcomes based assessment tool. They learned that 92% of 
caregivers are very satisfied or satisfied with their parent advocates, 88% agreed that parents 
advocates were “there when needed”, and 84% saw their parent advocates at least twice a month. 
They also learned that parent advocate services were giving caregivers the confidence and skills 
necessary to obtain employment. Data from the PAAF were used to: increase family voice in the 
system of care; to demonstrate the need for more parent advocates; to increase collaboration 
between parent advocates and care managers; and to demonstrate the need for training, 
coaching and fidelity to the wraparound model. Parent advocates and family members used 
these data with the Board of County Commissioners to request more parent advocate positions. 
The county also used the data to support its application to SAMHSA for supplemental funds to 
develop a pilot parent coaching program.

•	 One of the first assignments for the system of care evaluators was to do a baseline study in 2004 
(2nd yr of SOC grant) to look at duplication of costs across child welfare and mental health. The 
study looked at children’s utilization of services over their lifetimes, not just at a point in time. 
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They discovered high rates of cross-system involvement. This made a strong case for cross-system 
service delivery and building a county-wide system of care. Having local cost data was critical for 
the decision-makers. Similar national data were not good enough. The county also learned from 
this study that they were spending four times as many Medicaid dollars on mental health services 
for youth in the Department of Child and Family Services (DCFS) Levels 3–6 placements as they 
were for the general population of children/youth receiving mental health services. They learned 
that child welfare was driving the system. The data showed that DCFS needed CTSOC’s help to 
reduce costs and to keep children in their own homes. The county believes that the 2004 baseline 
data will help them make the case for a system of care line item in 2009 after SAMHSA grant funds 
have ended. The 2004 data were obtained “on a handshake.” County leaders believe that trust and 
partnership between the child welfare director, the Mental Health Services Board, and the Kent 
State University evaluators enabled them to gather data on duplicated costs.
 

NY  Erie County, New York
Tracking Milestones Achieved in System of Care
Milestones achieved to date regarding increasing system capacity, reducing system penetration and 
the use of institutional care include each of the following:

Increased Systems Capacity:
1.	 Identify in a timely manner, utilizing objective criteria, individuals at risk of significant system 

penetration:
•	 The implementation of a Multidisciplinary Persons in Need of Supervision (PINS-i.e. youth 

with status offenses) Diversion Family Services Team (FST) to identify at risk PINS Youth, 
utilizing objective screening and assessment tools and structured decision making practices 
to ensure the optimal service linkage to effective community services for at risk youth;

•	 Reducing the time to link youth and families to services by 66%, from six weeks to two weeks 
in 2007, through Family Voices Network’s single points of access 

•	 Next Step is to establish a Juvenile Delinquent Service Team applying the emerging practices 
of the PINS FST to a new multidisciplinary team of Probation, Detention and Mental Health 
practitioners.

2.	 By integrating the efforts of the above Single Points of Access, Erie County has initiated the 
process to establish a virtual overall Single Point of Entry for all residential placements.

3.	 Development of sufficient capacity in Wraparound and other Evidence Based/ Emerging 
Community Services to interrupt system penetration and provide effective alternatives to 
institutional placement:
•	 Entering 2008, Wraparound capacity was funded at a capacity of 469 slots with approximately 

$4.8 Million of flexible service dollars.
•	 Additional funded capacity in the service continuum that includes 24/ 7 Mobile Crisis 

Response Team, overnight respite, Functional Family Treatment, Multisystemic Therapy, 
Urgent Access Intensive In Home, Family Support, Youth Advocacy, Juvenile Justice Tracking 
and Monitoring, Integrated Alcohol and Substance Abuse Clinic with Family Supports, 
PINS Diversion Early Intervention, Preventive Services for Educational Neglect, Community 
Resource Center, and PINS Family Mediation.
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4.	 Shortened Length of Stay Initiative:
•	 Reforms to be Implemented in the next six weeks include: linkage to Wraparound prior to 

Court Placement decision; flexibility by Court to extend Shortened Length of Stay (SLOS) 
to a broader group of Youth; expansion of designated Wraparound Slots to accommodate 
increases in SLOS Enrollment;

•	 Dedicated Quality Improvement capacity to ensure increased effectiveness and the 
achievement of valued outcomes.

5.	 Real time data and management structures:
•	 Development of Performance Dashboard to monitor the achievement of critical milestones 

in improving fidelity to practice standards and its impact on the achievement of valued 
outcomes.

•	 Application of the dashboard tool to redefining supervision, learning community, and 
management functions;

•	 Improving the capacity to identify emerging challenges and establish system and service/ 
practice adjustments to address challenges. 

6.	 2008 Total Investment in Community SOC Services is $16.1 Million.   

Reduced System Penetration and Use of Institutional Care:
1.	 Reductions in Juvenile Justice System Penetration:

•	 44% Reduction in PINS Petitions from the 2004/05 Base (i.e., from 808 to 453);
•	 76% Reduction in PINS Youth Placed on Formal Probation from the 2004/05 Base (i.e., from 

299 to 68);
2.	 Reduced Placement in Institutional Care:

•	 Psychiatric Inpatient Beds normatively operating at approximately 56% of Licensed Capacity;
•	 37% Reduction in Average Daily Census for Secure Detention from the 2004 Base (i.e., from 38 

to 22);
•	 70% Reduction in Average Daily Census for Non- Secure Detention from the 2004 Base (i.e., 

From 56 to 19); and,
•	 33.6% Decrease in Annual Residential Treatment Center Bed Days from the 2005 Base (i.e., 

from 80,556 to 53,517).
3.		 Annual Savings in Absolute Residential Treatment Center (RTC) Expenditures from the 2005 

Base is $5.1 Million (i.e., from $22.1 Million to $17 Million). 
•	 Investments to date in the System of Care from the 2005 Base Funding Levels include each of 

the following:
•	 Blended SOC Funding @ $5.81 Million;
•	 Reinvestment of RTC Savings @ $2.95 Million; and
•	 Expansion of the NYS Office of Mental Health Home & Community Based Waiver @ $1.67 

Million.
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In addition, the Erie County Department of Mental Health (ECDMH) has a contract with a 
consultant to redefine a software system as a management tool. He has added a critical data 
dashboard of clinical indicators for the wraparound agencies, which displays by provider agency. The 
indicators include:

•	 Current enrollees with length of stay less than 14 months.
•	 Engagement, as measured by families assigned but not opened or discharged in less than 90 days
•	 Changes in CAFAS score at 6 months and 12 months
•	 Successful discharges as measured by objectives met
•	 Enrolled youth who are discharged without an RTC or inpatient placement

The indicators are reviewed monthly by the management team of Family Voices Network, the 
local system of care. Data from the dashboard are updated on a monthly basis and shared with the 
management team of Family Voices Network, the family roundtable, and with care coordinators. A 
similar data dashboard is under development for other vendors of children’s services.

The Wraparound Fidelity Index is used by Child and Family Teams at the six wraparound agencies. 
Data are reviewed and used to inform system change. For example, data indicate that when families 
are discharged, there is insufficient transition to informal supports and services. The CAFAS is used to 
assess child and family progress. Specific issues have been examined, for example, why some families 
leave before services are complete and how to better engage families.

CO  Project BLOOM, Colorado
Financing a Web-Based Data System and Providing Information to 
Leadership Committee and Communities
The primary tracking mechanism at Project BLOOM is through the TSOC (Tracking System of Care) 
web-based data system, which tracks the following:
•	 Quality — The Wraparound Fidelity Index is used to assess the quality of services as well as the 

national evaluation’s CQI report card
•	 Cost — The Services and  Cost Study of the national evaluation, cost data from the TSOC system, 

and the Smart Start financial modeling project are used to determine and track costs
•	 Outcomes — The TSOC tracks outcomes (e.g., movement from placements, expulsions from 

child care, changes in assessment scores). In addition, some system of care outcomes are 
tracked through Smart Start, such as family involvement. The Early Childhood Specialists track 
outcomes through the CCAR (Colorado Client Assessment Record, the state’s mental health 
management information system) and the Parenting Stress Index (PSI) which can be found 
at: www.friendsnrc.org/download/outcomeresources/toolkit/annot/psi.pdf. The CCAR 
and the PSI are used to measure: child’s mental health symptoms (CCAR overall symptom 
severity at admission and discharge), level of functioning (CCAR overall level of functioning 
at admission and discharge), social skills (CCAR interpersonal domain and/or socialization 
domain ratings), change in rate of child care expulsions (CCAR outcome section out of school, 
defined as childcare or preschool), school readiness (CCAR outcome section for under age 
six), family relationships (CCAR family domain ratings at admission and discharge and parent/
child interaction on the PSI), changes in rates of out-of-home placements (CCAR update for 
current living arrangement when placement changes), family stress (overall score on PSI), family 
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isolation/social supports (CCAR social support domain rating), family sense of competence 
(CCAR empowerment domain). In addition, trainings attended and delivered are tracked for 
early childhood mental health professional development, and the number of screenings/
assessments completed is tracked to assess the extent to which mental health is being infused 
into early childhood systems. Another example of outcomes tracked is the reliable change 
index of child behavior and emotional problems for young children (Child Behavior Checklist 
-CBCL). This has shown that for both internalizing and externalizing behaviors, about 30% of 
the children improved from intake to 12 months, about 54% remained stable, and about 15% 
deteriorated. 

•	 Utilization — TSOC tracks services used. Findings indicate that the support services most 
frequently used by children in Project BLOOM systems of care between intake and six months 
include: case management (60%), followed by informal supports (31%), behavioral/therapeutic 
aides (20%), family support (20%), after school programs (23%), transportation (17%), respite 
(17%), and flexible funds (17%). For clinical services, 86% received some type of therapy, 
including family, play and group; 24.6% received medication and medication monitoring; and 
3.5% received inpatient treatment. 

•	 Outliers — Outliers are tracked through TSOC by tracking service utilization and frequency.
	 Information is brought to the Project BLOOM leadership committee. A workshop was held for 

Project BLOOM communities, including families, by the Project BLOOM evaluation staff on how 
to present data to communities and how data can be used.

Data from the system-level assessment that are part of the national evaluation were provided to 
each of the Project BLOOM communities. Each community developed an improvement plan based on 
these results. Findings from the Wraparound Fidelity Index (WFI) also have been used to implement 
improvements. For example, it was determined that the use of natural supports was not as high as 
desired. A consultant was hired to work with the communities to increase the use of natural supports. 

A study was conducted by a contractor on enrollment into wraparound and to identify issues 
needing attention. One change implemented based on this study was the development of an 
eligibility definition including Axis 2 diagnoses as some children could not get services based on 
their diagnoses. Additionally, training for wraparound facilitators was improved and efforts were 
implemented to train additional wraparound facilitators.

	 A newsletter, the “Code PROJECT BLOOM Courier,” provides highlights of evaluation data to 
communities. Materials are provided to the PROJECT BLOOM coordinator in each community, and the 
evaluation team has gone to the communities to provide evaluation information and consultation. 
Each of the Project BLOOM communities has assigned a Quality Coordinator, who is responsible for 
examining TSOC data and using it to recommend and implement needed improvements.



