
The Palmetto Coordinated System of Care – Abstract 

   

South Carolina, with leadership by the Department of Health and Human Services (the Medicaid 
agency) has established and chartered the Palmetto Coordinated System of Care (PCSC) to build 
on the System of Care planning grant from 2011.  South Carolina will implement PCSC 
statewide to serve children and youth who have serious emotional disturbance and who are in or 
most at risk of out of home placement.   

 Youth and family organizations are partnering to ensure that PCSC is family driven and youth 
guided.  Three family members and the Directors of the eight child serving agencies serve as the 
PCSC governing body. PCSC will build on the collaboration among key partners, strengths of 
previous collaborations, and a climate that calls for accountability and efficiency with resources.   

 A 2013 study of Medicaid claims data by the University of South Carolina found that during 
fiscal year 2012 there were 58,316 children and youth age birth to 21 diagnosed with behavioral 
health conditions.  Of those children and youth, 1,157 received services in an inpatient mental 
hospital or psychiatric residential treatment facility.  Demographic statistics show that the 
majority (51%) were white, 31% African American, Hispanic 1% and 7% of other races. 
Implementation activities will begin with provision of high fidelity wraparound to children and 
youth being served by the Continuum of Care and expand to other services and providers over 
four years.  In grant year 1, we project providing wraparound to 400 children and youth; year 2, 
450; year 3, 500 and year 4, 600 for a total of 1,950 children and youth. 

The majority white population is 66.2%.  In the 2013 Kids Count Profile, the state dropped from 
34th in the nation to 44th in a single year; 28% of our children are in poverty; 35% have parents 
who lack secure employment; and 11% are not in school and not working.  The state needs to 
provide for the well-being of all children, but particularly those with serious emotional and 
behavioral issues.  This is the impetus for the ongoing work of the Joint Council on Children and 
Adolescents that was established to transform service delivery for youth and their families.   

 The goals of PCSC are: 1) Build the infrastructure to expand PCSC statewide; 2) Assure 
adequate and accessible service network to support PCSC implementation; 3) Gain wide support 
for implementation of PCSC and s system of care (SOC) values and principles.  The strategies 
include:  Implementing policy and regulatory changes; strategic financing; expanding services 
and supports based on SOC philosophy and approach; training, technical assistance and 
workforce development; and the use of social marketing and strategic communications.   

 The PCSC measurement system will support the focus on continuous quality improvement as an 
integral feature. Measures will relate to infrastructure objectives, client services and functioning, 
and completion of implementation activities. The measurement system will support the focus on 
continuous quality improvement.  
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Section A: Statement of Readiness/Evidence of Strategic Planning  

Description of Proposed Catchment Area The catchment area for the implementation of the 

System of Care (SOC) is the entire state of South Carolina (SC).   Much of the state is rural, but 

there are major population centers extending from the tourist rich coast in Charleston, to the 

midlands and state capitol in Columbia, and to the upstate manufacturing center in Greenville – 

Spartanburg.  Historically, SC has been a very poor state, and a state that depended primarily on 

the textile industry and the coastal tourism of the Myrtle Beach area.  But much is changing.  Our 

population is growing and becoming more diverse.  We had a 13% gain in population from the 

2000 Census to the 2010 Census.  Our manufacturing base has expanded and now includes 

BMW in the upstate and Boeing in North Charleston.  However, what has not changed is the fact 

that SC remains a poor state.  According to the 2013 Kids Count Profile, SC ranks 45
th

 in child 

well-being; down from 43
rd

 in 2012.  In the Economic Well-Being category, SC dropped from 

34
th

 in the nation to 44
th

 in a single year.  While many other states are improving in the economic 

well-being, SC’s profile is worsening: 28% of our children are in poverty; 35% have parents who 

lack secure employment; and 11% - 30,000 teens – are not in school and not working.   

The need to provide for the well-being of all children, but particularly those with serious 

emotional and behavioral issues, is the impetus for the ongoing work of the Joint Council on 

Children and Adolescents (Joint Council).  This body was established in 2007 to transform 

service delivery for youth and their families.  The Joint Council is a collaborative effort to ensure 

the efficient delivery of services, particularly to those with mental health and substance abuse 

disorders. The initiative is a product of two federally funded grants: Child and Adolescent State 

Infrastructure Grant and the State Adolescent Substance Abuse Treatment Coordination Grant, 

which formed a “No Wrong Door” collaborative. 

The Joint Council is comprised of agency directors of the principal South Carolina child serving 

agencies: SC Departments of Mental Health (DMH), Alcohol and Other Drug Abuse Services 

(DAODAS), Juvenile Justice (DJJ), Social Services (DSS), Disabilities and Special Needs 

(DDSN), and the Governor’s Office of Continuum of Care for Emotionally Disturbed Children 

(COC). Other partners include SC Departments of Education (DOE) and  Health and Human 

Services (DHHS); SC Commission for Minority Affairs (CMA); Behavioral Health Services 

Association of South Carolina (BHSA); Faces and Voices for Recovery (FAVOR SC); 

Federation of Families of South Carolina (FOF); National Alliance on Mental Illness (NAMI 

SC); SC Primary Health Care Association (PHCA); and parents of children with serious mental 

illness. Most recently, three funding organizations have been added, including The Duke 

Endowment, which is supportive of SOC principles. Tony Keck, the Director of DHHS–the 

Medicaid agency, is Chair of the Joint Council and DHHS is the applicant for this grant.  The 

current goal of the Joint Council is to build upon the progress it has made through its strategic 

planning process to expand and sustain the values of a System of Care (SOC) to address children 

and youth with serious emotional disturbances and their families.    

SC has been moving toward this goal for many years and with many initiatives.  Prior to 1983, 

the services for children with emotional and behavioral disturbances were fairly limited.  

Services consisted of regular foster care and non-treatment children’s homes, outpatient mental 

health counseling, inpatient psychiatric care at the DMH State Hospital Children’s Unit,  

institutionalization at DJJ facilities, or occasionally, out-of-state residential treatment facilities 

(RTFs).  Most children with treatment needs had no access to community-based services and 

there were no treatment-oriented foster homes, group homes or residential treatment facilities in 
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the state at that time.  The Continuum of Care (COC) for children with serious emotional 

disturbances was established by the SC General Assembly in June of 1983 through a temporary 

proviso in the Appropriations Act.  The purpose was to establish and demonstrate a continuum of 

care service delivery and to develop future state policy regarding services to children and youth 

with severe emotional disturbance. The three year pilot project established the Continuum’s 

administrative structure. COC developed and used intensive interagency case management, in-

home treatment, psycho-educational classroom instruction, and summer therapeutic recreation, a 

variety of individualized services, therapeutic foster care, high management group care, and 

comprehensive volunteer services. 

Between 1994 and 1996, COC participated in a legislative initiative, SC Interagency System of 

Care for Emotionally Disturbed Children (ISCEDC), which made the Continuum the primary 

case manager for those children.  It resulted in the Continuum’s increasing its caseload size by 

approximately 400 percent and its staff size by 127 percent.  The success of the model was the 

impetus for creating that model of service in the SC Department of Social Services.  The COC 

remained the system of care for those children and youth not in custody of the state.  ISCEDC 

was designed to provide local interagency staffing teams to perform “assessment and evaluation 

procedures to insure a proper service plan and placement” for each child, and the assignment of 

case management/monitoring responsibility to an appropriate agency.  Treatment costs were paid 

from pooled dollars from DSS, DDSN, DJJ and DMH. Experience with ISCEDC is a building 

block for implementing the principles and values of a system of care.   

SC, led by DMH, has been awarded three past SOC Grants: The Village, Gateways to Success, 

and YouthNet. The Village was the first SOC grant for SC and was awarded to Charleston in the 

Lowcountry part of the state.  All key leaders involved in the project changed, including the 

Project Director, prior to completion. One of the major lessons learned was the importance of 

consistent leadership. The project did set the foundation for family members to be hired into 

roles traditionally held by “professionals”.  Gateway to Success was our second award and 

efforts were made to build on the lessons learned in the Village.  Gateways is a Young Adult 

Initiative which continues to provide support services to youth.  YouthNet, the third award, 

worked to develop a broader array of services.. Early in the project, the state was in conflict over 

the allocation of resources which strained local relationships. Therefore the major lesson learned 

from the experience was the importance of getting the buy-in early in the project from essential 

key leaders and clearly delineating roles and responsibilities. Overall, the primary lesson from 

these local grants is that without the necessary state policy and finance restructuring, local SOCs 

are not sustainable.  

In 2010, in response to directives from CMS, SCDHHS was forced to eliminate an array of 

community-based and residential-based service bundles.  Those services included Intensive 

Family Services, Therapeutic Foster Care, and Moderate- and High-Management Therapeutic 

Behavioral Services (typically delivered in group-home settings).  Providers were then left with a 

discrete, fee-for-service delivery system that reduced the flexibility offered through bundled 

services.  This resulted in decreased spending by Medicaid and reduced revenues for providers.   

In response to the financial impact, DHHS was legislatively directed to permanently transfer 

funding previously used in bundled services to sister state agencies. Those funds were intended 

to be used in the purchase of services by private providers and to supplant lost revenue, however 

the funds were earmarked to a state-funds only group home system.   The impact was increased 

fragmentation and siloing of services for youth in or at high-risk of out of home placement 
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Demographic Information According to the 2010 US Census, 4,625,364 people live in South 

Carolina.  Almost 28% (27.9) are African American, 5.1% Hispanic and 1.3% Asian.  The 

majority white population is 66.2%.   The following table illustrates the state’s comparison with 

the United States average on several statistical indicators.  

Indicator South Carolina United States 

High School Graduate or Greater 84% 85.7% 

Median Household Income $44,623 $53,046 

Individuals Below Poverty 17.6% 14.9% 

Single Females with Children <18 8.4% 7.2% 

Speak English Only 93.2% 79.5% 

Significant Finding: SC is poorer and less educated than average for the United States.   

There are approximately 1,089,000 children living in South Carolina. Children represent 23% of 

the total state population.  South Carolina data reflect that approximately:  

292,835 children lived in some officially measured degree of poverty 

30,000 children were treated for behavioral health needs 

28,000 children were the subject of child abuse investigations 

4,300 children lived in foster care on any given day 

18,000 cases of delinquency were referred to the family courts 

26% of children who enter 9th grade will not graduate 

94,000 students received special education services 

55% of school aged children received subsidized school menus 

(Source: 2012 Annual Report of the Joint Citizens and Legislative Committee on Children    

 

Our target population is children and youth who have serious emotional disturbance and who are 

in or most at risk of out of home placement.  As of June 30 2013, approximately 60% of children 

(674,432) in SC were covered by Medicaid.  A 2013, a study of Medicaid claims data conducted 

by the Institute of Families in Society at the University of South Carolina (De Fede 2013) found 

that during fiscal year 2012 there were 58,316 children and youth age birth to 21 diagnosed with 

behavioral health conditions.  For those children, Medicaid paid over $292 million dollars to 

treat those conditions.  Of those children and youth, 1157 received services in an inpatient 

mental hospital or psychiatric residential treatment facility.  Inpatient mental hospital and 

psychiatric treatment services cost over $38 million dollars in state and federal funds.  This is a 

high priority population for PCSC.  DSS, the agency responsible for children is state custody, 

also places children and youth in facilities for care.  In 2013 there were 8,140 children and youth 

in child protective treatment services who were at risk of out of home placements.  The 

expenditures for DSS Group Home Care Level 1 for 2012-13 was $13,437,000 for 900 children.   

A prominent group included in the target population is transition age youth.  DMH statistics 

indicate that in 2011 to 2012, there were 6,709 youth ages 18-24 receiving DMH services.  SC 

lacks capacity to fully support these youth with adequate service availability, independent or 

supported living, employment and education supports.  Lessons learned from a former DMH 

grant funded project, Gateways to Success, will inform these efforts as well as models from other 

states.   
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The following agencies are ‘child serving agencies’ serving our target population and part of the 

PCSC Leadership Team.   Statistics are from the annual reports of the agencies or the most 

current statistics they can provide.  

The South Carolina Department of Mental Health (DMH) provided 302,137 clinical contacts 

for 25, 651 children and adolescents (FY 2013).  Of those there were 1,145 (unduplicated) 

children ages 0-5 years provided services.  Access to appropriate care for very young children 

may prevent serious issues for the child and the family as the child ages.  The prevalence of 

children with major depressive episodes is staggering; according to SAMHSA, an estimated 

31,000 children in South Carolina aged 12 to 17 had a major depressive episode in the past year.   