7.
 �F

in
an

cin
g 

Ke
y S

ys
te

m
 of

 Ca
re

 Fe
at

ur
es

324� Effective Financing Strategies for Systems of Care: Examples from the Field

WI  Wraparound Milwaukee
Using a Web-Based Management Information System
Wraparound Milwaukee is a data-driven system that is supported by Synthesis, a web-based 
management information system, built and owned by Wraparound Milwaukee. Synthesis allows the 
system to capture real time, as well as retrospective, data. For example, progress notes on individual 
children are automated through Synthesis so that the MIS system is used, not only by managers 
and policymakers, but by clinicians and care managers. Synthesis captures all care planning, crisis 
plans, safety plans, and progress notes. It tracks all services/supports provided, for which youngsters 
and at what cost. It captures demographic data and outcome data. It is used for billing and claims 
adjudication and links to a system for automatic check writing. Providers are able to bill every week 
for services rendered, and they get paid within five days. Synthesis data also are used by Wraparound 
Milwaukee’s quality improvement (QI) staff. Over 300 people use Synthesis; Milwaukee uses a “train 
the trainers” approach to build capacity to use Synthesis.

Wraparound Milwaukee tracks program, clinical, fiscal, system and safety outcomes. It addresses 
the following:

•	 Is there improved clinical functioning as measured by the Child and Adolescent Functional 
Assessment Scale – CAFAS? (Note: Wraparound Milwaukee is considering abandoning use of the 
CAFAS, perhaps moving to use of the Child and Adolescent Needs and Strengths –CANS.)

•	 Has there been a reduction in the restrictiveness of living environment?
•	 Is there a reduction in juvenile justice contacts?
•	 Has school attendance improved?
•	 Are the wraparound costs comparable to or less than residential treatment costs?
•	 Are families and youth satisfied with services?

In terms of utilization management, this is a managed care system, in effect, in which there are 
utilization management mechanisms at the care coordinator and system management levels. Certain 
high-cost services, such as residential treatment and inpatient hospitalization, may require prior 
authorization, and outliers are reviewed. However, most providers are notified of units of services 
approved for the upcoming month based on the plans of care and service authorization requests 
submitted by care coordinators. Providers invoice online, and Synthesis matches services provided 
with those authorized under the plan of care.

Table 7.3 shows the types of information tracked by the sites. 
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Table 7.3
Types of Information Tracked

Information Tracked States Regional/Local Communities
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Quality of child behavioral health 
services

X X X X X X X X X X X X

Costs of child behavioral health 
services in total X X X X X X X X

X
X X X

Costs of services by child served X X X X X X X X X X

Outliers (i.e., high utilizers of services) X X X X X X X X X X

Utilization by type of population 
served (e.g., children in the child 
welfare and juvenile justice systems)

X X X X X X X X X X X X

Second Wave Only

Utilization by racial and ethnic 
subgroups

X X X X

Outcomes of services X X X X X

  2.	� Collect and Use Data on Cost-Benefit, Cost Avoidance, and  
Cost Savings
The use of data on cost-benefit, cost avoidance, or cost savings can provide powerful evidence of 
the efficacy of the services provided within a system of care approach. Several of the sites collect 
these types of data. For example, Hawaii collects and uses cost-benefit data through a process 
referred to as Data Envelope Analysis (DEA), and Wraparound Milwaukee collects and uses data 
on cost savings for youth who would otherwise be in residential treatment or correctional facilities. 
Project BLOOM  undertook an analysis to document the costs that could be avoided in the future 
by investing in the early childhood population.
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HI  Hawaii
Collecting and Using Cost-Benefit Data from Data Envelope Analysis (DEA) 
Cost-benefit data are used by the Hawaii system. Information from Data Envelope Analysis 
(DEA) analyses is provided to the system of care governing body. DEA is a linear programming 
methodology that examines the relative efficiencies of six mental health centers (Family Guidance 
Centers). The methodology is considered to be an important decision support tool for focusing 
quality and financial improvement efforts within a mental health service delivery system. The method 
involves examining multiple resource inputs (such as costs of operating expenses, staffing patterns, 
etc.) along with multiple quality outputs (such as youth outcomes, quantity of services, etc.). These 
multiple input and disparate input and output (cost and quality) measures are converted to a single 
comprehensive measure of “efficiency.”  In an example of the application of this methodology, 
indicators of quality outputs were compiled from the Child and Adolescent Mental Health Division’s 
(CAMHD) usual performance monitoring reports. Quality indicators included the percentage of 
youth receiving intensive in-home services/not removed from their homes, percentage of youth with 
Coordinated Service Plans meeting quality standards, percentage of youth showing improvement on 
the Child and Adolescent Functional Assessment Scale (CAFAS) or Achenbach System for Empirically 
Based Assessment, and percentage of youth with no documented complaint or grievance. Input 
indicators were taken from CAMHD’s routine staffing and financial summary reports and included 
office expenses per average client day per month, salary expenses per average client day per month, 
number of full time equivalents of care coordinators per average client day per month, selected 
summary costs of therapeutic services per average client day per month, and selected costs of out-of-
home treatment services per average client day per month. The results showed that five of the mental 
health centers could be considered “efficient,” but one of the six mental health centers had the lowest 
percentage of clients showing improvement on the CAFAS or Achenbach System for Empirically 
Based Assessment, as well as the highest input of resources per client day for three of the five 
resource inputs. The application of the DEA methodology allowed managers to compare themselves 
to those with the lowest costs and highest outputs. The analysis also indicated the need for additional 
data or operational evaluations to clarify results.

WI  Wraparound Milwaukee 
Collecting and Using Data on Cost Savings
Milwaukee does not have cost/benefit data per se, but it does have data available showing the cost 
savings for youth who would otherwise be in residential treatment or correctional placements and 
for children in child welfare who are in more permanent living arrangements. Wraparound Milwaukee 
contracts for a full-time evaluator who can conduct analyses using data directly from the Synthesis 
management information system. The system also has a strong quality improvement infrastructure. 
Wraparound Milwaukee outcomes include the following:

•	 Decrease in daily residential treatment center (RTC) population from 375 to 50
•	 Reduction in psychiatric inpatient days from 5,000 days to less than 200 days per year
•	 Average monthly cost of $4,200 (compared to $7,200 for RTC, $6,000 for juvenile detention, 

$18,000 for psychiatric hospitalization)
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•	 60% reduction in recidivism rates for delinquent youth from one year prior to enrollment to one 
year post enrollment

•	 School attendance for child welfare-involved children improved from 71% of days attended to 
86% days attended

•	 Reduction in placement disruption rates in child welfare from 65% to 30%
•	 91% of families reported that they and their child were treated with respect
•	 91% of families reported that staff were sensitive to their cultural, ethnic and spiritual needs

  3.	 Use Care Managers to Play a Role in Accountability
Care managers play important roles in managing utilization, quality, cost, and outcomes in the sites. 
Some sites provide data on a regular basis to care managers to monitor their assigned children 
and families and to enable them to compare their practice patterns with those of other care 
managers. For example, Choices provides data to child and family teams, team leaders, and care 
managers enabling them to assess their approaches, costs, and outcomes and to make appropriate 
adjustments.

Choices  Choices
Providing Data to Child and Family Teams, Team Leaders, and Care Managers
Child and family teams can review and respond to trends in service provision and cost data among 
the populations assigned to their team, enabling them to assess their approach more globally and 
plan their service strategies. The management information system (The Clinical Case Manager or TCM) 
helps to link process, outcome, service utilization, and cost data in a way that assists Choices to assess 
what services work, in what ways, for which children, and at what cost. Data reports are produced by 
worker and by team so that team leaders can review how workers use particular services and trends 
of teams. Inquiries focus on: 1) number of children in out-of-home placements, 2) types of out-of-
home placements used, 3) four-month trends regarding out-of-home placements, 3) overall cost per 
child, and 5) mentoring costs.

Providing Data to Care Managers
•	 In Arizona, Child and Family Team facilitators must ensure that child and family teams review all 

outcome domains at least every six months. 
•	 In California, state-level yearly reports are made available to everyone in the system.
•	 In Hawaii, care managers facilitate the child and family team process. The Coordinated Service 

Plan developed by the child and family team serves as the mechanism for service authorization, 
as all services and supports included in the plan are considered to be authorized. Care managers 
receive data reports on their practice, documenting services they are authorizing through the 
child and family team process and comparing their service utilization patterns with those of other 
care managers and with statewide patterns.

•	 In Wraparound Milwaukee, care coordinators and child and family teams have a responsibility 
to monitor outcomes and costs for individual children and families and receive real time and 
retrospective data through the Synthesis management information system to support this 
function.
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  4.	� Incorporate Incentives and/or Sanctions Associated with 
Utilization, Quality, Cost, or Outcomes 
Some sites establish incentives or sanctions associated with utilization, quality, or cost. For 
example, in Arizona, incentives are included in contracts with Regional Behavioral Health 
Authorities related to standards for access, functional improvement, satisfaction, consumer 
and family involvement, and others. In other sites, sanctions primarily involve discontinuing 
the participation of the provider if appropriate corrective actions are not taken in response 
to identified problems associated with utilization, quality, cost, or outcomes.

AZ  Arizona
Using Incentives 
Contract requirements with the Regional Behavioral Health Authorities (RHBAs), to which incentives 
are attached, relate to:  access standards; measurement of functional improvement; consumer and 
family satisfaction; coordination of care; cultural competence; and consumer and family involvement. 
These are also the measures used for quality improvement. The incentive pool represents 1% of the 
entire capitation pool. If RBHAs meet performance standards, they may receive funding from the 
incentive pool.

	
Using Sanctions
•	 In Hawaii, referrals to a provider agency may be stopped if there are concerns about utilization, 

quality or cost. Typically, data highlighting problems with utilization, quality, or cost are shared 
with the agency and corrective action is requested. In some cases, a provider agency may be 
closed for continued substandard performance. First, admissions at the agency could be closed 
for a period of time; then, children could be moved to other providers and the agency closed 
temporarily; then, the agency could be closed permanently. This has occurred once in a six month 
period prior to the site visit.

•	 In Vermont, the process of agency reviews results in a rating that indicates quality performance, 
may identify areas for improvement that are detailed in a corrective action plan, or begin a 
process to cut the agency from the contractor network because it failed to meet standards. 

•	 In Choices, sanctions available for providers involve primarily declining to make new referrals 
based on feedback from families and staff. Providers receive feedback from the community 
resource manager.

•	 In Wraparound Milwaukee, the system has an incentive to pay attention to cost and quality 
issues among providers, since the bulk of its funding is risk-based (either capitation or case 
rates).  Providers are paid on a fee-for-service basis, and Wraparound Milwaukee monitors their 
performance closely. If a given provider is not providing the types of services or quality care the 
system wants, it will not be used. Wraparound Milwaukee believes that its use of a “qualified 
provider panel,” from which providers are paid on a fee-for-service basis if they are used, gives it 
the mechanism to better manage quality and cost of care provided.
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  5.	 Finance the Development of Electronic Medical Records 
Electronic medical records will eventually be required through federal mandate, and most 
of  the sites have begun preparing. In Cuyahoga County, Wraparound Milwaukee, and 
Choices, the electronic management information system includes electronic clinical records.

Developing Electronic Medical Records:
•	 In Michigan, the Community Mental Health Service Providers are moving in this direction and it is covered 

by their budgets. 
•	 In California, this is in early developmental stages but the effort will be strengthened by Mental Health 

Services Act (MHSA - Prop 63) funds, which include information technology (IT) as a major component. The 
IT systems in the counties reportedly need major upgrading, and the state is working with them. The state’s 
plan for the technology component of MHSA was in late developmental stages at the time of the site visit. 
In anticipation of MHSA technology support funding, Contra Costa was in discussions with behavioral 
health IT vendors for web-based systems that would include a personal health record and tie cost to 
outcome by client.

•	 Wraparound Milwaukee and Cuyahoga County, Ohio use Synthesis, a system developed by Wraparound 
Milwaukee, as their system of care information technology systems, database web application case 
management, and service authorization system. Synthesis includes electronic clinical records. (Cuyahoga 
County leases the system from Milwaukee.) Wraparound Milwaukee integrates behavioral health and social 
services information into the electronic record, as well as information on the child’s primary care provider 
and use of medications prescribed by primary care providers.

•	 Choices uses The Clinical Manager (TCM) as its IT system, which incorporates an electronic clinical record. 
•	 In Colorado, some initial work is being undertaken on electronic medical records. Community mental 

health centers are participating in this.

  B.	� Utilize Performance-Based or Outcomes-Based 
Contracting
Performance or outcomes-based contracting is not utilized widely in the sites studied. However, 
some of the sites are working towards implementing performance-based contracting through a 
“score card,” pay for performance contracts, or financial incentives for fidelity to practice models 
and/or positive outcomes.

AZ  Arizona 
Using Performance Standards in Contracts with Regional Behavioral  
Health Authorities 
The Arizona Department of Health Services, Division of Behavioral Health Services’ (ADHS/
BHS) contracts with Regional Behavioral Health Authorities (RBHAs) include penalties for poor 
performance, but the state is interested in pay for performance arrangements in the future. The 
state does allot extra funds to plans that meet access to care standards. Value Options (VO) reported 
that they met the standards to receive the extra funding and then had to decide how to allocate the 
monies to providers in the network. None of the providers met all standards, but some met several of 
them so VO decided to give funds to all of the providers who met at least one standard.
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VO also indicated that it has implemented both incentives and sanctions for Comprehensive 
Service Providers (i.e. core service agencies) related to access for the Latino population. Providers can 
receive up to $10,000 a month depending on their meeting certain access standards (e.g., $2500 per 
month if reaching 40% of Latino eligibles).

Choices  Choices 
Developing a “Score Card” for Provider Outcomes
Choices is working to develop a “score card”, which would provide indicators for providers regarding 
the outcomes of particular services by provider. One aspect of this would involve tying Child and 
Adolescent Needs and Strengths (CANS) data to providers to assess whether behavior is improving 
with a given service, such as individual therapy. 

NY  Erie County, New York
Piloting Performance-Based Contracts
The Erie County Department of Mental Health (ECDMH) is piloting performance-based contracts 
with two of the wraparound agencies that include fiscal incentives for fidelity to practice and 
emphasize the relationship between practice and outcomes. There are milestones in the contracts 
for implementation of an administrative infrastructure and implementation of a real-time evaluation 
process that measures fidelity to practice and the connection between practice and outcomes. 
Provider agencies are assessed to determine whether they achieve one of four levels:

1.	 Below Level 1: Not fully reimbursed for expenditures
2.	 Level 1: Fully reimbursed for expenditures/actual costs
3.	 Level 2: Reimbursed up to full contracted amount, even if expenditures are lower than 

anticipated
4.	 Level 3: Performance premium of $30,000. 

The methodology for the incentive system does not include the funds for care managers 
or wraparound dollars. The domains that are assessed to determine level achievement are: 
1) Management oversight structures and practice, such as management of capacity through 
recruitment and retention of staff, a data reporting infrastructure, successful engagement of children 
and families, the integration of training and coaching into the agency culture, 2) Effective practice, 
as measured by fidelity to standards for evidence-based and/or emerging local practices and 
supervisory relationships that promote effective practice, 3) Short term, interval events that indicate 
achievement of service outcome milestones, and 4) Achievement of long-term family and system 
outcomes.
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CO  Project BLOOM, Colorado
Providing Incentive Payment for Positive Outcomes
Community mental health centers (CMHCs) will soon be able to get incentive payments for meeting 
outcomes. The Division of Mental Health will be re-instituting a program that pays for positive 
outcomes such as receiving high marks on consumer satisfaction surveys. Regarding the Project 
BLOOM systems of care, there are contractual obligations for the communities for number of enrolled 
children, maintaining a local governance council, and specific tasks, etc., though there are no specific 
financial incentives or penalties associated with these.

  C.	� Finance a Leadership, Policy, and Management 
Infrastructure for Systems of Care 

Financing strategies include: 
1. � Finance a focal point for policy and management of systems of 

care
2.  Finance leadership development for system of care leaders

  1.	� Finance a Focal Point for Policy and Management of  
Systems of Care 
To ensure accountability, a designated focal point of responsibility for policy and management of 
systems of care is essential along with committed and skilled leaders. All of the sites finance some 
type of focal point for management of the system of care. In most cases, this involves a state-level 
focal point of responsibility, as well as a local agency or entity for local system management.

Financing a Focal Point for System of Care Management at 
State and Local Levels
•	 In Arizona, state-level leadership is provided by the Arizona Department of Health Services, 

Division of Behavioral Health Services (ADHS/BHS) in partnership with its sister agencies. 
Leadership for the system at the county level in Maricopa County, at the time of the site visit, was 
provided by Value Options and the Family Involvement Center, working with other child-serving 
systems and stakeholders on an ad hoc basis.

•	 In California, there is a Child and Adolescent Chief at the state level. There is also a Mental Health 
Oversight and Accountability Commission for the Mental Health Services Act, which includes 
multiple stakeholders and individuals with system of care expertise. In Contra Costa, the County 
Administrator’s office has a Director of the Office of Children’s Services, county mental health has 
a children’s system of care manager, and there is a System of Care Policy Council. 
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•	 In Hawaii, the Child and Adolescent Mental Health Division (CAMHD), within the Department of 
Health, serves as the focal point for system management for the public children’s mental health 
system. A governing body oversees all policy making and management related to systems of 
care; this body does not involve cross-agency representation. The governing body is comprised 
of the CAMHD Division Chief, Medical Director, Performance Manager, the Executive Director of 
Hawaii Families As Allies, Branch Chiefs, and the Provider Relations Specialist. An interagency 
quality assurance committee plays a monitoring and advisory role to the system. Community 
interagency quality assurance committees play a similar role at the local level. Leaders for systems 
of care are positions within CAMHD at the state level, and within Family Guidance Centers at the 
local level.

•	 In New Jersey, the Division of Child Behavioral Health Services, Department of Children and 
Families, is the focal point for management of the statewide system of care initiative. The state 
contracts with an Administrative Services Organization-type entity (the Contracted Systems 
Administrator) to coordinate, authorize, and track care for all children entering the system and 
to assist in managing the system of care and improving quality. Locally, a Care Management 
Organization (CMO) in each region provides care coordination and accountability for children 
with intensive service needs. The CMO partners with a Family Support Organization (FSO) whose 
role is to provide education, support, and advocacy for caregivers and family members of children 
with serious emotional problems.

•	 In Vermont, the Department of Mental Health is the lead state office for children’s mental health. 
Vermont’s system of care legislation (Act 264) identifies agency partners and their responsibilities, 
as well as the fundamental partnership with families. A lead agency (Designated Agency) in each 
region is responsible for local management and operation. These structures are supported by 
local interagency teams and a state interagency team, which provide technical assistance and 
consultation on individual cases and a vehicle for problem-solving on systemic issues. The system 
level work is enhanced by a state level Advisory Board whose nine members are appointed by the 
Governor to advise the stakeholders on annual priority recommendations to further improve the 
interagency system of care. 

•	 In Central Nebraska, when a federal grant was received in 1997, the system of care was based 
on an existing infrastructure. Region 3 Behavioral Health Services (BHS) is the entity with a 
statutory responsibility to administer behavioral health services in Central Nebraska. This greatly 
enhanced the chances for sustainability. A cooperative agreement exists between the Nebraska 
Department of Health and Human Services (DHHS) and Region 3 BHS to create an individualized 
system of care for children in state custody who have extensive behavioral health needs. Within 
Central Nebraska, the system of care is managed as a “three legged stool” including Region 3 BHS 
(behavioral health) the Nebraska DHHS Central Service Area Office of Protection and Safety (child 
welfare) and Families CARE (family support and advocacy organization). 

•	 Choices is the focal point for system management for high-need sub-populations of youth in 
Marion County, Indiana; Hamilton County, Ohio; and Montgomery County and Baltimore City, 
Maryland.

•	 The Cuyahoga Tapestry System of Care (CTSOC) office serves as a public Administrative 
Services Organization (ASO) and reports to the Deputy County Administrator for Health and 
Human Services and the county’s interagency Funders Group. The ASO manages multiple 
braided funding streams and provides planning, communications, and operational and fiscal 
management for the system of care. The ASO manages Continuous Quality Improvement (CQI) 
and tracks outcomes (through Synthesis, a web-based management information system). The 



7. �Financing Key System
 of Care Features

Effective Financing Strategies for Systems of Care: Examples from the Field� 333

ASO handles care authorization and enrollment for the 900 children and families enrolled by 
the ASO and assigned to Care Coordination Partnerships. The ASO is funded with SAMHSA grant 
funds and county levy funds.

•	 In Erie County, New York, the focal point for system management is the management team of 
Family Voices Network (FVN) of Erie County, the local SAMHSA-funded system of care. Currently, 
FVN is situated within the Erie County Department of Mental Health, and the department also 
provides administrative support services for the system of care, including the management of 
the flexible funding pool. The long-range plan is that the local point of accountability will be a 
contracted Administrative Services Organization (ASO), rather than a county-based agency. 

•	 For Project BLOOM, Colorado, at the state level, the focal point for system of care policy and 
management is within the Division of Mental Health. At the local level, the focal point for system 
of care management is within the four community mental health centers. These are both funded 
with SAMHSA system of care grant resources. In addition, the Early Childhood Mental Health 
Councils in each community fulfill policy and advisory functions for the systems of care.

•	 Milwaukee County has created a focal point for the management of high-need youth through 
Wraparound Milwaukee, which is financed through multiple cross-system funding streams.

  2.	� Finance Leadership Development For System Of Care Leaders
The sites have implemented strategies to finance leadership development and training for systems 
of care, such as leadership academies, leadership development programs, training, and coaching.

Financing Leadership Development and Training
•	 Arizona has used tobacco monies, discretionary and formula grant funds to support leadership 

development across stakeholder groups (such as children’s systems, families, providers, and 
behavioral health organizations) in support of the JK settlement agreement. 

•	 In California, the California Institute of Mental Health sponsors a Leadership Academy for county 
mental health directors, which includes a focus on systems of care. The Children’s System of Care 
program also made dollars available to the counties for leadership development activities (but is 
now ended). Contra Costa used federal SOC grant monies for leadership development activities.

•	 In Hawaii, a ten-week leadership development program was sponsored by the state agency 
within the last year, focusing on both the theory and practice of leadership. The comprehensive 
leadership development course involved a full day of participation each week for the duration 
of the program. Families from Hawaii Families As Allies participated along with mental health 
system representatives, including branch chiefs and one level below branch chiefs throughout 
the agency. The goal was to create “empowered teams” throughout the system. 