Continuum of Care for Emotionally Disturbed Children (COC) is a program that provides 

targeted case management services to children with severe emotional disturbance. The 

legislatively established mission of the Continuum of Care is to ensure continuing development 

and delivery of appropriate services to those children with severe emotional disturbance and their 

families whose needs are not being adequately met by existing services and programs. The most 

recent statistics show that COC provided services to 516 children during FY 2011/2012.  On 

June 30, 2013 (single day count) the COC was actively serving 258 youth, 74% were male and 

26% female.  The majority (51%) were white, 31% African American, Hispanic 1% and 7% of 

other races.    

The Department of Alcohol & Other Drug Abuse Services (DAODAS) administers state and 

federal funds for substance abuse prevention and treatment services through contracts with 33 

local county alcohol and county authorities that serve all 46 counties. In FY 2013, agency 

statistics showed that DAODAS admitted 4,679 children and adolescents to treatment in its 

various facilities. Seventy one percent (71%) were male and 29% were female.  The average age 

of those admitted was 15.9 years. The majority (52%) was white, 43% were African American, 

and 6% were Hispanic. Twelve percent were under 12 years of age.   

South Carolina Department of Social Services (DSS) operates foster care services, child 

protective and prevention services, and case management to families, youth, and young adults in 

South Carolina. These programs are frequently faced with clients who have mental health and 

co-occurring issues.  On June 30, 2013, there was a total 3,306 children and youth in the custody 

of the state DSS.  As of October 28, 2013, 1238 children in DSS custody were receiving care 

through the ISCEDC System of Care. DSS provides a wide variety of services and benefits for at 

risk families and children.  

South Carolina Department of Juvenile Justice (DJJ) administers the juvenile justice system. 

The agency is responsible for providing custodial care and rehabilitation to youth who are 

incarcerated, on probation, parole or in community placement. During FY2013, DJJ reported that 

16,754 cases* were referred to DJ.  The number 1 charge was for assault and battery, 3
rd

 degree.  

The average daily population held in secure DJJ facilities was 369 youth; 210 were multi-agency 

therapeutic placements; and 48 mental health placements.   DJJ diverted 4,234 youth through 

community juvenile arbitration programs.  (*Statistic indicates the number of charges) 

A significant accomplishment of the Joint Council on Children and Adolescents was the 

adoption of a common, universal screening tool, the Global Appraisal of Individual Needs Short 

Screener, (GAIN SS) for statewide implementation and SC is the first state to implement the 
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screener statewide and electronically through the South Carolina Office of Research and 

Statistics. The screener identifies youth with substance abuse and mental health problems who 

need follow up services.  The following table illustrates results from GAINS SS that followed 

from screenings during calendar year 2013conducted by DJJ, DAODAS, COC, and DMH, the 

latter with several jurisdictions in the state.   

 
 

TOTAL 

More than 1 

indicator 

Internalizing 

(Depression) 

Externalizing 

(Anger) 

Substance 

Abuse 

Crime / 

Violence 

Trauma* Self-Harm 

5,25

9 

4,771 

(91%) 

3,569 

(68%) 

4,099 

(78%) 

2,058 

(78%) 

1,898 

(36%) 

958 

(18%) 

597 

(11%) 

*Trauma questions added in February 2013   

Significant Finding: 91% of those referred for screenings had more than one serious disorder.  

This statistic includes only those that were referred to DMH (25%) or DAODAS (18.5%).   

Many screened were current clients of agencies or of other providers.   

Need for Enhanced Infrastructure. A salient fact, learned in the first SOC grant (the Village), 

is that local initiatives need state support and coordination in order to be sustainable.  State-level 

infrastructure needs to be enhanced so local services can be improved.  While children in our 

state obviously need services the PCSC has identified core strategies and challenges that need to 

be implemented to progress to a true system of care. 

As previously mentioned in 2010, SCDHHS was forced to eliminate an array of community-

based and residential-based service bundles.   This resulted in decreased spending by Medicaid 

and reduced revenues for community based providers and dedicated funding to support group 

homes.  Services in SC are available as follows: 

 Diagnostic/evaluation services and outpatient services, including individual, group and 

family counseling, professional consultation, and review/management of medications are 

generally available statewide.   

 Twenty-four hour emergency services are accessed through emergency rooms in 

hospitals. Children in the Lowcountry in Charleston and Dorchester counties have access 

to mobile crisis services, but they are not available elsewhere.  

 Intensive day treatment services may only be available through PRTFs.   

 Therapeutic foster care and services in therapeutic foster family homes, individual 

therapeutic residential homes, and group homes are also generally available, but may not 

be accessible in some areas of the state.   

 Services to support transition age youth are not widely available. 

 Intensive home-based services for children and their families when the child is at 

imminent risk of out-of-home placement and respite care are only available through our 

CHANCE PRTF Alternative Demonstration Waiver and capped at 47 youth. 

 702 PRTF beds across the state with 14 provider organizations. According the DHHS 

data, approximately 200 beds are utilized by South Carolina children and youth. 

 

A survey of the major child serving state agencies was conducted in February 2014.  Major 

findings are presented below, regarding services for our target population.   Family organizations 

also addressed what they saw as primary gaps in services.  

Source Gaps/ Needs in Services 
Child serving agencies Lack of Medicaid community based intervention services, such as in-home family 

services, parent and peer support, enhanced care coordination.  
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No common assessment tool 

Lack of appropriate monitoring for efficacy of treatment 

Lack of availability of a provider network statewide for community based intervention 

Need for expansion of behavioral health services and training to initial points of entries, 

More targeted case management.  

MCO does not address all important components of children and family stability 

Family organizations Lack of basic knowledge of signs and symptoms of mental illness in children with 

schools, agencies, parents and community partners, 

Need for increased parent outreach to raise awareness of mental health challenges, 

substance abuse and other difficulties in families 

Family connections must be maintained by increasing family engagement, 

Risk and safety assessments must be strengthened for at risk children 

Lack of transparent dialogues with state partners regarding positive outcomes for 

children and families 

Sustainable and actuarially sound rates must be available to build and sustain a provider 

network that will deliver good outcomes   

Survey of Individual 

Family Members; 

COC 

43% said it’s ‘not easy’ to find a licensed professional who could diagnose and provide 

care 

69% said the biggest problem with accessing services was the lack of available services 

92% of survey respondents were covered by Medicaid 

69% of children or youth required out-of-home care 

Survey of youth in 

Youth M.O.V.E.SC 

59% receiving services currently 

14% were ages 19-24 

8% identified as Lesbian 

75% had a mental health diagnosis 

62% experienced discrimination because of diagnosis 

91% experienced discrimination in school 

46% had other health diagnoses 

62% prohibited from regular activities because of diagnosis.\ 

 

Evidence of Strategic Planning  Building on this history, DMH applied for and was awarded a 

SAMHSA Planning Grant, Breaking Boundaries, in 2011.  Throughout the process, the state 

involved child-serving agencies and organizations, as well as family members and youth.  The 

planning process included 1) development of an organizational structure, 2) creation of work 

group strategic plans, 3) organization of a review committee, 4) ensuring youth and family voice, 

and 5) revising and finalizing the plans. Youth and family members were recruited to participate 

in workgroups and the management team. Questions from the focus groups were structured to 

elicit information on what youth and families’ experiences have been with behavioral health 

services in South Carolina.  This data collected from these focus groups ensured that the goals 

and strategies of the workgroups aligned family and youth needs.  The Federation of Families of 

South Carolina disseminated a survey to youth across the state to gain a deeper understanding of 

how to engage and strengthen youth involvement. Together, these strategies ensured the active 

participation of youth and families within the strategic planning process.   

South Carolina is now fully prepared to begin to implement a statewide system of care.  The 

Palmetto Coordinated System of Care (PCSC) is led by a Leadership Team comprised of eight 

agency directors and three family representatives.  The Team has been meeting on a regular basis 

for the past year.  This leadership has signed a formal Memorandum of Agreement (MOA) to 

govern its operating procedures.  Through shared funding among the agencies, a PCSC Director 

was hired, effective Feb. 3, 2014 (see Section C).  Since that time, a work plan has been 
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developed to complete the system design and identify in detail the infrastructure needed to 

support statewide implementation of the PCSC.    

The planning and now design process has also included two technical assistance visits from 

Shelia Pires.  First, in October 2012 the first statewide meeting about creating a SOC was held.   

Through the process, a common vision and goal for the SOC was developed as was a planning 

infrastructure.  A second System of Care meeting in February, 2014 was a working session to 

review accomplishments and to chart next steps in building the Palmetto Coordinated System of 

Care (PCSC).  The most important outcome of that meeting was development of a working 

definition of the target population for the PCSC.  The target population is children and youth 

who have serious behavioral health challenges and who are in or most at risk of out of home 

placements.  We are now ready to move our design efforts to the next stage for that would lead to 

statewide implementation.  The chart below highlights the ongoing strategic design process, 

which would take us to the beginning of the expansion grant period.   

Objective Key Activity Responsible Party Completion 
Capture system strengths, 

opportunities, and 

weaknesses relevant to 

population of focus 

Self assessment within 

departments  

 

Research, inventory, and 

analyze federal 

opportunities  

Steering Committee with 

Project Manager and 

consultants (as needed) 

 

April 15, 2014 

Determine recommended 

system design, including 

service array and 

mechanisms to allow 

customization of services 

and supports and 

intensive care 

management for high 

utilizing sub populations  

Research and evaluate 

approaches in terms of 

need of populations, 

evidence base, cost, and 

system strengths and 

weaknesses 

Steering Committee with 

Project Manager and 

consultants (as needed) 

 

June 30 , 2014 

Identify needed 

infrastructure, including 

providers, quality 

measurement, utilization 

management and 

technology needs 

Identify best practices, 

EBR, implementation 

issues, and determine most 

efficient  and effective  

Steering Committee with 

Project Manager and 

consultants (as needed) 

 

August 1, 2014 

Conduct Cross system 

analysis of service 

utilization, expenditures, 

and financing related for 

populations of focus 

Inventory and analysis of 

data admissions from state 

departments  

 

Assessment of current 

systems and utilized 

options that would support 

system design 

Steering Committee with 

Project Manager and 

consultants (as needed) 

 

August 1, 2014 

Analyze, determine final 

system design and 

financing strategies 

Development of strategy 

to support system design 

and manage utilization 

Mercer; with input from 

consultants; Leadership 

Team 

August 31, 2014 

Submit state plan 

amendments, waivers, 

other applications, inter-

agency transfers 

Write needed applications 

other documents 

 

Present to legislatures, 

present at community and 

public settings  

Mercer: consultants as 

needed 

 

 

Leadership Team, Project 

Manager 

First drafts: November 30, 

2014, final drafts February 

15, 2015, submit 

applications by March 15, 

2015 
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Objective Key Activity Responsible Party Completion 
 

Submit applications  

 

 

Development of 

implementation plan 

Determine most efficient 

and effective steps  

Steering Committee, 

Project Manager, 

consultants, Mercer 

Phase in beginning March 

1, 2015. 

Full implementation target 

date:  July 15, 2016  

In summary, we know that sustainable change is not possible without state level policies and 

leadership of child-serving agencies.  We are actively engaged in implementation (capacity 

building, infrastructure development, policy change, workforce development, systems 

improvement). We are convinced – with full implementation of our strategic plan – we are 

poised to implement a statewide system of care.   

 

Section B:   Proposed Approach and Implementation  

Purpose of the Project and Goals and Objectives   As stated in the Memorandum of 

Agreement signed by the members of the PCSC Leadership Team, the vision of the PCSC is that 

the children and families shall receive services when needed, which are designed to achieve safe, 

healthy, and functional lives as successful, responsible, productive citizens. It is the mission of 

the PCSC that the services provided by the agencies to children and families are thoughtfully 

planned and efficiently coordinated in a ‘trauma-informed’ system of care and service delivery 

model designed to: respond to the needs of the child and family across agencies to increase 

accessibility to services; eliminate barriers to services; increase accountability; increase 

affordability and cost-effectiveness by the blending and braiding of governmental funding; and, 

appropriately involve families and local providers in decision-making for services.  The purpose 

of this project is to support the PCSC achieve their vision and mission. 

The PCSC is adopting the Triple Aim approach as articulated by Donald Berwick, former 

Administrator of the Center for Medicare and Medicaid Services: improving the experience of 

care, improving the health of populations, and reducing per capita costs of health care. 