•	 In Central Nebraska, the state has assumed a leadership role in developing systems of care 
across the six regions in Nebraska. Once Region 3 began to show positive results and a cost 
savings, its system of care leaders were encouraged by the Nebraska Department of Health 
and Human Services (DHHS) to provide technical assistance to other regions/service areas to 
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implement similar systems. Five of the six regions in Nebraska now have a care coordination 
system in place for children with significant mental health needs. One of the regions (Lincoln) 
also benefited from a federal system of care grant. However, the other three regions have 
implemented systems of care with some additional DHHS funding and the technical assistance 
provided with Region 3 cost savings. 

•	 Choices has been a key technical assistance resource for other areas of Indiana working to 
develop systems of care. In 2002, Choices was officially funded by the state as a technical 
assistance center (Technical Assistance Center for Systems of Care and Evidence-Based 
Practice) to provide assistance in developing systems of care throughout the state. The training 
and coaching provided through this center has been an important strategy for developing 
knowledgeable and skilled leaders for systems of care in Indiana.

•	 Wraparound Milwaukee, through its funding of Families United, training of providers, and staff 
development in system of care principles and operations, is creating leaders among stakeholder 
groups, for example among care coordinators, family members, judges, and others.
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Chapter 8. � Financing Behavioral Health Services to 
Children in the Child Welfare System and 
Their Families

Research and experience have confirmed that children and youth involved with the 
child welfare system and their families have high rates of behavioral health disorders. 
Medicaid’s costs for children in foster care are disproportionately large in comparison to this 
population’s enrollment in Medicaid. Children in care often change placements frequently. 
Collaborative relationships among systems — child welfare, mental health, Medicaid, 
etc. — and strategies for meeting the behavioral health needs of this population are critical 
for systems of care. The recently enacted Fostering Connections to Success and Increasing 
Adoptions Act requires state child welfare systems and state Medicaid agencies to develop 
plans to ensure appropriate and coordinated attention is paid to the health, behavioral 
health and dental needs of children in child welfare. Coordination of care, establishment 
of a medical/clinical home, attention to overuse of psychotropic medications, inclusion 
of an array of appropriate home and community-based supports, timely screening and 
assessment, inclusion of appropriate providers and of effective practices for this population, 
a focus on the family as well as the child, incorporation of risk-adjusted rates within managed 
care systems serving this population — these are all strategies that various of the sites in the 
study sample are employing to better serve this population.

The sites have implemented a number of strategies to provide behavioral health services to 
children involved with the child welfare system and their families, recognizing this population as 
a particularly high-risk group. Table 8.1 summarizes the strategies used by the sites in the second 
wave of site visits. Specific financing strategies used in some sites follow. For example, children and 
families involved with the child welfare system are a target population in Erie County; the mental 
health system has liaisons in child welfare offices in Contra Costa County, and Project BLOOM
co-locates staff with child welfare.
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Table 8.1

Strategies for Providing Behavioral Health Services to the Child Welfare Population

Strategies CA MI Cuyahoga Erie Project BLOOM

Financing community-based behavioral health 
services and supports for children and families in 
their own homes that might prevent them from 
entering more restrictive placements

X X X X

Financing behavioral health services and 
supports for family members of children who are 
in custody, especially if the family members are 
not eligible for Medicaid

X X X X

Funding behavioral health screening and 
comprehensive assessments for children in 
custody

X X X X

Funding behavioral health services for children 
in custody who do not meet medical necessity 
criteria

X X X X

Funding to meet the mental health needs of very 
young children

X X X

Financing child and family team service planning 
meetings

X X X X

Funding individualized and culturally 
appropriate services that are targeted to meet 
the needs of each child

X X X X

Funding the expansion of the pool of qualified 
behavioral health providers

X X X

Funding the development, provision, and 
monitoring of evidence-based practices for 
children in the child welfare system

X X X

Continuing to fund behavioral health services for 
children and families after reunification

X X X

Funding behavioral health services for youth 
who age out of the foster care system and into 
the adult system

X

Funding for co-location of child welfare and 
mental health staff

X X X X

Funding family-run organizations to provide 
child/family services and supports

X X X
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CO  Project BLOOM, Colorado
Core Services Funding and Co-Location of Early Childhood 
Mental Health Staff
Core services funding from the child welfare system is used to finance services that keep children in 
their homes and avoid out-of-home placements. In Mesa County, Project BLOOM staff are housed in 
the child welfare agency.

Financing Mental Health Liaisons in Child Welfare Regions, Screening, Team 
Decision Making, Wraparound, and Mobile Response Team
In Contra Costa, county mental health partners with the child welfare system in a number of ways. 
County mental health has mental health liaisons in each of the three child welfare regions (which 
correspond to the three mental health regions), who participate in Team Decision Making (TDM) 
meetings and with Neighborhood Collaboratives. The Annie E. Casey Foundation is partnering with 
the Stuart Foundation in California to develop Family-to-Family Neighborhood Collaboratives, and 
Contra Costa is an anchor site (i.e., a site that has shown sufficient promise to provide technical 
assistance to others in the state). Neighborhood Collaboratives are financed with foundation grants, 
SB 163 wraparound funds, Aid to Families with Dependent Children-Foster Care (AFDC-FC), and 
federal Promoting Safe and Stable Families (PSSF) funds. The federal Children’s Bureau system of care 
grant (which piggybacked on the SAMHSA system of care grant) expanded use of TDM and parent 
partners in child welfare and has had a focus on transition-age youth. Overall, this grant has targeted 
children in multiple placements, transition age youth, and “dual-jacketed” youth (i.e., involved in 
child welfare and juvenile justice).  Expansion of TDM has been facilitated by foundation grants 
(Stuart Foundation, Hedge Fund), federal system of care grants, and some county general revenue. 
The county started TDM with children 0-5 and African American families coming to the attention 
of CPS, then expanded to children with five or more placements, then to those exiting placements, 
then across the board to all children/families involved in child welfare. If all grants end, the county 
will try to sustain TDM with county general revenue and some PSSF funding, but TDM is principally 
grant-funded at present. At the time of the site visit, the county had applied for a federal Children’s 
Bureau grant to improve case planning, and TDM was built into that proposal as well. There is some 
coordination between TDM and Wraparound facilitated by the mental health liaisons, although at 
the time of the site visit, TDM was being used primarily with very young children, and mental health 
wraparound teams were working mainly with older children and youth. Wraparound is seen as one 
of several resources available to TDMs, along with family preservation, domestic violence programs, 
substance abuse programs, and case management. 

County mental health screens every child entering non relative placement; screenings are 
financed with Medi-Cal and county child welfare general revenue for non Medi-Cal children. County 
mental health has worked with child welfare to develop the same network of behavioral health 
providers for both Medi-Cal and non Medi-Cal children, paying the same rates. Child welfare also 
pays for a clerk at the county mental health agency to handle credentialing of new providers for child 
welfare; Medi-Cal administrative case management dollars cover some of these administrative costs. 
Of the 3,000 children seen through county mental health clinics, 65% are children in child welfare. 

Contra Costa also is one of 11 sites in the state to implement differential response working with 
at risk families coming to the attention of Child Protective Services (CPS). This includes a network of 
14 community based (indigenous) providers and faith-based organizations that can provide choice to 
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families, case management and supportive services. Forty percent of CPS referrals of families who are 
not removed are diverted to this differential response system, and, in addition, emergency response 
workers can refer to this system, which incorporates a strengths-based approach.   

In addition, the county received state Department of Social Services (DSS) kinship dollars to 
link children with behavioral health problems and low school performance in relative care to a case 
manager, who can link children to wraparound.    

Child welfare services are financed with 70% state and 30% county dollars. California has a IV-E 
waiver, but Contra Costa is not a waiver county. The Title IV-E waiver is a capped allocation model in 
which funds go the county in the form of a block grant based on an agreed upon special funding 
methodology developed by the state, Federal Children’s Bureau and participating counties. Contra 
Costa felt it was too much risk since the county population is growing. 

Senate Bill 163 is a major child welfare wraparound initiative in the state, with the authorizing 
legislation based on work done by Santa Clara County and Eastfield Ming Quong Children and 
Family Services. It targets wraparound alternatives for children in child welfare who are in or at risk 
for residential treatment. In Contra Costa, county mental health partners with child welfare to serve 
about 40 youth using SB 163 funds, which are AFDC-FC monies.  Most services provided to children 
in the initiative are financed using Medi-Cal; AFDC-FC is paying for non Medi-Cal services such as 
respite and for non Medi-Cal children. In Contra Costa, SB 163 has provided a mechanism to pay 
for wraparound approaches that were in danger of being cut with the ending of the federal system 
of care grant. Counties can keep savings generated by reducing lengths of stay or admissions to 
residential treatment centers (RTCs). Contra Costa saved $800,000 in 06-07, with three-quarters of the 
youth served staying in the community. To move it further, the county noted that it needs to recruit 
more therapeutic foster parents. The county has an Interagency Placement Resource Expansion Team 
to develop both high-end and low-end services.  

The federal Children’s Bureau system of care grant, which targets transition age youth exiting 
foster care or who are at risk of homelessness, also is a partnership between child welfare and mental 
health (and juvenile justice). The Mental Health Services Act -MHSA (Prop 63) Community Services 
and Supports funding also will support transition-age youth programming. 

County mental health also operates a Mobile Response Team that is helpful to child welfare 
workers at the front end, as well as for runaway youth. The foster families’ newsletter has carried 
articles about mobile response, and county mental health has oriented child welfare workers to 
its use.	
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NY  Erie, County, NY
Establishing Child Welfare Population as a Target Population
Family Voices Network, the local system of care in Erie County, is jointly managed by the county 
departments of child welfare, juvenile justice, and mental health. Children and families within the 
child welfare system represent a target population for Family Voices Network, and are screened by the 
Family Services Team. Consistent with standardized risk criteria, these children are eligible for mental 
health and other services within the system of care service continuum.

OH  Cuyahoga County, Ohio
Bringing System of Care and Family-to-Family Together
The Department of Child and Family Services (DCFS, the child welfare agency) has been a driving 
force and active partner in developing and expanding the system of care in Cuyahoga County 
and in bringing together two related reforms – system of care and Family-to-Family (F2F). F2F is a 
national initiative sponsored by the Annie E. Casey Foundation that partners child welfare systems 
with neighborhood collaboratives to wrap supports around families that are at risk for involvement 
with child welfare. Cuyahoga County is one of the oldest Family-to-Family sites in the country, with 
14 Neighborhood Collaboratives. In addition, Cuyahoga County has two federal system of care 
grants, one from the federal Center for Mental Health Services and one from the Center for Substance 
Abuse Treatment. DCFS in partnership with the county mental health agency and Board of County 
Commissioners provided the leadership to bring these related reforms together to strengthen 
the overall system of care approach and increase access to community- and neighborhood-based 
behavioral health services for children in child welfare, as well as other populations of children. The 
director of DCFS has redirected child welfare funds (especially the more flexible local funds) to assist 
in making this happen. 
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Chapter 9. � Financing Strategies For Tribal Systems of Care
Financing systems of care and their component services is extremely challenging in tribal 
communities.  The complications that arise when attempting to coordinate across multiple 
jurisdictions (for example, multiple states, tribal governments, and the federal government) 
are complex and can be difficult to navigate.  Systems of care in tribal communities may 
differ significantly from other systems of care due to the complexities of managing multiple 
jurisdictions and bureaucracies. Strong leadership coupled with political, financing, and 
policy finesse are critical factors in developing and implementing effective financing 
strategies for tribal systems of care.  In addition, system of care development in tribal 
communities often occurs in the context of historical trauma and in the context of a 
non-Western view of mental health challenges and treatment.  Thus, application of the 
system of care approach must be adapted to consider the conceptualization of illness and 
traditional healing approaches found in Native American communities. These differences 
in philosophical approach to treatment and healing require cross-system education and 
negotiation to create or adapt funding mechanisms that support tribal services. Effective 
financing strategies in tribal communities involve understanding, trust, and collaboration 
among states and tribes, as well as coordination of federal, state, local, and tribal financing 
streams. A report from a recent study devoted exclusively to tribal financing — Exploratory 
Description of Financing and Sustainability in American Indian and Alaska Native System of 
Care Communities — is now available on-line at the Technical Assistance Partnership website 
(www.tapartnership.org). 