Preconditions for this include the enrollment of an identified population, a commitment to 

universality for its members, and the existence of an organization (an “integrator”) that accepts 

responsibility for all three aims for that population. The integrator’s role includes at least five 

components: partnership with individuals and families, redesign of primary care, population 

health management, financial management, and macro system integration (Berwick 2013).  In 

essence, this is the design of an integrated system of care.   

Priority Goals for grant activities are 1) Build Infrastructure to Expand PCSC Statewide Increase 

System Capacity, 2) Assure Adequate and Accessible Service Network to Support PCSC 

Implementation and 3) Gain wide support for implementation of PCSC and support of SOC 

values and principles. A detailed presentation of objectives associated with each of these goals is 

presented in the management chart below. 

The goals of PCSC are designed to increase system capacity. As detailed in the management plan 

below, infrastructure development includes sustainable financing strategies, establishment of a 

behavioral health management entity, creation of a quality management system and utilization 

management processes. The service network development includes utilizing new Medicaid 

authorities to address the gaps in the service array create by the 2010 cuts, as well as expand the 

array base on guidance of the Joint Bulletin issued by CMS and SAMHSA. Peer support, 

wraparound, mobile crisis and evidence-based practices will all be supported with Medicaid 
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funds. Initial training and ongoing workforce development will be addressed. In gaining support 

for PSCS implementation and values and principles, capacity of family organizations will be 

expanded and youth leadership will be supported to grow. Social marketing and communications 

will foster mental health awareness of the general public, improve social inclusion and engage an 

array of stakeholders in sustaining SOC.   

The activities to be undertaken by PCSC are the strategies and objectives detailed in the 

Management Chart. These include development of infrastructure needs, expansion of the 

Medicaid service array, further work force development, strategic financial management, 

strengthening our work with family and youth organizations, and engaging the community and 

stakeholders.  They are based on the analysis of the gaps and needs in our infrastructure and 

service array detailed in Section A.  Based on input from stakeholders we have identified specific 

initiatives within these areas as important contributors to statewide expansion of the SOC:  

Wraparound services: The University of Maryland’s Institute for Innovation and 

Implementation as part of the National Wraparound Implementation Center (NWIC) supports 

initiatives to implement Wraparound effectively and build local capacity to provide high fidelity 

Wraparound. The COC was able to access technical assistance available through Medicaid’s 

Chance Waiver to begin the wraparound training and coaching process. Training began February 

2014 and access to the training will terminate September 30, 2014. As part of PCSC 

development and as a deliverable for this grant, the COC will enter into a contract with the 

Institute for Innovation and Implementation to complete the training and coaching process.   The 

development of certified wraparound trainers and coaches through this process will provide 

sustainability for COC provision of wraparound and the ability to expand services to other 

agencies to bring wraparound to scale statewide.  

Peer Support: Parent and youth peer support services are an integral component of a system of 

care. Key activities for this grant include supporting the training of parents and youth to provide 

peer support and developing a state level certification to qualify for Medicaid funding. 

Additionally, technical assistance and support will be provided the family and youth run 

organization around internal business practices and organizational infrastructure needed to 

ensure ongoing sustainability. The Family Run Executive Director Leadership Association 

(FREDLA) has committed to entering a contract to provide needed training, technical support 

and ongoing consultation to assure achieve these outcomes. 

Residential Providers: Nearly one in three youth served in systems of care had an out-of-home   

placement within two years of receiving services (Farmer et al, 2008).   Research shows 

improved outcomes with shorter lengths of stay, increased family involvement and stability and 

support in the post-residential environment (Walters & Petr, 2008).   SC plans to join the national 

movement of promoting best practices in residential care and better outcomes for youth and 

families.  We will work with providers through a contract with the Building Bridges Initiative 

that focuses on working with agencies and providers to implement evidence based practices.  

Specific Outreach to Populations in the PCSC plan:   

Returning veterans and their families SC has one of the higher numbers of veterans, per capita, 

approximately 410,000.  We know veterans and their families face complex challenges.  Team 

South Carolina is a statewide coalition of directors from the Governor’s Office, agency directors 

and service organizations.  The team has an action plan to identify needed services, make them 

easily accessible, and help veterans and their families return to healthy, successful lives.  PCSC 
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will have a role in the plan. Military and Family Life Consultants (MFLAC) provide outreach to 

service member families Notice has been given that contracts for the counselors will expire in 

2015.  In addition, they do not provide treatment; if Axis I or II diagnosis is given, a higher level 

of care is needed and families may not qualify for services depending on their status. Outreach to 

the military, especially the National Guard, is important for a comprehensive SOC in SC.  We 

will coordinate with the reserve headquarters command to assure the same level of collaboration 

with reserve units. 

School Districts The Department of Mental Health has school based mental health counselors in 

about one-third of the schools in S.C. and is in a prime position to examine outreach approaches 

to increase screening and assessment procedures with school districts. 

Transition Age Youth  The state is lacking capacity to fully support these youth with adequate 

service availability, independent or supported living, employment, supports, and ongoing 

educational or vocational supports. Models from other states and technical assistance will be 

sought to develop needed supports and services. 

Geographic Hot Spots by virtue of poverty, health indicators, and lack of access to needed health 

care have become the focus of the state’s health reform effort.  These are communities in need 

(primarily rural) with major health issues, but few resources.  SC is focusing on creating a 

system that will address the needs of this population.  PCSC will provide outreach as a means of 

reaching the neediest and most underserved populations, thus expanding the SOC to an area in 

critical need.   

 

Management Chart.  Award of a SOC Expansion Implementation grant will begin the process 

of implementing the PCSC Implementation Plan.  The following is the Management Plan for the 

period of the grant.   

Goal/Objective/Activity 
Year Responsible 

Party 1 2 3 4 

SOC Priority Goal 1:  Build Infrastructure to Expand PCSC Statewide 

Core Strategy: Implement policy and regulatory changes  

(locus of accountability established by MOA and previously discussed) 

Objective 1 Develop interagency structures, agreements and partnerships for coordinating and 

financing 

 Establish and publish guidelines and protocols for 

agency interface with PCSC 

X X   PD, DHHS. 

Mercer 

Execute any necessary financial agreements and 

contracts between partners 

X X X X LT 

Draft RFPs to support system design components 

such as behavioral health MCO, local wraparound 

providers, and family service peer support 

providers 

X X   Mercer, 

DHHS,PD 

Objective 2 Promulgate rules, regulations, guidelines, standards, and practice protocols 

 Execute Medicaid policies, regulations, and 

contracts to support system design components 

such as behavioral health MCO, local wraparound 

providers, and family service peer support 

providers 

X X   Mercer, DHHS 

Execute guidelines and standards for increased 

integration of primary care and behavioral health 

care and between mental health and substance 

X X   DHHS, DMH, 

DAODAS 
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Goal/Objective/Activity 
Year Responsible 

Party 1 2 3 4 

abuse providers for clients with co-occurring 

disorders 

Execute policies, regulations and guideline 

regarding the interface and referral process 

between Medicaid, physical health MCOs, and  

behavioral health MCO 

X X   Mercer, DHHS 

Objective 3 Incorporate system of care approach as requirements in requests for proposals and 

contracts 

 Update agency contract and RFP language to be 

consistent with PCSC standards 

X X   LT, PG 

Objective 4 Incorporate the system of care approach into data systems for outcome measurement and 

quality improvement 

 Establish infrastructure to support quality 

management and improvement process 

X X   DDHS, BHMCO 

Establish technology infrastructure to support 

information sharing 

X X   DHHS, BHMCO 

Establish infrastructure to support utilization 

management process 

X X   DHHS, BHMCO 

Core Strategy: Financing 

Objective 1 Leverage federal entitlement funds 

 

 

 

Leverage state general funds to maximize federal 

Medicaid funds, through new state plan services or 

a 1915i or other mechanism determined in cross 

systems analysis 

 X X X DHHS, Mercer, 

LT 

Leverage state general funds to maximize use Title 

IV-E and  TANF 

 X X X DSS, Mercer, LT 

Objective 2 Targeted use of grant funds 

 Analyze the strategic use of Title IV-E, TANF, 

block grants and other funding sources. 

X X X X DMH, DAODAS, 

Mercer, LT 

Use of SOC expansion grant dollars for short term 

infrastructure development 

X X X X PD, PIs 

Objective 3 Increase cost efficiency 

 Shift funds from expensive, less effective, higher 

cost services to more effective less expensive 

services through expansion of service array  

 X X X DHHS, LT 

Implement utilization management process  X X X DHHS, BHMCO 

Develop local networks of informal supports for 

PCSC implementation 

X X X X PG, SCRS 

      

SOC Priority Goal 2:  Assure Adequate and Accessible Service Network to Support PCSC Implementation 

Core Strategy: Expand Services and Supports Based on SOC Philosophy and Approach 

Objective 1 Expand array  of home and community based services 

 Priority services including wraparound, peer 

support, respite, mobile crisis, intensive home 

based services and other EBPs are provided 

through Medicaid and other determined financing 

strategies.  

 X X X DHHS 

Work with residential providers to transition to 

PCSC through contract with Building Bridges 

X X   PIs, PD, BB 

Address disparities in service delivery by targeting 

recognized regional hotspots  

X X X X PG 
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Goal/Objective/Activity 
Year Responsible 

Party 1 2 3 4 

Work with agencies in implementation of family 

driven practice model through training, TA and 

coaching  

X X X X SCRS, PD 

Objective 2 Implement wraparound care coordination 

 Complete wraparound training for COC staff and 

initiate wraparound training for other agency or 

provider staff as needed  

X    COC. II 

 Begin wraparound implementation with existing 

COC clients through use of legislatively protected 

carry forward  funds    

X    COC 

Develop strategy for bringing to scale for statewide 

implementation 

X    PG, PD 

Execute required contracts or provider enrollment 

for local wraparound providers  

 X   DHHS, BHMCO 

Phase in statewide implementation of wraparound  X X X DHHS, BHMCO 

Use National Wraparound Initiative tools to ensure 

fidelity to model 

X X X X COC, DHHS, 

BHMCO 

Objective 3 Implement peer support services 

 Conduct training for family and youth to provide 

peer support 

X X X X SCRS 

Develop strategy for bringing to scale for statewide 

implementation 

X    PG, SCRS, PD 

Execute required contracts or provider enrollment 

for family involvement and peer support providers 

 X   DHHS, BHMCO 

Phase in statewide implementation of peer support 

services 

 X X X DHHS, MHMCO, 

SCRS 

Determine fidelity or quality assurance measures X    PG, SCRS 

Utilize determined measures  X X X SCRS 

Objective 4 Enhance trauma screening and treatment within child-and family-serving agencies 

 Utilize  statewide directory, “trauma-map,” of 

trauma-specific services to identify referral sources 

in order to strengthen referral systems 

X    PG, PD 

Train all staff responsible for developing plans of 

care working with children and youth, utilizing a 

learning collaborative approach on TF-CBT and 

assessment 

X X X X PD, PG 

Develop and implement professional development 

that promotes trauma-informed care 

X X X X PG, PD 

Build a cohort of “training experts” or “Speaker’s 

Network”  

X    PG, PD 

Enhance agency and organizational policies to 

ensure trauma-informed care 

X X X X PG, PD 

Objective 5 Improve Cultural and Linguistic Competency within Service Array 

  Review/ update planning grant CLC strategic plan X    PG, PD 

Conduct cultural competency self-assessments by 

local provider agencies 

 X   PG, PD 

Identify sustainability mechanism for training and 

ongoing refinement of agencies’ policies, 

procedures and practices 

 X   PG, PD 

Develop LGBT training and outreach plan X    PG, PD 

Implement LGBT training and outreach plan  X X X PG 
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Goal/Objective/Activity 
Year Responsible 

Party 1 2 3 4 

Develop outreach plan for military families X    PG, PD 

Implement outreach plan for military families  X X X PG 

Core Strategy: Training, Technical Assistance and Workforce Development 

Objective 1 Provide training, TA and coaching on the SOC approach 

 Utilize Joint Council’s Workforce Training 

Collaborative to support statewide training for 

PCSC agencies, including expansion of face to face 

and online training curriculum to train on 1)SOC 

values and principles 2)wraparound 3) family and 

youth peer support, 4) the common assessment tool 

5)cultural and linguistic competency, 6) trauma 

informed care  7) family and youth guided care and 

8)particular EBPs  

X X X X PG, PD 

Work with agencies to develop guidelines and 

incentives for staff to participate in training 

X X X X PG, PD 

Objective 2 Create ongoing training and TA capacity and accountability system for tracking 

completion of training modules 

 Conduct baseline assessment of current 

workforce and training 

initiatives/systems/capacity, including non-

traditional providers 

X    PG, PD  

Identify capacity needs and priorities by utilizing 

information from the baseline assessment report, 

Mercer current systems analysis and 

identification of service priorities identified in 

initial regions implementation 

X    PG, PD 

Initial service capacity needs and priorities will 

be met through contracting with expert trainers. 

X X   PG, PD, PIs 

Work with agencies to incorporate SOC training 

into existing training requirements and 

infrastructure 

X X X X PG, PD 

Utilize COC certified wraparound trainers to train 

additional staff  to conduct wrap around  

X X X X COC, PD 

 

Identify a university partner/s and together 

develop an Evidence-Based Practice Training 

Institute.   

X X X X PG, PD 

Objective 3 Provide training, TA and coaching on evidence based practices 

 Develop strategy to transition age youth X    PD, PIs 

Contract with key experts on high priority EBPs 

for initial training and TA 

X X X X  

Develop outreach strategy for private provider 

community to participate in training 

X    PG, PD 

Identify specific training priorities for agency 

staff in implementing EBPs   

X    PG, PD 

Identify university partner/s to develop an 

Evidence-Based Practice Training Institute for 

long term training needs /future workforce 

development 

X X X X PG, PD, 

SOC Priority Goal 3: Gain wide support for implementation of PCSC and support of SOC values and 

principles 

Core Strategy: Use social marketing and strategic communications 

Objective 1 Develop and implement strategic communication plan 
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Goal/Objective/Activity 
Year Responsible 

Party 1 2 3 4 

 Contract with communications firm X    PD 

Identify primary stakeholder groups to be targeted 

with social marketing messages 

X    PG, PD 

Develop messages to influence behavior change X    CC,PG 

Create and develop materials (fact sheets, 

testimonials, etc.) 

X    CC, PG 

Identify partners/contacts for dissemination of the 

messages 

X    PG, PD, CC 

Recruit “peer champions” for each stakeholder 

group to deliver messages through video 

testimonials and presentations and identify 

gatekeepers for message delivery 

X    PG, PD 

Prioritize messages for delivery X    PG, PD, CC 

Assign messages to timeline of work X X X X PD, CC 

Objective 2 Ensure the social marketing plan is responsive to changing needs and contexts of the 

PCSC 

 Create regular feedback loop to help inform 

continued refinement of messages 

X X X X PG 

Create mechanisms to track outcomes from social 

marketing plan implementation 

X X X X CC, PD 

Objective 3 Support expanded youth leadership in PCSC 

 Build infrastructure within Youth M.O.V.E 

through employing Regional Coordinators 

X X X X YM 

Develop additional youth networks at local level X X X X YM 

Expand membership of current Youth M.O.V.E. 

Youth Council 

X X X X YM 

Objective 4 Support expanded family leadership in PCSC 

 Contract with organization development specialist 

to build infrastructure and identify sustainability 

strategies for  South Carolina Family Services and 

Supports Coalition (SCFSSC)and its member 

family organizations 

X X   PD, SCRS 

Provide SCFSSC leadership training to family 

members  

X X X X SCRS 

Provide SCFSSC Family Driven Care training to 

agency staff and other trainings targeted to key 

audiences, such as teachers 

X X X X SCRS 

Increase number of  family members being trained 

as peer mentors 

X X X  SCRS 

Develop information technology to support peer to 

peer matching 

X    SCRS 

Develop ongoing continual quality improvement, 

management, and accountability for peer to peer 

mentoring process 

X X X X SCRS, PD, 

DHHS, BHMCO 

Increase number of family members engaged in 

family support organizations through outreach, 

peer support, educational efforts, workshops 

X X X X SCRS 

Ensure family members are actively engaged in all 

levels of PCSC- policy, management and 

evaluation 

X X X X PG, PD, PIs, LT 

BB: Building Bridges contractor BHMCO: behavioral health managed care 

organization 
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CC: Communications Contractor 

COC: Continuum of Care 

DAODAS: Department of Alcohol and Other 

Drug Abuse Services 

DHHS: Department of Health and Human 

Services  (Medicaid) 

DMH: Department of Mental  

DSS: Department of Social Services 

II: Institute for Innovation and Implementation, 

University of Maryland 

LT: Leadership Team 

Mercer: Medicaid consultant 

PD: Project Director 

PG: Planning Group 

PIs: Principal Investigators 

SCRS: South Carolina Resources and Supports 

(Family Organization) 

YM: Youth Move 

Oversight  Advisory Body   The Board of the  PCSC (also referred to as the Leadership Team) 

is the locus of accountability and consists of the following child-serving agencies: Governor’s 

Office, Continuum of Care (COC); SC Departments of Alcohol and Other Drug Abuse Services 

(DAODAS), Disabilities and Special Needs (DDSN), Education (SDE), Health and Human 

Services (DHHS), Juvenile Justice (DJJ), Mental Health (DMH), and Social Services (DSS).  

The board also includes family representatives with children who received services from PCSC 

member agencies.  The PCSC Board has designated a planning group that meets every three 

weeks and its duties include: 1) plan, implement, and support the work of the PCSC; 2) establish 

and supervise workgroups of the PCSC; 3) provide guidance and oversight of issues and projects 

being addressed by the PCSC; 4) coordinate its activities with the PCSC Project Director; 5) 

perform other tasks or responsibilities as may be assigned by the PCSC. 

Required Activities. Provision of an array of individualized, culturally and linguistically 

competent mental health and recovery support and creation of workforce development activities:  

The Joint Council subcommittee for Cultural and Linguistic Competence will develop 

curriculum to conduct statewide training. The subcommittee will utilize resources and tools 

available through the National Center for Cultural Competency and other resources as needed. 

The subcommittee will focus on assessing and improving organizational policy in supporting 

cultural and linguistic competence. It will include agency and personnel self-assessments, 

identification of core content areas and mechanisms to train and educate on those areas and 

education and training on high priority populations. SC DMH has a statewide Multi-Cultural 

Council that supports the recovery mission of DMH through continual development of a 

culturally knowledgeable and skilled workforce. The SC Commission on Minority Affairs, the 

official state agency responsible for working with the many diverse communities of color present 

in South Carolina, is active on the Council   Its mission is to ensure the following components 

are included in state plans: Staff development and training including the culture of rural 

communities, the culture of poverty, Hispanic and Latino cultures, as well as practices for 

interacting with individuals who have diverse sexual identities and orientation;  Language 

policies and procedures are currently in place to support the capacity of clients who are more 

comfortable with a language other than English;  Provision of continuous quality improvement 

with a focus on outreach strategies which targets access to care, engagement and retention issues. 

The SOC Planning grant established the Children and Adolescents Cultural Linguistic 

Competence Committee among child serving agencies, The committee completed several action 

steps and objectives to forge cultural and linguistic competence.  A major accomplishment was 

the establishment of a CCM (Cultural Competence Manager) within each SOC agency.  

Individuals in these positions will report directly to the directors of each agency.  Their role is to 

promote development of appropriate SOC services that meet the needs of the State’s racial, 
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ethnic, cultural, and linguistic populations, including a self-assessment and strategies to address 

identified needs.   

Workforce Development:  As described in the management plan, significant efforts to develop 

the workforce include use the existing Joint Council Workforce Development Committee, 

contracting with consultants for initial training needs for EBPs and services for transition age 

youth and incorporating SOC training into agency training requirements. For long term 

workforce development, PSCS will partner with one or more local Universities and together 

develop an Evidence-Based Practice Training Institute.  Initial aspects of this partnership are 

anticipated to include 1) Development of curricula and teaching of social work and social service 

courses in the school of social work designed to develop system of care core competencies 

among students in human services and allied fields of study. 2) Work within the University 

structure to identify and develop key resources and buy-in to develop the infrastructure for an 

interdisciplinary, multi-faceted System of Care Training Institute. 3) Use of university resources 

to aid in data collection, storage and analysis, instructional design, human capital designation and 

other identified areas of need. 4) Development of strategies to promote use of EBPs and address 

ongoing training and coaching needs. 

 Additionally, the Joint Council Workforce Development developed a list of core competencies 

for providers of care for children and youth.  Most recently, the Committee, with support from 

the SAT-ED grant awarded to DAODAS, developed an online, web-based system for training, 

with updated modules in the core competencies.  This system went live on Oct. 15, 2013 and 

currently there are approximately 100 users who have completed courses on this system.  The 

Committee continually updates the curriculum and identifies new competencies such as trauma-

informed practice and systems of care values and principles. A variety of in-person trainings 

have occurred (e.g., trauma-informed care) and additional plans for training (e.g., in-person and 

web-based) are in development.   Below is the list of trainings that are available on the website 

or are to be finalized in the following months: 1) System of Care Principles and Values  2) 

 Neurobiological & Psychological Effects of Trauma 3) Understanding and addressing trauma in 

the lives of those served  4) COSY- a Systems of Care model from Beaufort, SC. 5) Core 

Competency Training:  Trauma-Informed Care 6) Anxiety in Youth 7) Child and Adolescent 

Development 8) Families and Communities as Partners  9) Diagnosis of Co Occurring Disorders 

in Adolescents 10) LGBTQ Issues in Adolescent Populations 11) Ethics and Professional 

Responsibility 12) Seclusion & Restraint Prevention Tools& Strategies for Promoting Self-

Soothing & Calming.  

Create sustainable training and technical assistance strategies that facilitate ongoing learning, 

coaching and practice improvement, and support fidelity to SOC values and principles A 

detailed description of ongoing training and work force development is on pages15-18.   

Trainings are in development and meetings are planned to ensure that experts are recruited to 

update core content knowledge, place it online in the Learning Management System (LMS), and 

consider how the system can be best utilized throughout South Carolina.   All trainings will 

include the opportunities for the providers to receive continuing education units (CEUs) and the 

system will monitor and report how well the individual participants learn the material through a 

post-only survey done after the training is completed.  Development of a robust system of 

continuous quality measurement and improvement is a critical component of the PCSC and will 

be integrated into all administrative structures and functions (see Section D). 
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Recovery:  DAODAS developed the SC Recovery Oriented Systems of Care (ROSC) Strategic 

Plan, for FY 2103-2014.  The plan has five primary goals that focus on prevention, intervention, 

treatment, post-treatment, and planning..  A recovery oriented systems approach supports person-

centered and self –directed approaches to care that build on the strengths and resilience of 

individuals, families, and communities to take responsibility for their sustained health, wellness, 

and recovery from alcohol and drug problems.  Some areas of need for recovering youth are:  1) 

adolescent and family support services, 2) after care services capable of outreach and 3) 

provision of services in settings other than traditional clinic settings.  Monitoring strategies such 

as drug testing, home visits, and follow-up phone calls are important.  The goal is frequent 

contacts with the client for the first six to nine months.  There is a need for Recovery Centers 

where adolescents can go after school, associate with other teens in recovery, look for jobs, play 

games and just socialize. Some efforts going on presently are collaboration between agencies to 

help develop recovery and supports for this population, developing pro-social activities and teen 

support groups, and evidence based prevention programs in schools and communities statewide.  

We will be refining our implementation plan to have specific strategies by October, 2014.  This 

will be considered along with our effort to provide services for transitioning youth.   

Family-driven, youth guided framework. The Village Project (See Section A) – the first SOC grant in 

1993 - set the foundation for family members to be hired into roles traditionally held by 

“professionals”.  As South Carolina moves forward in the development of the PCSC, youth and 

families are integral partners in planning and implementation activities.  An important milestone 

is the organization of South Carolina Resources and Supports.  Birthed from the SOC Planning 

Grant, it is a working group of leading family organizations that have entered into a MOA to 

help families navigate the mental health system and engage in peer support.  The organizations 

are Family Connection of SC, Inc., Federation of Families of SC, National Alliance on Mental 

Illness South Carolina, Youth M.O.V.E.SC, and PRO-Parents of SC. This group has developed a 

cross training for South Carolina’s online LMS on family engagement that includes information 

regarding family-driven care.  They are educating other family members on the importance of 

advocating for family-driven care where families have a primary decision making role in the care 

of their children as well as the policies and procedures governing care for all children. We will 

use family friendly checklists for parents, youth, and providers and focus groups to improve the 

agencies’ environment.  