Tribal Financing and Sustainability Study 
Fifteen American Indian and Alaska Native communities were funded between 1994 and 2006 through the 
Comprehensive Community Mental Health Services for Children and Their Families Program to develop 
tribal systems of care (see Table 9.1). They represent the broad diversity of tribal people and reflect rural 
reservations, urban Indian communities, and Alaska Native villages. Their cultures and languages are 
as diverse as their geographic locations and political environments, both of which have impacted the 
development of their systems of care. Half of the tribal communities were previous recipients of three-
year Circles of Care planning grants which provided financial and technical assistance to plan a culturally 
respectful mental health system of care.
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Table 9.1
American Indian and Alaska Native System of Care Grant Communities

System of Care Population of Focus State Funding Period

Graduated Communities
Restoration of K’e: The Navajo Nation  
Child Mental Health Project 

Navajo Nation New Mexico 1994–1999

Sacred Child Project North Dakota Tribes North Dakota 1997–2003

Kmihqitahasultipon (“We Remember”) 
Project

Passamaquoddy Nation Maine 1997–2003

With Eagles’ Wings Project Northern Arapaho and Shoshone Tribes Wyoming 1998–2004

M’no Bmaadzid Endaad Program
Sault Ste. Marie Tribe of Chippewa Indians 
and Bay Mills Tribe of Chippewa Indians

Michigan 1998–2004

People Working Together Project Yup’ik Eskimo and Athabascan Indians Alaska 1999–2005

Nagi Kicopi–Calling the Spirit Back 
Project

Oglala Sioux Tribe South Dakota 1999–2005

Ak-O-Nes Project Northern California Tribes California 2000–2006

Currently Funded Communities (at the time of the study)

Choctaw Nation CARES Project Choctaw Nation Oklahoma 2002–2008

“Ch’eghutsen” A System of Care Alaska Native Community Alaska 2002–2008

Urban Trails Project Urban Indian Community California 2003–2009

The Po’Ka Project Blackfeet Nation Montana 2005–2011

Tiwahe Wakan (Families as Sacred) Yankton Sioux Tribe South Dakota 2005–2011

Seven Generations System of Care Urban Indian Community California 2005–2011

Sewa Uusim Systems of Care Pascua Yaqui Tribe Arizona 2006–2012

An exploratory study was conducted between July 2007 and January 2008 in order to examine the 
unique financing opportunities and challenges of tribal systems of care in relation to sustainability. 
Telephone discussions were conducted with the tribal system of care project directors and fiscal managers 
in all 15 communities, and additional discussions were held with tribal governing boards and state funding 
source representatives during site visits at five locations. Thematic areas discussed included perspectives on 
sustainability; the economic, social, and political environment; infrastructure; services; and funding. 

The study revealed that the financing of tribal systems of care is particularly complicated. This is due to 
many factors, including the lack of financial resources in remote tribal communities, the impact of tribal-
state history on the willingness and ability to pursue financial partnerships, and the potential funding 
sources’ lack of knowledge about the advantages of working with tribes. Additional factors add to this 
complexity: the meaning of federally recognized tribes’ sovereign status as it relates to financing; the role of 
tribal self determination; the history of confusing policies guiding support for tribal services; the financing 
options of tribes that are recognized by states, but lack federal recognition; and the unique financial 
situation faced by urban Indian communities. These challenges become especially difficult to resolve when 
there is a lack of cross-cultural and cross-system problem solving. 
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Findings from the study included specific recommendations in several categories: 1) planning for 
financial sustainability, 2) interaction with political entities (including state and county funding sources), 
3) developing sustainable culture-based services, 4) role of technology and billing infrastructures, 5) use 
of tribal data in the development of data-driven financing strategies, 6) assessing and mobilizing available 
funding including coordination with tribal business plans, 7) developing cost formulas that reflect the true 
cost of culture-based and rural service delivery, 8) understanding state Medicaid plans and tribal financing 
implications, and 9) strategies for developing win-win financing partnerships with state, county, and private 
funding resources. 

The exploratory study found that relationships between tribal and state governments are critical 
for financing tribal services to children and their families. In addition, a review of data from the national 
evaluation of the federal Community Mental Health Services for Children and Their Families program (the 
federal “system of care program”) identified issues related to the sustainability of tribal systems of care, with 
a specific focus on fiscal sustainability. Each of these areas is discussed below.

Relationships between Tribal and  
State Governments 
The tribal study included discussions with state funding sources during site visits. The state funding 
source representatives stressed the importance of creating and strengthening relationships between state 
and tribal representatives, and characterized these relationships as being mutually beneficial. Although 
historical tribal-state relationships present unique challenges to overcome, state representatives revealed a 
wealth of structured processes available to develop partnerships with tribes. Each state representative had 
a formal tribal consultation policy in place within their department. In addition, states can use the Block 
Grants of the Social Security Act (Title IV-E funding), which include a formal process for working with tribes 
that can serve as a model for tribal-state relations. Some states have created a senior-level tribal liaison who 
serves as a direct conduit to tribal leadership, and some have created tribal-state boards for relationship 
building that are institutionalized through legislation. 

State governments also have a range of methods available to them to support tribal services and 
tribal financial sustainability. Some of the approaches used by states to increase partnerships with tribes 
and tribal organizations include: committing state and/or county time and resources to developing and 
problem-solving tribal financing strategies; developing flow charts on how tribes and tribal organizations 
can access state and/or county funding; developing tribal sections in state billing manuals; developing a 
state agency accreditation process for tribes as an alternative to the costly national accreditation services; 
providing Title IV-E administrative funds to tribes to support the development of five-year plans; reviewing 
the licensing and provider certification portions of state mental health plans and removing barriers for tribal 
services; and collaborating with tribes to develop alternatives for provider qualifications that not only build 
on paraprofessional resources but also address tribal workforce shortages and tribal career advancement 
opportunities. Several state representatives discussed alternatives to state laws that act as barriers to 
financing tribal services. If the law cannot be changed, state managers can promote regulatory changes 
instead, including recommending the certification of alternative providers, lessening the paperwork for 
documenting service provision, and reaching parity in payment for mental health and substance abuse 
services.
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Sustainability of Tribal Systems of Care 
The national evaluation of the federal system of care program assessed the ability of federally funded sites 
to sustain key components of their systems of care beyond the grant period. Data were collected from sites 
that had received funding between 1999 and 2003. Six tribal communities were included in the sample, and 
data were collected regarding sustainability, with a specific focus on financing. 

Regarding specific financing strategies used to sustain their systems of care, tribal respondents reported 
that the most frequently used strategy was “operating more efficiently through cutting costs” (83% of 
respondents). “Leveraging funding sources” and “increasing the ability to obtain Medicaid reimbursement 
for services” were the next most frequently reported strategies (75% and 67% of respondents, respectively). 
Although these strategies were reported as being used most frequently, respondents did not rate them as 
highly effective. 

“Administrative claiming” (that is, using available child welfare and Medicaid funds to cover 
administrative costs), “de-categorizing funding streams,” “charging fees for services,” and “creating new 
revenue by pursuing an activity unrelated to the system of care mission” (e.g., rental income, charging 
parking fees, enterprises) were the  financing strategies rated as least used and also as least effective. 
These four specific financing strategies rated as least used and least effective by respondents seem to 
reflect the tribal priority of focusing human resources on the immediate provision of services in high-need 
communities rather than on building the infrastructure needed to sustain the provision of services.

In addition to financing strategies, results indicated that “cultivating strong interagency relationships” 
and “involving stakeholders” were strategies reportedly used by most of the tribal communities. The 
selection of these strategies seems to reflect tribal cultural norms of community engagement and 
relationship building. In contrast, making policy or regulatory changes that support the system of 
care approach was reported as being one of the least-often used strategies for sustainability (47.6% of 
respondents), and it was rated as no more than moderately effective by 77% of the respondents. This 
stands in contrast to the state representatives who mentioned policy or regulatory changes as strategies to 
increase resources for tribal communities. 

The finding that infusing the system of care approach into the broader system was one of the lesser 
used sustainability strategies could reflect the struggle of some tribal communities to broadly infuse the 
system of care philosophy throughout the full range of tribal health service and economic development 
programs. Another general sustainability strategy reported as being used by relatively few respondents 
– “using evaluation/accountability results” – could reflect tribal mistrust of data and the lack of tribal-
developed data systems.

Implications   
Implications of findings from the Exploratory Description of Financing and Sustainability in American Indian 
and Alaska Native Communities include next steps such as the need for financing-focused training and 
technical assistance; broader dissemination of tribal best practices; and increased peer-to-peer learning 
opportunities on a range of topics such as accreditation, tribal-state agreements, Medicaid negotiations, 
third-party billing systems, and other tribal financing-related topics.
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	 Specific Tribal-State Examples   
Arizona and Bethel, Alaska, provide examples of effective financing strategies for tribal systems 
of care from the study sample. In Arizona, Tribal Regional Behavioral Health Authorities (TRBHAs) 
operate within the state’s managed care system. In Bethel, Alaska, a tribal organization (the Yukon 
Kuskokwim Health Corporation – YKHC) administers a comprehensive health care delivery system 
for the 56 rural communities comprising this area. Both approaches involve problem solving and 
collaboration between the state and tribes, coupled with coordination of multiple federal, state, 
local, and tribal financing streams.

AZ  Arizona
Using Tribal Regional Behavioral Health Authorities (TRBHAs)
At the time of theFIN site visit, only two of Arizona’s 21 tribes were opting to provide their own 
behavioral health services as Tribal Regional Behavioral Health Authorities (TRBHAs) through the 
Arizona Department of Health Services, Division of Behavioral Health Services (ADHS/BHS) managed 
care system. The TRBHAs may serve any tribal member; that is, they are not restricted by geography, 
which is one of the reasons that the TRBHAs are not capitated. Tribal members also may receive 
services through the Indian Health Service (IHS). Native Americans who live off the reservation, and 
are tribal members of a community that operates a TRBHA, can choose to enroll in the community’s 
TRBHA or enroll in the regular RBHA in their geographic area.