Family members participate on numerous state level planning councils and advisory boards at 

the state and community level. This list is not exhaustive but includes family members 

participating on the SC DMH State Planning Council, the SC DHHS Medical Care Advisory 

Committee, the SC Department of Health and Environmental Control Early Childhood 

Comprehensive System, the CHIPRA Advisory Committee, Protection and Advocacy for 

Individuals with Mental Illness Advisory Council South Carolina.  Family members are involved 

as integral Joint Council members.  A prominent part of each meeting begins with a youth or 

family member sharing their story of successes and barriers resulting from involvement in state 

systems.  Three family members serve on PCSC Leadership team developing and overseeing the 

PCSC.  Family groups were also actively involved in the development of this grant application 

Input from youth is provided by Youth M.O.V.E. South Carolina, the state chapter of Youth 

M.O.V.E. National. Established in 2010 in partnership with the Federation of Families of SC, the 

organization advocates for youth rights and voice in mental health and other related systems.  It 
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has become a mainstay of the SOC process.  The organization has conducted focus groups, 

disseminated surveys, established networks around the state, provided community outreach, and 

is helping to change the image of mental illness.  Training has been developed by youth on how 

to communicate with families and peers about substance use. The Advisory Council has 

established a speakers’ bureau including a digital story of adolescent experience with mental 

illness.  Youth M.O.V.E. SC has been involved in development and design of this grant and the 

SOC – with a seat at the table – and guiding the youth voice in the process of developing the 

PCSC and the application for this grant.   We will expand Youth M.O.V.E. chapters across SC. 

 Statewide Interagency Coordination and Collaboration Mechanisms:  The Joint Council 

comprised of the directors of child-serving agencies, family organizations, and funding sources, 

is the source and implementer of the SOC.  In October of 2012, the SC DHHS, the Joint Council 

and the Breaking Boundaries SOC planning grant sponsored a successful working session with 

national experts and consultants in creating a coordinated system of care for children.   At the 

March 2013 meeting, Director of DHHS Tony Keck stated that “creation of a coordinated system 

of care should be a core effort of the Joint Council over the next few years.”  He acknowledged 

that South Carolina has the right combination of factors to be successful in this venture: strong 

leadership and interest among our partners; past strengths with our collaborations; and a budget 

climate that calls for greater accountability and efficiency with our resources. 

The Leadership Team has met every 3 weeks since March 2013. The charter has been developed 

and the MOA sets forth the operation and responsibilities of the SC agencies.  The core values 

adopted by the Joint Council are the following: 1) Family driven and youth guided; 2) Home and 

community based; 3) Strengths based and individualized; 4) Culturally and linguistically 

competent; 5) Coordinated across systems and services; 6) Connected to natural helping 

networks; 7) Data driven and outcome oriented; and 8) Trauma-informed.  The charter states that 

the directors of each agency on the JCCA comprise the Board of the PCSC with elected family 

members.  There is a PCSC Planning Group, including family members, responsible for 

oversight of implementation of the SOC.  It meets monthly; its duties include: establishing, 

supporting, and providing oversight of the PCSC.  The PCSC Project director works with the 

Committee. She is empowered to carry out the operations and daily business of the PCSC.  

Establish policy, administrative and/or regulatory structures that support ongoing SOC 

implementation efforts.  The administrative structure and process for ensuring implementation 

of a statewide SOC.  The strategic financing plan that is currently being developed will further 

ensure that resources are available to sustain the SOC.  ISCEDC funding is another resource for 

sustainability and support of the SOC philosophy.  The SC Joint Citizens and Legislative 

Committee on Children is responsible for informing policies and recommending initiatives for 

the General Assembly.  The director of the Children’s Law Center directs staff efforts for that 

committee and is on the Joint Council to assure a direct linkage for legislative information.   

Collaborate across child and youth serving agencies and among providers and programs to 

build bridges, including relationships between community and residential treatment settings. 

The structure of PCSC – as set out in the MOA – defines the relationship among the child 

serving state agencies.  The reach of agencies extends to the communities throughout SC through 

their local affiliates.  In addition these agencies contract for services with residential treatment 

settings and other community service providers, providing a means to change or implement 
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recommended practices.  Outreach to residential providers is one of the essential building blocks 

of PCSC.  A PCSC Principal Investigator will oversee the efforts to outreach and partner with 

residential providers through the contract with Building Bridges. In addition representatives of 

residential facilities and children’s community service providers serve on the Joint Council.   

Collaborate between child and adult serving agencies as well as consumer groups which are 

critical when serving older youth who are transitioning to adulthood. Older youth transitioning 

into adulthood are an important focus of PCSC.  Partnerships between child and adult serving 

entities, including peer support groups, vocational services and case management, are critical for 

this age population.  A barrier to transitioning to the adult system is the shift to adult funding 

sources that use more limited criteria for services. This creates challenges for care coordination 

and means that less intensive services are available. At the state level, agencies will be reviewing 

policies and practices associated with the transition of youth to appropriate adult services and 

will explore collaborations with traditionally adult-serving agencies to serve this population.  An 

earlier SOC grant (Gateways-Section A) targeted this population.  Still in operation, Gateways 

provides housing and other life skills services.  The organization has also kept young people 

involved by promoting contact with appropriate social groups.  We also intend to utilize our very 

active youth group, M.O.V.E.SC to structure an initiative that will appeal to young people who 

are now young adults.  Our plan will focus on learning from them about their needs. 

Integrate between mental health and substance abuse services and systems. The Joint Council 

recognizes the need for comprehensive, integrated services for youth with co-occurring (COD) 

disorders. The historical split between mental health and substance abuse systems led to many 

children receiving duplicative services, while others received inadequate services. The Mental 

Health and Substance Abuse systems are working jointly on initiatives to serve children with 

COD. The vision is system where clinicians develop COD competency and funding issues do not 

present a barrier to treatment.  Findings and recommendations for integration between DAODAS 

and DMH were gathered as part of the COD State Incentive Grant.  Primary recommendations to 

be worked on between now and October include 1) Mental health and alcohol and other drug 

programs (AOD) that treat COD should establish formal memorandums of agreement that 

describe the sharing of responsibility.  2) Mental health and AOD facilities intending to provide 

treatment for persons with COD should establish procedures to ensure follow-up assessment is 

available. 3) Collaborative agreements should outline emergency response options that avoid or 

reduce use of emergency rooms for emergency psychiatric care or substance use stabilization and 

4) Programs should incorporate educational activities and materials to the clients support 

network to facilitate engagement in care and follow through with treatment objectives.    

 Outcome measurement strategies based on SOC values and principles aligned with state 

efforts and identification of electronic health records and data.  Project management and the 

evaluation team will refine the proposed outcomes measures presented in Section D to 

appropriately and completely reflect the project objectives as detailed in the Management Plan 

presented in Section B. The measurement system will support the focus on continuous quality 

improvement that is an integral feature of PCSC. Measures will relate to infrastructure 

objectives, client services and functioning, and completion of implementation activities. Access 

to client data will be enhanced by the state’s progress toward a statewide electronic medical 

record system. SCHIEx, a statewide health information exchange, is the designated exchange in 

the Office of the National Coordinator’s (ONC) State HIE Cooperative Agreement Program and 
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complies with nationwide specifications for secure data exchange and nationally recognized 

interoperability standards. SCHIEx is built using a federated, network-of-networks model. This 

eliminates the necessity for a single, centralized clinical data repository and allows participants 

to retrieve needed information directly from other participants.    

Coordinate SOC strategies with block grants and other health care reform efforts.   South 

Carolina child serving agencies have a history of working together, particularly through joint 

grant projects.  The Mercer financial strategic plan that is being developed will explore how 

agencies can also work together to leverage and increase funding at the state and federal levels.    

In the area of health reform, the state is addressing the neediest, costliest and most vulnerable 

citizens while reforming health care through greater efficacy and reduced costs.  By increasing 

value and transparency and investing in areas of greatest health needs, called Hot Spots, the state 

is building the system's capacity while focusing on health.  Through the Healthy Outcomes Plan 

(HOP) hospitals and providers improve the coordination of care for an at-risk population, lower 

health care costs and facilitate the development of a high-performing and replicable system of 

care.  Payment reform, clinical integration and targeting hot spots of disparities is a critical first 

step for South Carolina.  The HOP is one of the largest process improvement efforts that 

Medicaid has undertaken to effectively integrate the Triple Aim into South Carolina's delivery 

systems. Partnering with Federally Qualified Health Centers, Rural Health Clinics, free clinics 

and other health safety net providers serving the uninsured, hospitals are collaboratively building 

or expanding models to improve health care value in South Carolina.   The HOP initiative is 

based on changes to Medicaid (1915i) implemented under the Affordable Care Act.   

SC DHHS is targeting children and ensuring that they have needed health care.  In 2010, SC 

ranked fifth from the bottom nationally for its percentage of insured children (13 percent). With 

additional appropriated funds to improve enrollment, we launched the Express Lane Eligibility 

(ELE) program.  SCDHHS has a met its commitment to insure Medicaid-eligible children with 

the successful enrollment of more than 103,000 children via ELE process for new children 

applications as of October 2013.  In addition, the agency processed 276,000 annual renewals 

from children in automated fashion using data from SCDSS.   This increased enrollment has 

decreased the uninsured population in SC and is so effective that it has become a national model 

for streamlined enrollment. This was accomplished by working across agencies and linking data 

bases to identify children who qualify for services and thus, would qualify for Medicaid.   

Trauma related activities In 2009, DJJ implemented trauma services in its long term institutions.  

While the program initially focused on treatment, a training component was developed to prepare 

juvenile correctional officers and other non-clinical staff to recognize and work with youth 

impacted by trauma.  Over 3,000 agency and non-agency staff have been trained in this 

curriculum to date. SC has begun the process of transforming trauma informed care from concept 

to reality across the child and adolescent service system.  Core competencies for trauma 

informed care have been approved by the Joint Council.   In the future, there needs to be an 

assessment of agency practices for using an evidence based trauma assessment and for assessing 

how well the agencies are integrating trauma informed care into everyday practice. 

The SC Joint Citizens and Legislative Committee on Children in its 2013 Annual Report, 

identified childhood trauma as one of five priorities believed to be immediately actionable and, if 

addressed, could reduce costs to SC.  The Joint Council assumed the lead to address childhood 
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trauma in the state.  The Council, through its Trauma Committee and Workforce Development 

Collaborative, developed a plan for implementing trauma informed care. Key pieces of the plan 

included establishing core competencies and identifying experts to train the workforce in the 

competencies. The competencies address knowledge, attitudes, and skills that employees and 

volunteers must possess in order to respond appropriately to traumatized children, adolescents, 

and their families.  More than 600 clinicians have received Trauma Informed Care training in the 

past year through regional workshop and one workshop per month is planned for 2014.   

The SC Trauma Practice Initiative is a collaborative project between the SCDMH, the SCDSS, 

other local community partners, Project BEST, and the Program on Adolescent Traumatic Stress 

at the National Crime Victims Research and Treatment Center (NCVC) at the Medical 

University of South Carolina (MUSC). Project BEST is a collaboration between the Dee Norton 

Lowcountry Children’s Center and the NCVC. This initiative will build on the infrastructure 

being implemented statewide toward SC becoming a trauma informed state with evidenced based 

trauma focused treatment services available to children who need them. An aspect of 

collaboration with MUSC is the access to their on-line training modules and continuing 

education units through that extensive resource. Priorities for implementation will include better 

accountability for assuring that local services are being delivered based on core competencies.   

Develop social marketing and strategic communications activities to promote social inclusion, 

develop partnerships, and promote SOC values and principles.   The Social Marketing that was 

developed as a result of the SC planning grant strategy will address the following:  

1)  Demonstrate that mental health needs of SC children and adolescents with serious emotional 

and behavioral challenges are best met through the use of comprehensive systems of care.  

2)  Increase awareness in SC of mental health needs and services for children and adolescents.. 

3)  Reduce stigma associated with mental or emotional challenges and their care.  

4)  Promote the utilization of electronic social networks targeting youth inclusion.  