Those tribes that have chosen to set up a TRBHA have typically had the infrastructure and 
diversified revenue (including, for example, revenue from the gaming industry) and were already 
making significant investments in tribal health care. They have seen the TRBHA as a means to 
maximize their ability to use Medicaid and improve access to and coordination of services. Health 
and behavioral health services provided by Indian-run facilities are eligible for 100% federal Medicaid 
contribution, known as the federal pass-through program. In effect, Arizona tribes must deal with a 
bifurcated Medicaid system — the 1115 waiver in the state and the federal pass-through for tribes. 
The federal pass-through benefit is more traditional than the array of services covered under the 1115 
waiver, but the federal rate ends up being higher than state rates, and there is 100% federal funding. 
For example, case management is not a covered service by the pass-through, but it can be paid for 
through the 1115 waiver. The TRBHA will “pick and choose” whether to bill the federal pass-through 
or the 1115 waiver. The federal pass-through can only be used for services directly provided by the 
tribe. For example, there are over 60 providers – adult and child –in the Gila River TRBHA network. 
Only those that are Gila River community providers can be billed through the federal pass-through, 
while the off-reservation providers are billed through the 1115 waiver. The Gila River TRBHA is 
actively working to integrate TRBHA and IHS behavioral health services to achieve more coordinated, 
comprehensive services and maximize Medicaid financing. 

An issue for the TRBHAs is that, unlike the non-tribal RBHAs, they must use the state rates for 
services, since they are not capitated. (The RBHAs may establish their own rates within broader state 
guidelines.)  At the time of the site visit, the RBHA in Maricopa County was paying higher rates for 
some services in short supply, such as therapeutic foster care, which was aggravating the Gila River 
TRBHA’s ability to expand capacity within some of the same geographic area since they could not pay 
as high a rate. This issue also affects service utilization, since home and community-based alternatives 
are in short supply and, thus, more restrictive services may end up being used. One example provided 
by the Gila River TRBHA was the rate paid for sub-acute care. The Maricopa County RBHA’s rate 
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was $595/day, compared to the state rate of $240/day. Sympathetic to the TRBHA’s argument, and 
cognizant of the changing market, the rate was increased by the state to $700/day; and ADHS/BHS 
was looking at increasing the state rate for therapeutic foster care as well.

The Gila River TRBHA indicated that it started with the basics – crisis services and counseling 
services in home and at schools. It is now developing more home and community-based services, 
such as family support. It is recruiting family members as peer support providers (paying $9-13/
hour). Since job opportunities are very scarce on the reservation, they feel they will not have difficulty 
recruiting and adequate workforce.

The Indian Health Service (IHS) behavioral health clinic was not part of the TRBHA network at 
the time of the site visit. The IHS clinic was described as having long waiting lists and as generating 
referrals for services to the TRBHA. The TRBHA would like to move the IHS BH clinic into its network, 
which would also allow it to manage the quality of care. IHS operates a drug and alcohol program at 
Gila River, and the tribe is building a residential substance abuse program. Those services have also 
been outside of the TRBHA network; but since the site visit, the TRBHA has made progress. The IHS 
behavioral health clinic is in the process now of enrolling in the TRBHA network, and the residential 
substance abuse facility will become part of the TRBHA network once the facility is open.)  

Since the time of the site visit, the TRBHA has moved more to a “staff model” of owning its own 
services and clinical staff, rather than exclusively contracting out for services. For example, it has 
implemented an intensive outpatient program (IOP) for women recovering from methamphetamine 
use that it operates directly. The TRBHA has also hired its own in-home therapist so that it does not 
have to rely solely on county providers; as well as an aftercare therapist for substance abuse services. 
Most of this new service capacity has been made possible with funding from the state (ADHS/BHS). 
The TRBHA believes that this approach will accomplish several goals:  a higher degree of culturally 
relevant care; easier access to care; greater continuity and coordination of care between therapists 
and case managers (who are employed by the TRBHA); and, generation of revenue from the staff 
model (i.e., through Medicaid billings) that can be used to expand services. The state does prior 
authorization for all out of home placements for the TRBHA, but the TRBHA indicated that this is not 
an adversarial process.

AK  Bethel, Alaska  
Using a Tribal Health Corporation 
At the state level, Alaska has been a national leader in collaboration among tribes, tribal health 
programs, and the Alaska Department of Health and Social Services. Collaboration between the state 
and tribes is demonstrated by joint work around Medicaid and SCHIP. The Medicaid authority has 
dedicated staff at the state level for administration of the Tribal Health System. Further, a Tribal/State 
Medicaid Task Force was implemented that, among other functions, was responsible for the design of 
Alaska’s SCHIP program and development of a uniform set of billing policies. Agreements are in place 
between Medicaid and Tribal Authorities, and a Medicaid Tribal billing manual has been produced. 

A reorganization of services to Tribes (referred to as “638 compacting”) began in the mid-
1960s and resulted in the 1994 All Alaska Tribal Compact. Under the statewide compact, the Tribal 
organizations took over the operations of health care facilities formerly operated by the Indian Health 
Service (IHS), as well as certain centralized services. Each of the Tribal organizations negotiates a 
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funding agreement with the IHS annually, although federal IHS funding is available for only 40% 
of the need for health care services. Today, 12 regional Tribal health corporations administer seven 
hospitals, 28 clinics, and 176 village clinics. The Tribal corporations are the sole health and behavioral 
health provider in many areas of the state, and the state is dependent on these Tribal health providers 
to offer a variety of programs and services funded with state grants. The Tribal corporations are 
funded by state grants, Medicaid, Indian Health Service, federal and private grants. One hundred per 
cent of costs for dental, health, mental health, and substance abuse services for Medicaid eligible 
individuals are reimbursed to the Tribes by Medicaid funds through the federal pass-through program 
for eligible services. Medicaid administration and training related costs are matched at the 50% 
federal match level. 

Operational costs of the rural health care corporations are high, due to the challenges of offering 
services in vast remote areas, difficult transportation challenges, harsh weather, and constant 
workforce shortages. 

Health and behavioral health services in the southwestern region of Alaska are the responsibility 
of the Yukon Kuskokwim Health Corporation (YKHC), a tribal organization which administers a 
comprehensive health care delivery system for the 56 rural communities in southwest Alaska. YKHC 
has put extensive resources into the building and development of village health clinics offering both 
health and behavioral health services. In addition to the community health clinics in the villages, 
the system includes four sub-regional clinics, a regional hospital, dental services, behavioral health 
services including substance abuse counseling and treatment, health promotion and disease 
prevention programs, and environmental health services. The programmatic approach for children’s 
mental health services was adopted with a federal system of care grant and is comprised of core 
teams of licensed mental health professionals and behavioral health aides that are responsible 
for service delivery in the rural villages of the Delta area. Behavioral health aides are indigenous 
practitioners specially trained to provide behavioral health services to individuals living in the widely 
scattered villages in Alaska. The core service teams were developed and organized around the 
existing four sub-regional clinics and currently include an itinerant clinician and behavioral health 
aides. The core teams are financed by Alaska’s Medicaid authority in the Department of Health and 
Human Services, Tribes, Tribal health programs, and the Indian Health Service.

To illustrate, the clinician who covers Upper Kalskag lives in Aniak (the sub-regional clinic 
location) and is responsible for 15 villages and 5 behavioral health aides. She flies from village to 
village three to four days a week. The clinician’s supervisor is located in Bethel. The child protection 
office for Upper Kalskag is also located in Aniak. The child welfare system has a worker who gets 
involved with families where child abuse has occurred and makes referrals to the behavioral health 
aide for both children and parents. The referral is often for substance abuse issues, but the clinician 
and behavioral health aide look at the whole person and family. The clinician has a small caseload in 
Aniak. Typically, she sees people once in the villages as part of the assessment to make a diagnosis; 
she is not the primary counselor except when there are complex family issues. Services are provided 
by behavioral health aides receiving supervision from the clinician.
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Emergency on-call mental health services are operated from Bethel. Emergency Services 
clinicians and complex care managers are available 24 hours a day to respond to behavioral health 
crises. The clinicians are master’s level with both experience and specialized training in mental 
health and substance abuse treatment. The complex care managers are experienced counselors 
whose specialty area is working in the field of substance abuse treatment. If there is a crisis, the 
crisis clinician  in Bethel talks with the behavioral health aide about what to do. The crisis counselor 
sometimes provides crisis intervention counseling by telephone. 

Behavioral health aides typically have strong partnerships with schools. Coordination of 
funding at the village level primarily takes place with the school district. For example, a request for a 
neurological assessment may be on a child’s individual education plan (IEP). If the request is on the 
IEP, the school district pays for the assessment. If the request is not on the IEP, the request would be 
referred to a physician and a medical facility; Medicaid would likely be the payer. 

YKHC sponsors several projects that are designed to offer and support culturally competent 
services and supports. The Family Spirit Project, for example, is a collaborative effort of the 
communities of the Yukon-Kuskokwim region, the Department of Health and Social Services, Division 
of Behavioral Health, Office of Children’s Services, the YKHC, and others. Emphasizing traditional 
family life and values, the collaboration builds a community development model to strengthen 
families so that children will be safer in their homes. Parents who could lose their parental rights 
due to abuse and neglect of their children are encouraged to enter substance abuse treatment 
in a culturally appropriate and supportive manner. These parents are a priority population for 
YKHC’s substance abuse treatment services. A Community Holistic Development Program conducts 
presentations on grief processes, youth conferences, healing circles, “Spirit Camps,” and other health 
promotion activities. This program integrates the cultural, traditional, and spiritual values of the 
people in partnership with other family-based counseling services.

YKHC experiences significant challenges in several areas including: capacity and administrative 
infrastructure, such as billing, business technology, and data; staff recruitment and retention; 
enrollment and re-enrollment of children into Medicaid; transportation to and from the villages; 
and a lack of service capacity. However, a number of strategies have been implemented to address 
some of these challenges. For example, YKHC finances the education of behavioral health aides as a 
strategy for recruiting and retaining qualified staff to provide children’s behavioral health services. 
The Tribal Community Health Aide Certification Board finalized certification standards for Behavioral 
Health Aides in 2008. These standards have been under development for a number of years, and will 
create a career ladder for behavioral health professionals to serve rural populations. Certification of 
the first groups of Behavioral Health Aides will occur in the summer of 2009. The training curriculum is 
also under development; YKHC as a health aide training center has developed the first three modules 
of the BHA training program. The health aide training process is comprised of training components 
provided in the classroom with a period of mentored practice in which the trainee is assisted in 
achieving required competencies before moving on to the next level of training. YKHC pays staff 
while they are being trained and covers the cost of transportation, housing and meals while they 
attend sessions in the classroom. YKHC installed communication lines and equipment to facilitate 
telehealth services to 48 villages in December of 2008. Live interaction through technology permits 
assessment, diagnostic and treatment services from distant clinicians, supervision and mentoring of 
behavioral health aides, and opportunities for staff meetings and group training.
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Chapter 10.  Conclusion
Technical Assistance Needs
The sites reported a number of common technical assistance needs to help them to further develop and 
improve their financing strategies for their systems of care. The technical assistance deemed necessary for 
progress includes the following:

•	 Medicaid — Several of the sites indicated that technical assistance related to Medicaid is an increasingly 
urgent need. Technical assistance is needed to understand the Medicaid program, avoid pitfalls with 
the program in the current economic climate, and improve documentation in preparation for federal 
audits. Concern was raised by several sites about the potential impact of federal audits, as well as 
administrative rulings requiring unbundling of program costs, on their systems of care and behavioral 
health services that are funded by Medicaid. For most sites, Medicaid financing is the foundation of 
their systems. Partnership and technical assistance from the state Medicaid agency was considered 
essential by a number of the sites.