 

Delivery of the social marketing message will be through news media, press releases, brochures 

and the Joint Council website. PCSC will partner with private businesses and advocacy groups 

such as the Group Home Association of South Carolina, NAMISC, and the Federation of 

Families for social inclusion of children and youth..  M.O.V.E. will be a major contributor to the 

process for youth guided voice.  Our outreach to LGBT youth will be through coordination with 

the Harriett Hancock Center (LGBT support center).  Hot Spot communities will be reached 

through community mental health centers, local substance abuse commissions, hospitals, and 

contacts of the SCDHHS.  The PCSC is establishing a formal plan for communicating to external 

stakeholders, departmental and regional staffs, and the legislature.  Specific action steps include: 

 Marketing outreach from families to families and with local districts 

 An SOC speakers bureau 

 Implement Family Friendly Checklist by agencies at the local level 

 Local family appointments to advisory and governance boards 

 Organize efforts to keep key decision makers informed of progress and needed supports 

 Create regular feedback loop from PCSC to inform refinement of messages 

 Develop social media message and channels   

 Brand the PCSC with a messaging logo and one-page information sheet   
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Participation of Other Organizations and Their Roles The involvement of state agencies is 

described in the MOA. The section below describes the role of family organizations that will be 

partners in PCSC.  In Section C, the roles of Building Bridges Initiative, Mercer Consulting, and 

the University of Maryland Institute for Innovation and Implementation as consultants to PCSC, 

are described.   

 National Alliance on Mental Illness SC is the largest grass roots non-profit dedicated to the 

improvement of the lives of those with mental illness and their families.  It provides education, 

support, and advocacy. NAMISC has sixteen local affiliates throughout SC that offer NAMI 

signature programs.  NAMISC will expand three programs throughout SC that affect outcomes 

for youth and families living with mental illness.  First, Parents and Teachers as Allies is an in-

service mental health presentation for current and future school personnel. It familiarizes school 

personnel with the early warning signs of mental illness in children and adolescents. Second, 

NAMI Ending the Silence is a prevention and early intervention program that engages students in 

discussions about mental health. Third, NAMI Basics helps parents and caregivers of children 

understand the illnesses that are causing the behaviors, and the critical role families play in the 

treatment of the illnesses. The program is taught by trained teachers who are also parents or 

caregivers of individuals who experienced emotional or behavioral difficulties prior to age 13. 

Federation of Families of South Carolina (FOF) became the state chapter of the National 

Federation of Families for Children’s Mental Health in 2001. FOF is a leader for advocacy and 

training of family driven and youth guided systems development as well as parent and youth peer 

support.  As a committed partner in the development of the Palmetto Coordinated System of 

Care, FFSC proposes to provide family-driven, youth guided care training to parents, youth and 

professionals.  Youth M.O.V.E. SC is developing skills training to prepare youth for possible 

roles as youth peer support providers. We also propose to develop a state level certification for 

parent and youth peer support services to establish a consistently trained workforce.  FOF will 

expand training opportunities for family members, youth and professionals through PCSC.   

 The Family Connection of South Carolina, Inc. is a statewide nonprofit that links families of 

children with special healthcare needs and disabilities with resources, support and education. 

Support includes a family-to-family network, statewide offices and programs to educate, and 

empower families and their children.  Family Connection will provide the following for the 

PCSOC grant: 1) parent-to-parent support (have over 650 support parents), 2) toll-free parent 

operated line to assist families with navigation to services, 3) workshops and webinars for 

professionals and staff on the SOC, 4) use of social media to reach families and professionals, 

and 5) articles in the Link2U on SOC which reaches over 15,000 families, 6) over 40 parent 

groups,7)  education to providers on family-driven care, and 8) community family social events. 

Organization Description PCSC Role 

SC Children’s Law Center Resource in legal issues 

involving children; staff to the 

Joint Citizen and Legislative 

Committee on Children 

Legal assistance to PCSC and a link to the 

SC General Assembly though the Joint 

Citizens and Legislative Committee on 

Children 

Department of Juvenile 

Justice 

Administers the juvenile justice 

system; responsible for custodial 

care and rehabilitation of  youth  

Serve on PCSC Leadership Team; identify 

youth in DJJ custody who meet the target 

population criteria and coordinate service 

delivery between DJJ and the PCSC. 

Children’s Trust of SC Supports public and private Coordinate Home visitation program for at 
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Organization Description PCSC Role 

prevention efforts; Kids Count risk youth and will assist in identification of 

young children who meet the criteria for the 

target population.  

Department of Disabilities 

and Special Needs 

Services to adults and children 

who are developmentally 

disabled 

Serve on PCSC Leadership Team and assist 

with identification of  DDSN youth who meet 

target population criteria  

Harriett Hancock Center Volunteer support center for 

LGBT community 

Liaison to LGBT youth  

Continuum of Care Intensive care provider for 

children with serious emotional 

disorders 

Serve on Leadership Team; Lead Wrap 

Around training statewide; leader in PCSC 

planning   

State Department of 

Education 

Provides public school education 

in SC 

Outreach with schools to enhance 

coordination with providers who provide 

services to target population 

Department of Alcohol and 

Other Drug Abuse Services 

(DAODAS) 

Provides substance use disorder 

prevention, intervention,  

treatment & recovery services 

statewide 

Serve on Leadership Team; Oversight of 

Workforce Development Collaborative; On-

line courses for Learning Management 

System  

SC Behavioral Health 

Community/ USC 

Department of Psychology 

Link with behavioral health 

providers and schools 

Liaison to local behavioral health community  

Department of Social 

Services  

Provider of care for children in 

custody of the state 

Serve on Leadership Team; identify youth in 

DSS custody who meet target group criteria 

Department of Mental Health Provides mental health services 

statewide 

Serve on Leadership Team; leader in PCSC 

planning; Identify children and youth 

meeting target population criteria 

 

Description of How the PCSC will Address: Demographics, Language and Literacy, Sexual 

Identity, Disability  The PCSC work plan has prioritized a process to define the population to 

be served (e.g., age, race/ethnicity, religion, gender, location, socioeconomic status, primary 

language, etc).  Based on this, the PCSC will determine staff and resource needs.  The PCSC and 

the partnering child-serving agencies comply with all federal laws on hiring practices as well as 

agency standards for outreach and care of clients. The following are also in place: staff 

development and training policies on diversity and language polices including the maintenance 

of an extensive list of other language speakers.  Research documents a high rate of family 

rejection of LGBT youth (Family Acceptance Project).  PCSC will work with the Harriett 

Hancock Center, a local LGBT support center to develop an initiative to reach families and youth 

in this population.  The DJJ Youth Coordinator volunteers at the Center and will provide 

training, workshops, and meetings on LGBT issues.  The Department of Disabilities and Special 

Needs (DDSN) provides access to services for many of the clients we will serve through PCSC.  

It is also active on the Joint Council.  In addition, the PCSC Project Director has worked with 

those with disabilities, particularly the deaf community.     

Description of the Development and Implementation of the “Financing Plan”  DHHS has 

contracted with Mercer Government Human Services Consulting (Mercer), to complete a cross-

systems analysis of current mental health (MH) and addictions services utilization, expenditures 

and financing for children and youth. The analysis will include funds and services available to 

the PCSC target population in the Department of Mental Health, the Department of Alcohol and 

Other Drug Abuse Services, Department of Social Services, Department of Juvenile Justice, 

Department of Disabilities and Special Needs, and the Department of Education.    
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Based on the results of the cross-systems analysis, the PCSC will make a determination of the 

changes in financing authorities needed to utilize federal entitlement funding such as the Title 

IV-E and Medicaid.  By replacing state general funding for services with federal funds, SC can 

substantially expand the funding base for children’s programs. Use of federal funds will provide 

stable revenues and frees state and local funds for other services not eligible for federal 

financing. Consideration will be given to using new Medicaid state plan amendments and/or a 

1915i state plan option as a way to broaden the service array to include important services like 

mobile crisis response, respite, intensive in home family services and wraparound services.  

Description of the Sustainability Plan With executive members just below the level of the 

governor and a formal charter that sets forth the approach and responsibilities of the state 

agencies, the PCSC is formalized within the state structure.  In addition legislation has formally 

codified the state’s interest in care of its children.  The General Assembly enacted the Children’s 

Policy for South Carolina to affirm that all laws and regulations to provide for children’s services 

should strengthen and encourage family life, serve and protect all children. This Policy applies to 

all children including those who are mentally, socially, economically, physically, culturally,  

developmentally, educationally, or economically disadvantaged or disabled; those who are 

neglected or abused; and those who violate the laws of South Carolina and are in need of 

rehabilitation. And while sustainability is often dependent on financing, the strategic financing 

plan that is being developed as well as other initiatives including Medicaid waivers, IV-E, and 

the redirection of state and federal funds will provide the resources needed.  In addition, the state 

has been at the forefront in pooled funding. An example is Section 63-11-1510 of the South 

Carolina’s Children’s Code that establishes an Interagency System for Caring for Emotionally 

Disturbed Children (ISCEDC).  Funds and leveraging of funding, including blending and 

braiding of funding, will be a part of the financing plan developed with the assistance of Mercer.   

Grant funding will primarily provide for training and building capacity through work force 

development for state and local providers and capacity building for parent and youth 

organizations.  Those who have been trained will – in turn – train others.  At the local level, 

public and private providers will be trained in SOC principles and values.  We are building 

capacity, while work on infrastructure will institutionalize SOC values into state agencies and 

their local organizations.  Through our budget process, we have allocated grant funds for 

temporary costs and will identify, through our financial plan, sources for continuing funding. 

Section C: Staff, Management, and Relevant Experience  

Capability and experience of the applicant and participating organizations.   

The Department of Health and Human Services (DHHS) is the applicant organization for the 

System of Care Expansion Implementation and the SC Medicaid agency.  DHHS is more than a 

payor of services; it has been instrumental in assuring cost effective services. SC was awarded a 

grant from CMS in 2006 to implement a PRTF Chance Waiver.  This initiative is a partnership 

between DHHS, DMH, advocacy organizations and qualified private providers. The agency has 

a history of working with family and advocacy groups.  It initiated a contract with FOF for 

administrative outreach and family support activities for the waiver.  The Director is Tony Keck, 

who chairs the Joint Council, the initiator of the SOC process.  DHHS has been managing the 

Medicaid budget for SC for 30 years and the annual budget is approximately $7 billion.  Once 

the grant is received the HHS staff will be responsible for coordinating draw-downs from 

SAMHSA, monitoring contracts with agencies and organizations to provide specific services, 
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and provide biannual budget reports reflecting expenditures in relation to the grant request.   The 

agency has a strong financial management capacity to handle the effective use of grant funds.  

Pete Liggett, PhD a licensed psychologist and Deputy Director of DHHS for Long Term and 

Behavioral Health Care serves as Chair of the PCSC Planning Group and will provide oversight 

of grant administration.  He will devote 10% of his time to grant activities. 

Building Better Bridges Initiative (BBI) is a SAMHSA initiative focusing on evidence based 

practices to improve residential care.  BBI will provide SC with a range of consultation and 

training services to support SC oversight agencies, residential programs and advocates in the 

process of implementing practices consistent with achieving sustained positive outcomes post-

discharge.  BBI will offer business consultation for residential leaders.   Nationally BBI has been 

working with states and organizations to improve practice and care in residential facilities.   

The Institute for Innovation and Implementation (The Institute) at the University of Maryland 

brings nationally recognized expertise and leadership in the fields of children’s behavioral 

health, systems of care, evidence-based and promising practices, care management, finance, 

policy, systems design, juvenile justice, child welfare, and much more. These include the project 

management, training and evaluation for the Substance Abuse and Mental Health Services 

Administration (SAMHSA) System of Care Grants, evidence-based practice evaluation and 

implementation,  Wraparound implementation; and a national technical assistance and 

implementation center for Wraparound and evidence-based practices.    

Mercer Government Human Services Consulting is the largest US provider of strategic health 

care program consulting, brokerage, communication and administration solutions for government 

entities.  It has more than three decades of industry leadership in researching, designing, 

implementing and tracking the adoption of innovative health solutions.  Mercer provides 

consulting assistance built upon actuarial knowledge, consulting experience, and creativity to 

develop comprehensive solutions for its clients. With the increased emphasis CMS is placing on 

actuarial expertise, Mercer can assist clients on a variety of topics, ranging from traditional rate 

setting to program development and compliance.  Since 1985, Mercer’s actuarial consultants 

have assisted over 30 state, county, and local governments with a variety of issues. 

Staff experience and resources   Biographical sketches are in Section G. 

 

Principal Investigators are responsible for overseeing the completion of all deliverables and 

providing oversight and direction of grant activities and guidance to the Project Director.  