•	 Developing a Comprehensive, Cross-Agency Financing Plan — Although many of the sites 
studied have numerous effective financing strategies in place, they identified a need for assistance in 
developing a comprehensive financing plan that takes an even greater cross-agency view of financing 
children’s behavioral health services.

•	 Pay for Performance Arrangements — Several sites indicated a need for technical assistance on pay 
for performance arrangements or performance-based contracting.

•	 Determining Costs and Setting Rates — Several sites expressed a need for technical assistance on 
identification of “true” (interagency) costs for various subpopulations of children and for establishing 
appropriate case rates for different populations.

•	 Financing Early Childhood Systems of Care — Many of the financing strategies for systems of care 
focus on redirection of funds from deep-end placements, a concept that does not work for the early 
childhood population. Technical assistance on financing early childhood systems of care is needed, 
including a focus on Part C is needed, as well as establishing future cost offset justifications.

•	 Translating Financing Strategies to Individual States and Communities — Sites indicated that 
there is a continuing need for technical assistance related to financing both because of turn-over 
and because of the complexity and frequent changes in financing streams. Some of the issues noted 
by sites included: most rational funding approaches for systems of care, opportunities for revenue 
maximization, how to develop braided funding for multi-system involved children and their families, 
how to develop reimbursement processes to reduce hindrances to access to care, feasibility of 
expanding the 1915 (a) Medicaid waiver, how to maximize flexible funds, how to use Medicaid for child 
welfare population, and others.
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Contextual, Environmental, and Fiscal Factors that 
Will Influence Financing of Systems of Care
The sites identified a number of factors that are likely to influence financing policies and strategies for their 
systems of care. These include a host of contextual, environmental, fiscal, and other factors that may impact 
the sites in the future:
•	 Leadership changes at the state level and resultant changes in policy that leave system of care reforms 

vulnerable 
•	 Shifts in Medicaid financing federally 
•	 Increased scrutiny of states’ use of Medicaid 
•	 End of lawsuit and accompanying court monitoring and potential difficulty in maintaining state’s 

financial and policy investment in the children’s mental health system
•	 Reductions in or loss of federal grant funding, e.g., federal system of care grants
•	 Shrinking psychiatric services and qualified providers
•	 Need to better link health care and behavioral health care
•	 Emerging new populations (e.g., child and adolescents with co-occurring conditions, such as autism) 

and burgeoning existing populations (juvenile corrections) that increasingly compete for scarce 
resources

In the second wave of the study, additional attention was devoted to further identifying and 
understanding the impact of contextual, environmental, fiscal, and other factors on their financing policies 
and strategies for systems of care. The three most common factors cited were:
•	 Changes in state budget or fiscal policy
•	 Changes in state or local leadership
•	 Changes in Medicaid policy

The potential impact of state budget crises and deficits resulting in deep cuts in budgets and programs 
was a major concern, along with leadership changes that can change policy and direction. Changes in the 
federal Medicaid program that restrict the use of Medicaid for system of care services and supports also 
were a source of concern. Given the current economic crisis, these concerns become even more prominent.

Table 10.1 summarizes the factors identified by the sites in the second wave as potentially affecting 
the financing of their systems of care. Explanations of the specific factors that will affect financing in the 
individual sites follow.
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Table 10.1
Contextual Changes that May Affect Future Financing

Contextual Changes CA MI Cuyahoga Erie Project BLOOM, 
Colorado

Deficit Reduction Act of 2005 X

Changes in Medicaid Policy X X X X

Changes in SCHIP Policy X

Financial Audits X X

Changes in mental health or substance abuse block grants X X X

Law suits and consent decrees X

Changes in child welfare policy or funding X X X

Changes in TANF funding X

Changes in state budget or fiscal policy X X X X X

Changes in state or local leadership X X X X X

Changes in funding for family organizations X

Changes in leadership of family organizations X

Changes in status of federal grants X X X

Changes in managed care vendors or managed care 
organizations

X X

Changes in state laws on mental health parity X

CA  California
There is concern that with the economy as it is, realignment dollars (sales tax and vehicle licensure 
fees) may shrink; there is also concern about rate of growth in Medi-Cal and whether the state will 
increase the county share of Medi-Cal costs. Contra Costa expressed concern about the pending 
federal rehabilitation option regulations, which, if implemented, would “cut the system in half”. 
Specific factors influencing future financing include:

•	 Lawsuits are expected to change Medicaid policy.
•	 As a result of audits, the state had to unbundle day treatment rates. The county reports that 

as a result, a child can only receive day treatment and no other services on a given day, which 
creates problems for residential treatment centers (RTCs) that have day treatment programs. 
There is concern that RTC providers will try to increase rates for other aspects of their programs to 
compensate for this. At the time of the site visit, the California Association of Group Homes was 
in the process of filing suit against the state Department of Social Services for higher room and 
board rates. 
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•	 EPSDT lawsuits led to co-financing of Medi-Cal services by counties (formerly was all federal 
and state financed). This also led to the incorporation of Therapeutic Behavioral Services, and 
with Katie A. (more recent lawsuit), there also is negotiation about adding wraparound and 
therapeutic foster care, but there are no dollars attached for this expansion. At the time of the 
site visit, the lower court had found for the plaintiffs, but the higher court had overturned the 
decision on the grounds that it was an unrealistic scope, that wraparound and therapeutic foster 
care needed better definition. The plaintiffs will go back to court on this issue; there has been a 
133% growth in EPSDT since the lawsuits.

•	 Changes in child welfare policy/funding are anticipated due to capping group home rates and SB 
163 wraparound legislation.

•	 The elimination of Children’s System of Care (CSOC) funding is expected to have an impact in 
the future. The state indicated that data were not there to show children got better in systems 
of care, but advocates report that the CSOC funding was eliminated due to larger state deficits 
and because of the rationale that children had broader access to EPSDT due to lawsuits. At the 
time of the site visit, there also was talk of cuts in Mentally Ill Offenders Criminal Reduction Act 
(MIOCR) funding. At the same time, state corrections was dismantling juvenile corrections beds 
and moving these youth to county responsibility with dollars attached to them. Also, at the time 
of the visit, there was a push to have AB 3632 (special ed) dollars stay with school districts and 
not go to mental health. Contra Costa noted that would lead to two systems, with county mental 
health serving Medi-Cal and school districts serving non Medi-Cal – except in counties like Contra 
Costa where there are strong partnerships between the schools and mental health. (In Contra 
Costa, 17 mental health staff and half of its case managers are financed with AB 3632 funds). 
Parent advocates reportedly oppose the change because they fear that the schools will under-
identify children to keep costs down. School districts have supported the change where there are 
not good relationships with mental health. 

•	 Contra Costa noted that they lost a “friendly” county supervisor to the State Assembly. 
•	 The loss of federal system of care grant funds makes it difficult to sustain some initiatives at full 

capacity.

OH  Cuyahoga County, Ohio
Cuyahoga Tapestry System of Care’s (CTSOC) sustainability will undoubtedly be affected by the 
county’s current fiscal condition. Facing a declining population, a shrinking tax base and sitting as 
one of the areas most ravaged by the foreclosure crisis, Cuyahoga County’s Office of Budget and 
Management is projecting significant deficits in the foreseeable future. 

The county’s health and human services (HHS) levy funds make up a major portion of CTSOC 
fiscal support. Over the past year, the county’s Office of HHS began a strategic process to set 
priorities and parameters by which HHS levy monies will be spent. This effort was spurred by a 
similar process undertaken by the local United Way, which resulted in major changes in service 
funding. With its emphasis on cross-system collaboration, real-time program and data fiscal 
tracking and outcome measurement, however, CTSOC is poised to serve as a model for the type of 
HHS priorities expected to be set. 
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At the same time, all offices under the authority of the Board of County Commissioners have 
embarked on an Integrated Policy Development (IPD) process which will likely result in fundamental 
changes in the way the county does business in the future. IPD is reviewing all county operations, 
mission, goals, performance measures, budgets, personnel, etc., asking serious questions about how 
to conduct business in a way that is responsive to citizen needs and fiscally accountable. The IPD 
process is asking departments to look for ways to optimize and leverage resources, promote synergy, 
and incorporate incentives for performance. CTSOC is already modeling some of the behaviors 
demanded by the IPD process. 

NY  Erie County, New York
There are a number of environmental, fiscal, and political factors that influence whether 
the financing strategies and structures that have been implemented in Erie County will be 
disseminated to other counties in New York State. First, the mental health leadership in other 
counties and at the state level would need to revise their vision about the role of mental 
health in a system of care and move towards a viewpoint of mental health as a support for 
the other systems (child welfare, schools, juvenile justice). In addition, there would need to be 
movement towards purchasing services that produce outcomes. Second, “size matters.”  Smaller 
counties that only serve 40–50 children cannot sustain the infrastructure that is needed (i.e., 
management information systems, a vendor system, quality assurance). Rather than having 67 local 
governmental units that function as the county-based mental health authority, there would be a 
need for regional authorities. At the local level, counties would need to make the decision that the 
local governmental unit (LGU) will not be an operator of services.

CO  Project BLOOM, Colorado
Changes that will have an impact on financing for early childhood mental health services include:

•	 Block Grant — There is additional money in the block grant due to a change in the formula, and 
there may be an opportunity to use that for early childhood mental health services

•	 State Budget — There was an amendment that restricted growth in the budget and extra 
monies had to be returned to the taxpayers. This amendment specifies that government can 
only be grown by a certain percent regardless of population growth and growth in economy. 
Therefore, extra tax dollars were to be returned to taxpayers. In 2005, Referendum C allowed the 
government to keep the tax revenue that was over and above the allowed rate of growth. This 
made it possible for the state to fund the Early Childhood Mental Health Specialists in each CMHC

•	 Leadership Changes — This has had a positive impact since the new administration is much 
more supportive of mental health than the previous administration. There is now increased 
visibility and increased policy level support.

•	 Change in Family Organization Leadership — The new director of the statewide family 
organization was formerly the director of the CHP+ (SCHIP) program and brings new knowledge 
and expertise to the role.
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•	 End of Federal System of Care Grant — The termination of the federal system of care grant’s 
funding period will result in a less concentrated focus on early childhood mental health at the 
state level. A number of the positions at the state and community levels will be in jeopardy with 
the loss of federal funding.

•	 Changes in Medicaid — The change in responsibility for the Medicaid mental health managed 
care program from the Division of Mental Health to the Department of Health Care Policy and 
Financing has resulted in less mental health expertise in oversight of the system. 

•	 Health Care Reform — The “208” Health Care Reform Commission is interested in integrating 
health care and mental health care. This may have an impact in the future.

Areas for Additional Study
As the information derived from this study on effective financing strategies for systems of care was 
synthesized, the study team identified a number of areas requiring additional exploration in the future. 
Some of these areas represent aspects of financing that have not been sufficiently addressed by states and 
regional/local areas in the study sample. Others have emerged more recently as new directions, subsequent 
to the delineation of areas that would be explored through this study. Each is discussed briefly below.

  I.	� Under-Addressed Financing Strategies Requiring Further 
Attention
The following represent areas in which only half or fewer than half of the sites in the study sample 
were engaged in specific financing strategies.

Identifying Behavioral Health Expenditures and Utilization 
Across Child-Serving Systems  

Only 42% of sites in the study had engaged in a financing analysis that identified behavioral 
health expenditures and utilization across child-serving systems. This type of analysis is critical 
to ascertain, from a systemic standpoint, how much is being spent, by which systems, on 
which populations of children, on which types of services and with what types of dollars (e.g., 
Medicaid, general revenue, grant). This type of analysis also can identify disparities in service 
use by demographics, diagnosis, region, etc.; opportunities for redirection where dollars are 
being spent on restrictive levels of care; and clarify service shortage areas. It is a critical analysis 
for a state or community to undertake to get a clear sense of what is actually occurring in the 
delivery system. 

Developing and Updating a Strategic Financing Plan 
Only a third of the study sample has developed a specific strategic financing plan for its system 
of care, and even fewer (17%) review and update plans on an ongoing basis if they do have 
one. Without having a specific and dynamic strategic financing plan in place, state, local, and 
tribal systems of care are even more vulnerable to the sea changes that characterize public 
financing for children’s systems.
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Utilizing Resources from State and Local Health, Substance Abuse, and 
Developmental Disabilities Systems 

Although all of the sites in the study draw on multiple funding streams from multiple state, 
local, and tribal agencies, few of them utilize funds from public health, substance abuse, and 
developmental disabilities systems. This may be because these systems have few resources 
available to support children and adolescents with behavioral health challenges, or they may 
be primarily adult-focused. However, given the prevalence of co-occurring substance abuse 
and mental health problems, and of developmental disabilities and mental health challenges, 
and the importance of integrating primary and specialty mental health care, this is a finding 
that warrants additional attention.

Generating New Revenue through Taxpayer Referenda 
or Local Tax Levies 

A quarter of the sites were using local levies for systems of care or were benefitting from 
taxpayer referenda that created a new source of funding for mental health services. In 
general, however, and particularly during periods of economic hardship, generation of new 
revenue sources is not a widely used strategy, leaving redirection of existing resources and/or 
maximizing federal match dollars as more viable strategies, which virtually all of the sites are 
employing.

Coordinating Funding Across Child-Serving Systems 
Half of the sites systematically coordinate funding across child-serving systems, including 
tracking cost shifting. Given that multiple systems finance child behavioral health services, 
with multiple opportunities for duplication and fragmentation, the need for states, tribes and 
localities to better coordinate funding strategies across systems remains high. 

Coordinating Procurement of Services Across Child-Serving Systems 
Half of the sites had put in place strategies to coordinate procurement of services across 
systems, such as developing uniform rates for services and a common contracting process or 
creation of a purchasing collaborative, in effect, by using case rates from multiple systems to 
purchase services. These strategies can create efficiencies in procurement and help to support 
more consistent and coordinated service delivery practices.

Maximizing Medicaid in Lieu of 100% General Revenue and Generating 
Sufficient Medicaid Match 

While all of the sites in the sample try to maximize use of Medicaid in various ways, only a third 
of the sites in the sample systematically look for ways to utilize Medicaid in lieu of spending 
100% state or local general revenue for Medicaid-eligible services and children. While a higher 
percentage (42%) report good success in generating Medicaid match, these findings also 
indicate opportunity for greater use of Medicaid, particularly for home and community-based 
services on which other systems, such as child welfare, spend significant amounts of general 
revenue dollars and are primarily serving Medicaid-eligible children.

Maximizing Title IV-E and Special Education Funding  
Only a quarter of the sites engage in strategies to maximize use of Title IV-E, and only 
17% maximize use of special education funding within the system of care. These are both 
federal entitlement dollars that could be used more creatively in systems of care. States and 
localities may need technical assistance, including peer technical assistance, on maximizing 
use of these dollars.
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Financing Strategies to Support Early Childhood Mental Health Services 
Forty-two to 33% of the sites in the study are implementing specific financing strategies 
related to early childhood mental health services. This is an area requiring further attention 
and one in which states and localities could benefit from the experience of sites that have a 
customized focus on infants and young children.

Financing Behavioral Health Screens Through EPSDT 
Only 25% of the study sample reportedly incorporates financing strategies to ensure that 
behavioral health screens occur through the Early Periodic Screening, Diagnosis, and 
Treatment program in Medicaid. Given that behavioral health screens should be occurring 
through EPSDT and that certain subpopulations of Medicaid-eligible children, such as those 
in foster care, are at particularly high risk for behavioral health problems, this is an area that 
requires further attention. 

Financing Linkages with Primary Care Providers
Only 42% of the study sites are financing strategies to better integrate primary and behavioral 
health care. This is an issue that will be very much in the forefront in national health care 
reform discussions, with greater attention to integrated approaches.

Strategies to Prevent Relinquishment of Custody to Access Services 
While all of the sites employ strategies to finance services and supports for non-Medicaid, non-
SCHIP eligible families to help them access behavioral health services, funding is not sufficient 
in most cases, and families may still be faced with having to obtain services through the 
child welfare or juvenile justice system with a requirement for relinquishing custody to do so. 
Only a third of the study sample use specific strategies, such as legislation to allow voluntary 
access to services without relinquishing custody. The issue of an adequate benefit package for 
families who have children with serious disorders, who exhaust their private coverage or who 
are uninsured, is a critical one in the national health care reform debate, as well as for states.

Strategies to Encourage Private Insurers to Cover a Broad Service Array 
Only a quarter of the study sites are working with private insurers to cover a broader service 
array for children with behavioral health challenges. This, too, is a critical issue for national 
health care reform and very much related to the issue of families’ having to relinquish custody 
to access services through child welfare or juvenile justice.

Financing Support for Analyzing Utilization and Expenditures by Racially 
and Culturally Diverse Children 

Only 42% of the sites finance analysis of behavioral health utilization and expenditures by 
racially and culturally diverse children. National research (as well as given state studies) point 
to the disparities in access to behavioral health services by racially and culturally diverse 
children and the disproportionality in their use of more restrictive services. It is difficult to 
finance specific strategies to reduce disparities and disproportionality without analyzing one’s 
own state or local data (as the following finding corroborates.)

Financing Strategies to Reduce Racial Disparities 
Although half of the study sites finance outreach to culturally diverse populations, only a third 
are employing specific financing strategies to reduce racial disparities. This is a critical national 
issue that requires greater attention.
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Financing Strategies to Reduce Geographic Disparities 
Only a third of the sites are utilizing specific strategies to reduce geographic disparities 
in access to children’s behavioral health services. The lack of services in rural and frontier 
communities has been well documented. There remains a compelling need for specific 
financing approaches to reduce geographic disparities.

Financing the Use of Technology to Reduce Disparities 
Half the states are using various telemedicine and related technology approaches in 
behavioral health care, though not necessarily targeted to children and adolescents. The use of 
technology to expand service access can be expected to grow and warrants further attention. 

Payment Rates and Policies to Incentivize Recruitment and 
Retention of Staff 

Only 25% of study sites were employing specific financing strategies to recruit and retain staff 
for systems of care. Staff recruitment and retention problems in children’s behavioral health 
are well documented. This, too, is a critical national issue that requires greater attention.

Financing Cost Benefit, Cost Savings, and Cost Avoidance Analyses 
Half  of the study sites have financed cost benefit, cost savings or cost avoidance analyses. 
Given that there is intense competition for limited children’s services and healthcare dollars, 
and given the focus of national health care reform on effective practices, including cost-
effective practices, it is imperative that more comprehensive data are available supporting the 
value of systems of care.

Incorporating Financial Incentives, Sanctions, and Performance Based-
Contracting 

Half of the sites utilize financial incentives or sanctions tied to utilization, cost, or outcomes, 
but only a third of the study sites utilize some type of performance-based contracting, though 
virtually all expressed interest in doing so. This is an area where technical assistance, including 
peer technical assistance, would be helpful. 

  II. 	 New Directions Requiring Further Study 
The following represent areas that were not a specific focus of the current study, but which have 
emerged as important aspects in the financing of systems of care.

Relationship Between State and Local Financing 
The sample of sites in the current study included both states and regional/local areas to 
examine the financing approaches used to support systems of care from each of these 
perspectives. An area that has not yet been sufficiently investigated, however, is the 
relationship between state and local financing. Clearly, financing policies and strategies 
adopted at the state level have a dramatic impact in shaping the financing approaches that 
can be implemented at regional and local levels. It is also likely that financing strategies 
designed and tested locally can influence financing policy at the state level. Given the 
importance of state financing to take systems of care to scale on a statewide basis, the 
relationship between state and local financing and how both can be leveraged to promote 
broader implementation of systems of care is an area of interest.
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Financing Improvements at the Practice Level  
There is no disagreement in the field that the effectiveness of interventions provided to 
children and their families is the major determinant of clinical and functional outcomes that 
are achieved within systems of care. The disconnect between the growing evidence base 
on effective interventions and the approaches used by providers in the field has become 
increasingly apparent and underscores the need to improve practice. The study identified 
some financing strategies used by the sites to improve practice, however, additional study is 
needed to explore more fully the types of financing strategies that can be applied to provide 
incentives for improved practice. These may include enhanced payment rates for improved 
practice; financing the creation of specialty provider networks; and financing the adoption 
and provision of evidence-based, evidence-informed, and promising practices including 
finding development, training, coaching, fidelity monitoring, and other activities involved in 
improving practice.

Financing Youth Partnerships 
The sites have implemented various strategies to finance partnerships with families and 
family organizations. However, the importance of partnerships with youth and youth 
organizations has more recently been recognized, and many states and communities are 
strengthening their efforts to support partnerships with youth. Future studies should 
explore effective financing strategies for partnerships with youth that support and 
strengthen youth-guided systems of care.

Financing a Public Health Approach  
Attention has increasingly been devoted to exploring the concept of a public health approach 
to children’s mental health services – an approach that would provide services to youth with 
serious emotional disorders and their families, as well as address mental health promotion 
activities and the prevention efforts directed at high-risk populations. Such an approach 
also would track incidence of child mental health problems. The implications for financing 
of adopting a public health approach warrants investigation, given the movement in this 
direction and the recognition that public mental health systems cannot limit their attention to 
only those children with already diagnosed disorders. 

Financing Workforce Development and Improvement Efforts 
Systems of care will not be developed or sustained without a workforce that is prepared to 
work with the system of care philosophy and approach. Some of the sites have implemented 
financing strategies to better prepare the workforce. Additional study in this area is needed 
to identify financing approaches that can support workforce development activities, 
including pre-service and in-service training, recruitment and retention of qualified staff, 
and incentivizing providers to deliver home and community-based services and evidence-
informed interventions.

Financing Children’s Behavioral Health Services Within the Context of 
National Health Care Reform 

National health care reform obviously has major implications for financing child behavioral 
health services. As options are debated related to coverage, quality and efficiency particularly 
for high utilizing populations, use of electronic health records, the role of Medicaid and other 
publicly financed plans, and the like, there is a need to ensure that the unique financing issues 
related to children’s behavioral health care are part of the equation.
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