Ms. Shannon Robshaw has over twenty years of experience in state government and non-profit 

executive leadership focusing on reform and cross-agency collaboration to improve mental 

health and health service systems. She currently serves as Executive Director of the Continuum 

of Care (COC), whose mission is to provide wraparound services for children and youth with the 

most serious and complex behavioral health disorders.  She provides consultation to other states 

in the development of systems of care as a member of the SAMHSA funded Technical 

Assistance Network for Children’s Behavioral Health consultant pool. She was Director of the 

Louisiana Coordinated SOC.  She managed a broad-based planning process that resulted in the 

development of the system design, service array and operational structure for the Louisiana 

CSOC, as well as financing strategies including Medicaid waivers and state plan amendments 

necessary to leverage funds.  She will devote 20% of her time to grant activities. 
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Ms. Louise Johnson has over thirty years of experience with children’s mental health and 

currently serves as the Director of the division of children, adolescents and their families.  Ms. 

Johnson has been involved in building systems of care since the 1983 mandate and funding from 

Congress, the National Institute of Mental Health initiated the Child and Adolescent Service 

System Program.  She served as Project Director and/or Principal Investigator of three of the four 

SOC Initiatives in SC. Ms. Johnson was instrumental in the creation of the Joint Council on 

Children and Adolescents and also provides staff support. Ms. Johnson chairs the Cultural and 

Linguistic Committee for children and adolescents focused on addressing disparities, co- chairs 

the Building Bridges Cultural and Linguistic Committee and is the current chair of the children’s 

division of the National Association of State Mental Health Directors. Ms. Johnson provides 

consultation to other states as a member of the Mental Health & Juvenile Justice Collaborative 

for change Steering Committee. She will devote 25% of her time to the initiative. 

Project Director:  The Project Director is responsible for managing the day to day activities of 

the PCSC.  The Project Director plans and facilitates meetings for the Leadership Team, oversees 

the completion of work plan activities, supports the ongoing activities of the Planning Group’s 

workgroups, ensures compliance with outcome measures adopted by the Leadership Team, and 

manages deliverables for contracts of the PCSC.  The Project Director also reports to the 

Leadership Team on the implementation of the PCSC.   

Gwynne Goodlett holds both a Masters in Public Administration and a Juris Doctor and has 

been an advocate for children and families over the past 15 years.  She has represented children 

and families in the family court system, parents in the child protective service system, and 

parents of children with behavioral disabilities. For the past three years she was staff attorney for 

the Joint Citizens and Legislative Committee on Children to develop collaborative policies for 

health, safety, and protection issues facing SC’s children.  A significant part of Ms. Goodlett’s 

work involved the deaf community and advocating for victims of domestic violence. Ms. 

Goodlett’s practice also involved the Hispanic population in rural Georgia.  She will have full 

support of eight child-serving agencies.  SCDHHS has made its meeting facilities available and 

supports the Project Director with position funding, IT support, computer equipment, and office 

space.  The COC has provided office space and technical assistance in moving the Palmetto 

System of Care forward.  Ms. Goodlett is the full time Project Director. She will dedicate 75% of 

her time to grant activities.  

Planning Group Chair is responsible for overseeing the Planning Group and its workgroups 

composed stakeholders, family members and agency representatives that is charged with specific 

implementation activities as presented in the management plan. 

Pete Liggett, Ph.D., is a licensed psychologist and serves as the Deputy Director of Long Term 

Care and Behavioral Health for the South Carolina Department of Health and Human Services.  

Prior to assuming this role he was the Director of Behavioral Health for the Agency.  Dr. Liggett 

has worked as a provider for over 20 years in a variety of settings including outpatient clinics, 

community mental health, college mental health, corrections, group homes, and in private 

practice. Prior to coming to SCDHHS, he served as the Associate Director of the Counseling & 

Human Development Center at the University of South Carolina.  Dr. Liggett was the Director of 

Child and Adolescent Services for the Columbia Area Mental Health Center from 1994 through 

2001 and served as the Chair of SCDMH’s statewide CAF Council.  He also worked part-time at 
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the Marshall Street Crisis Stabilization Unit, a 16-bed crisis program for adults with a variety of 

behavioral health concerns. He will devote 10% of his time to grant activities 

Evaluation Team: External evaluation will be conducted by an evaluator such as the University 

of South Carolina’s Institute for Families in Society, the University of South Carolina’s School 

of Social Work or Winthrop University, all of whom have current contractual evaluation 

relationships with the applicant agency, DHHS.  Furthermore, consistent with System of Care 

principles, South Carolina Resources and Supports, a family run organization consortium will 

conduct family and youth focus groups to evaluate implementation of planned grant activities.  

Evaluation of the SOC Expansion will be supported by the external evaluation of Wraparound 

Implementation (focusing on implementation with fidelity), conducted by The Institute for 

Implementation and Innovation, the implementation arm of the National Wraparound 

Implementation Center. Ms. Kimberly M. Estep is the Director of Wraparound Implementation for The 

Institute for Implementation and Innovation, the implementation arm of the National Wraparound 

Implementation Center (NWIC). She has developed extensive wraparound training, coaching models and 

curriculum  She is contracting with the Continuum of Care to train staff to provide Wraparound Services 

and develop coaches. 

How members of the population(s) to receive services were involved in the preparation of 

the application, planning, implementation, and assessment Three family members serve 

alongside the agency directors as members of the PCSC Leadership Team, the organization 

responsible for implementing a SOC. In addition, family members serve on the Joint Council.  

Family organizations and Youth M.O.V.E. were members of the grant development committee. 

Family members contributed directly to the process through input from focus groups and 

surveys.  Family organizations and Youth M.O.V.E.  are key partners in implementation with 

specific responsibilities indicated in the management plan. Family run focus groups will be 

conducted as part of the evaluation process.  

 

Section D: Performance Assessment and Data  

Actively involving family members and organizations is an essential value in SOC work. In 

keeping with this value, family organizations that are members of the state’s Family Resources 

and Supports consortium will support evaluation by conducting family and youth focus groups.  

Performance Assessment/Evaluation Plan The SOC Expansion evaluation will be designed to 

support the effective implementation of the grant, and will complement the existing PCSC 

evaluation system which will be sustained after the grant concludes. The evaluation system will 

support a data-driven quality improvement process and a continuous focus on outcomes. For the 

SOC Expansion, the evaluation team, working with the management team, will refine, as needed, 

the strategic expansion plan linking activities and outcomes, and develop a detailed Evaluation 

Plan that outlines: (1) a process evaluation to measure effectiveness of the implementation 

process and fidelity to the statewide PCSC strategic plan and (2) an outcome evaluation to 

measure required performance indicators and project indicators. The outcome evaluation will be 

organized to address the project goals (infrastructure, expanded array of services, infusion of 

SOC values and principles) and project objectives, and required national evaluation objectives. 

The Evaluation Plan will clearly identify the method, schedule, and evaluation outcomes 

associated with each project process and outcome indicator. The Evaluation Plan also will 
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include a data collection plan that depicts major tasks and related activities by month and by 

individual or group responsible. The project will collect data on infrastructure indicators, project 

objectives, and client services indicators through a variety of systems, including partner agency 

databases,  client-level assessments, and youth and family focus groups. The indicators are 

described in more detail below. 

Performance Assessment/Evaluation Reporting—The project management team will periodically 

review all performance data and assess the progress. Analysis of this information will be used to 

improve project design and management of the grant processes. The assessment will be designed 

to determine the extent to which goals, objectives and outcomes are achieved and whether 

adjustments to the project are needed. Performance assessment reports will be compiled to 

address progress achieved, barriers encountered, and efforts to overcome these barriers. PCSC 

will submit its Performance Assessment Report to SAMHSA twice per year. Additionally, the 

reports will be compiled for the Project Director regarding the status of implementation, areas 

needing improvement, and planned improvements. 

Wraparound Implementation Evaluation—Through the COC contract with the Institute for 

Innovations and Implementation, the National Wraparound Implementation Center (NWIC) will 

support the evaluation of the wraparound process. NWIC will provide access to and technical 

assistance on the use of the Wraparound Fidelity and Assessment system tools. Accountability 

support for wraparound implementation will include collection of continuous quality 

improvement data on the 1) impact of technical assistance to the systems and financing 

structures, 2) quality and impact of training and coaching provided to staff, 3) workforce’s 

capacity to reach adequate fidelity in wraparound and provide quality practice with families, 4) 

impact on outcomes for families, and 5) state’s capacity to sustain a workforce development 

initiative in wraparound. Accountability will include technical assistance on identifying core 

system and youth outcomes, administrative data sources that provide information on core 

outcomes, and data analysis appropriate for a rigorous evaluation of system and youth impact. 

Performance Indicators The evaluation plan will incorporate all required indicators that, along 

with the project indicators, will supplement the established PCSC evaluation system. 

Project Management/Implementation Indicators—The strategic expansion plan identifies 

activities associated with each objective and performance indicators. The evaluation team will 

support the PCSC Director collecting performance data relating to the strategic expansion plan, 

specifically to monitor progress in implementing expansion strategies, to monitor barriers 

encountered in implementing strategies, to develop strategies to overcome barriers, and to refine 

activities to implement expansion strategies as necessary. 

Infrastructure Indicators—The project will address infrastructure data specified in the RFA, 

along with the following additional measures specific to project objectives: 

1) To what extent were the proposed strategies/activities implemented, including 

development/refinement of interagency policies and structures for coordination and 

financing, expansion of the array of home and community-based services, wrap-around 

coordination, professional development, social marketing, and youth/family leadership?  

2) What changes were made to the original plan? Why were changes in the plan necessary?    
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The Project Director will develop an ongoing mechanism to collect data from PCSC Leadership 

Team, PCSC Planning Group Members, and PSCS work products. Input will include meeting 

minutes/committee reports, policy documents, agency agreements, budget reports, and the 

Wraparound Fidelity tools. Evaluators will report into TRAC on behalf of agency staff.  

Client Services Indicators—The project will use TRAC to report on client-level performance 

measures specified in the RFA. Client-level information will be gathered from the CMHS Child 

Outcome Measures for Discretionary Programs; from partner agency databases; from 

standardized clinical and functional assessments such as Child-Adolescent Needs and Strengths 

Assessment (CANS), California Healthy Kids Survey, and Family Empowerment Scale; from 

family surveys such as the Continuum of Care Family Survey and the Family and Youth 

Friendly Survey, and from youth and family focus groups. Additional data relating to client 

services will be obtained from administrative claims data, such as access to home and 

community based services and number of out-of-home placements. Consumer ID numbers will 

be used, consistent with PCSC inter-agency policies. Comparisons to a proxy population such as 

children in PRFTs or pre/post enrollment in Care Management Entity will be used to determine 

changes resulting from SOC expansion, including change in per capita cost of care. 

Performance Indicators for Infrastructure, Client Services, and Workforce Development 

Infrastructure Indicators 

 12 required TRAC indicators:  

1) # policy changes completed as a result of the grant;  

2) # agencies/organizations or communities that demonstrate improved readiness to change their 

systems in order to implement mental health-related practices that are consistent with the goals of 

the grant;  

3) # organizations collaborating/coordinating/sharing resources with other organizations as a 

result of grant;  

4) changes made to credentialing and licensing policy in order to incorporate expertise needed to 

improve mental health-related practices/activities as a result of the grant;  

5) amount of additional funding obtained for specific mental health-related practices/activities as 

a result of grant;  

6) # financing policy changes completed as a result of the grant;  

7) amount of pooled/blended or braided funding used for mental health-related 

practices/activities as a result of grant;  

8) # agencies/organizations that entered into formal written inter/intra-organizational agreements 

(e.g., MOUs/ MOAs) to improve mental health-related practices/activities as a result of the grant;  

9) # and % work group/advisory group/council members who are youth/family members;  

10) # youth/family members representing youth/family organizations who are involved in on-

going mental health-related planning and advocacy activities as a result of the grant;  

11) # youth/family members who are involved in mental health-related evaluation oversight, data 

collection, and/or analysis activities as a result of the grant;  

12) # individuals exposed to mental health awareness messages. 

 Annual disparity analysis to identify disparities among demographic and geographic area groups 

in terms of access to, use of, and outcomes of services. 
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Client Services Indicators 

Change in clinical and functional outcomes as measured by standardized assessments and TRAC tools, 

including mental illness symptomatology; employment/education; crime and criminal justice; stability in 

housing; access, i.e., number of persons served by age, gender, race and ethnicity; rate of readmission to 

psychiatric hospitals; social support/social connectedness 

 

Data-Driven Quality Improvement PCSC will incorporate a CQI system.  A culture of 

continuous quality improvement will be emphasized throughout the PCSC and supported by 

measurable outcomes/performance measures. The quality improvement process will include 

regular disparity analyses. Agency data systems will be used to collect client data, including 

descriptive information on demographic characteristics and service region. Semi-annually, data 

on access, use and outcomes will be analyzed by racial/ethnic sub-groups or other demographic 

factors to assure that appropriate populations are being served, and that disparities in services 

and outcomes are minimized. Disparity analysis also will address access, use, and outcomes for 

geographic regions. The PCSC staff, key agency personnel, and the evaluators will work as a 

team to plan and conduct regular data review meetings with key staff. Using the analysis 

described above and analysis of all other data sources, the team will identify areas needing 

improvement, set improvement targets for consideration for the Leadership Team, and monitor 

results. Additionally, the evaluation team will work with the PCSC Director to monitor the 

detailed implementation plan and identify whether activities are on time, and whether there have 

been deviations from the plan and why. Barriers to implementation will be identified, and 

corrective actions or plan revisions will be put in place to address the implementation issue. 

In conclusion:  SC has the right combination of factors to be successful in this venture: strong 

leadership and interest among our partners; past strengths with our collaborations; and a budget 

climate that calls for greater accountability and efficiency of resources. 
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The Palmetto Coordinated System of Care 

Budget and Justification 

A. Personnel:  Provide employee(s) (including names for each identified position) of the 
applicant/recipient organization, including in-kind costs for those positions whose work is tied to 
the grant project.  

FEDERAL REQUEST 
 

Position Name Annual Salary/Rate Level of Effort Cost 
None    $0 
 

JUSTIFICATION: Staff to support grant activities are funded through funds outside the scope of 
this grant.  Accordingly, no federal request is being sought. 

Principal Investigator Shannon Robshaw serves as the Executive Director of the Continuum of 
Care.  Her position is funded through state general funds and will be used as match during Year 
1 of the grant, shown on the following page.  She will devote 20% of her time to grant activities. 

Principal Investigator Louise Johnson serves as Director of the Division of Children, 
Adolescents and Their Families for the Department of Mental Health.  Her position is funded by 
DMH. Match funds were identified through other sources, so her salary and fringe and not 
included as include match. She will devote 25% of her time to grant activities. 

Deputy Director of DHHS for Long Term Care and Behavioral Health, Peter Liggett, Ph.D., will 
serve as Chair of the PCSC Planning Group and will provide oversight of grant administration.  
As an employee of DHHS, the Medicaid agency, his position funded through state general funds 
with Medicaid administrative match, therefore his position is not included as in kind match. He 
will devote 10% of his time to grant activities.  

PCSC Project Director Gwynne Goodlett will provide daily oversight of the grant and will be 
considered key staff.  The position is housed at DHHS, the Medicaid agency, and is funded 
through state general funds with Medicaid administrative match, therefore her position is not 
included as in kind match. The Project Director will devote 75% of her time to grant activities.   

Ms. Kimberly M. Estep is the Director of Wraparound Implementation for The Institute for 
Implementation and Innovation, the implementation arm of the National Wraparound 
Implementation Center (NWIC). She has developed extensive wraparound training, coaching 
models and curriculum  She is contracting with the Continuum of Care to train staff to provide 
Wraparound Services and develop coaches. 
 

NON-FEDERAL MATCH 
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Position Name Annual 
Salary/Rate 

Level of 
Effort Cost 

Principal Investigator Shannon Robshaw $72,100 20% $13,704 
TOTAL $13,704 

 

JUSTIFICATION: Principal Investigator Shannon Robshaw will provide ongoing consultation 
and oversight of grant and will be considered key staff.   Shannon Robshaw serves as the 
Executive Director of the Continuum of Care.  Her position is funded through state general funds 
and will be used as match.  She will devote 20% of her time to grant activities.  Because the full 
amount 20% Level of Effort is not necessary for match, only that portion that was needed is 
include.  Also, because match is provided by DSS with certified public expenditures in 
subsequent years, this match is only being used in Year 1 of the grant. 

FEDERAL REQUEST-- $0 
NON-FEDERAL MATCH--$13,704 

 

B. Fringe Benefits:   

FEDERAL REQUEST 

Component Rate Wage Cost 
None   $0 
JUSTIFICATION: Because no Personnel costs are requested, there is no corresponding federal 
request for fringe benefits. 
 

NON-FEDERAL MATCH 
 

Component Rate Wage Cost 
None   $0 
 
JUSTIFICATION: Because match is being met with a portion of salary, it was not necessary to 
include fringe for match. 

FEDERAL REQUEST--$0 

NON-FEDERAL MATCH -- $0 

 

C. Travel:  

FEDERAL REQUEST 
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Purpose of 
Travel Location Item Rate Cost 

(1) Grantee 
Conference  Washington, DC Airfare $500/flight x 3 

persons $1,500 

  Hotel 
$150/night x 3 
persons x 3 
nights 

$1,350 

  Per Diem (meals 
and incidentals) 

$32/day x 3 
persons x 4 days $384 

  Ground 
Transportation 

$50 one way x 2 
x 3 $300 

(2) Travel for 
Youth and 
Families 

Statewide Mileage 520 miles per 
month x .52/mile $3,244 

TOTAL $6,778 
 

JUSTIFICATION: (1) Three representatives (Project Director, Evaluator and one other person 
to be determined) will attend mandatory grantee meeting in Washington, DC. In subsequent 
years, five participants will attend. Participants will include agency staff, family, and youth.  For 
the past several years, South Carolina has significantly reduced training and attendance at 
conferences.  To learn national best practices and to sustain efforts in the state, a significant 
investment in system of care training is being sought in this request over the course of the grant. 
Five participants will attend in Years 2 through 4. (2) Travel for youth and families is to ensure 
youth and family involvement in Planning Group workgroups such as Workforce Development, 
Outcome Measures, and Ongoing Family and Youth Involvement at All Levels. 

NON-FEDERAL MATCH 
 
Purpose of 
Travel Location Item Rate Cost 

None    $0 
 

JUSTIFICATION: Non-federal match is not being allocated to travel expenditures.   

FEDERAL REQUEST--$6,778 
NON-FEDERAL MATCH--$0 

 

D. Equipment:   

JUSTIFICATION:  Equipment needed for general operation of the project are being provided by 
DHHS and COC and no grant funds are requested nor being used as match. 

FEDERAL REQUEST –$0 
NON-FEDERAL MATCH – $0 
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E. Supplies:   

JUSTIFICATION: Office supplies, copies and postage needed for general operation of the 
project are being provided by DHHS and COC and no grant funds are requested nor being used 
as match. 
 

FEDERAL REQUEST – $0 
NON-FEDERAL MATCH - $0 

 

F. Contractual:  Consistent with state law, the grantee will abide by all state procurement 
requirements. Although for purposes of this application, recognized national experts have been 
contacted to provide budget estimates, all procurement transactions shall be conducted in a 
manner to provide to the maximum extent practical, open and free competition.    

 

FEDERAL REQUEST  

Name Service Rate Other Cost 
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Name Service Rate Other Cost 

(1) Building 
Bridges 
Initiative 

Residential 
Provider 
Training  

--Initial 1st Year Planning 
(30 hours @$100/hr) 
  
-BBI Kick-off (1 day training 
for residential providers, 2 
trainers 1 day each*; plus 
travel costs** and 
administrative $ 870) -
$6,839 
 
--Consultation on Residential 
Provider Business 
($100/hour for 25 hours) 
 
--Onsite Review 1 day 
review for 2 residential 
programs (includes travel***, 
daily rate*, and extensive 
written report $800 x 2), 
administrative $800 - $7,104 
 
--Programs to Support 
Residential Transformation 
Two 1 day Training 
(consultant daily rate* x 2 
plus administrative $457, 
plus travel****) -$6,533 

*Daily consultant rate 
$1,600 
**Travel Costs for 1-
day Kick-off Hotel: $ 
160 x 4 nights: $ 640 
(2 consultants @ 2 
nights each); Baggage 
(1 bag ($30) x 4 trips): 
$120; Ground 
transportation (2 x 
$150 each) $300 Air: 
$700 x 2: $ 1,400; 
Food @ $56/full day x 
2 days: $ 112 plus 4 
travel days @ 
$18/day:  $ 72; Total: 
$184; Rental Car: $ 
125 Total $ 2,769 
***Travel Costs for two 
1-day on-site reviews 
Hotel: $ 160 x 4 
nights: $ 640; 
Baggage (1 bag ($30) 
x 2 trips): $60; Ground 
Transportation:$150; 
Air: $700; Food @ 
$56/day x 3 days: $ 
168; plus 2 travel days 
@ $18/day:  $ 36; 
Total: $204; Rental 
Car: $ 250 Total 
Travel: $ 2,004 
****Travel Costs for 
two 1-day training 
programs  Hotel: $ 
160 x 4 nights: $ 640; 
Baggage (1 bag ($30) 
x 4 trips): $120 
Ground 
Transportation: 2 
Trainers: $300; Air: 
$700 x 2: $1,400; 
Food @ $56/day x 2 
days: $ 112; plus 3 
travel days @ 
$18/day:  $ 54; Total: 
$166; Rental Cars: $ 
250 Total Travel:  $ 
2,876 

$25,976 
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Name Service Rate Other Cost 

--Parents and Teachers as 
Allies—2 Trainings - 3 teams 
of 4 and 1 trainer and 1 
trainer/staff member (14 
participants) 

Lodging (2 trainings x14 x 
$77/night)- $2,156; Trainer 
stipend $300; Trainer 
roundtrip travel (288 miles at 
$.52/mile); Printed manuals 
and training supplies $500 - 
$3,106 

--Ending the Silence—2 
Trainings - 3 teams of 4 and 
1 trainer and 1 trainer/staff 
member (14 participants) 

Lodging (2 trainings x14 x 
*$77)- $2,156; Trainer 
stipend $300; Trainer 
roundtrip travel (288 miles at 
$.52/mile); Printed manuals 
and training supplies $500 - 
$3,106 

--NAMI Basics 1 Training – 4 
teams of 2 and 2 trainers 
and 1 staff (11 participants) 

Lodging (1 training x 11 x 
*$77 x 2 nights)-$1,694; 
Trainer stipend $200; (240 
miles at $.52/mile x 2 
trainers); Printed manuals 
and training supplies $250 - 
$2,394 
 
--Staff Support for Trainings 
Salary and fringe for 
Program Director at 60% 
LOE - $40,000; Salary and 
fringe Executive Director at 
6.25% LOE - $10,000; 
Administrative expense - 
$530; Office expense - $480; 
Travel expense (3,846 miles 
at $.52/mile for all trainings)- 
$2,000 
Printing and supplies- $800; 
Stipends for youth to attend 
($30x 80 participants) - 
$2,400 
Booklets PaTaA - $1,500 
 
--Peer to Peer Certification  
10 Days on-site training for 
staff at $450/day – $4,500, 
Travel expenses--3 Trips x 
$250 per trip-$750; 10 Days 
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Name Service Rate Other Cost 

(3) 
University 
Evidence-
Based 
Training 
Institute 

 

Evidence-Based 
Practice 
Training and 
Coaching 

Dean at 2.50% LOE -$5,775  

Project Coordinator at 100% 
LOE - $45,000  

Fringe (appx 31%)  
$15,740  

Supplies (2 Office Laptops at 
$1000/laptop) -$2,000  

Institute Speaker 
($1000/speaker) - $1,000 
Meeting Space - $600; 
Materials -$500 - Indirect 
Costs (20%) -$14,123  

 

 
$84,738 

(4) 
FREDLA 

Family Run 
Organization 
Infrastructure 

  
2, 2-Days of Pre Work 
@$1000/day - $4,000  
 
Two Day Workshop 
Four Full Days for 
Organizational Development 
Workshop(2 of travel, 2 for 
workshop) at $1000/day - 
$4,000  
 
Expenses (airfare at $500, 
meals/incidentals at $50/day 
(3 days), ground 
transportation ($50 each 
way for $100 total), 
$150/night for 3 nights in 
hotel -  $2,400  
 
Medicaid Provider Model 
Workshop (4 days at 
$1000/day) - $4,000  
 
Expenses (airfare at $500, 
meals/incidentals at $50/day 
(3 days), ground 
transportation ($50 each 
way for $100 total), 
$150/night for 3 nights in 
hotel) - $2,400 

 $16,800 
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Name Service Rate Other Cost 

(4) Initial 
Contracts 
for 
Evidence 
Based 
Training 
and 
Coaching 

Evidence-Based 
Practice 
Training and 
Coaching 

3 Speakers ($1500/speaker) 
- $4,500  

Meeting Room ($650/room) 
for 3 meetings - $1,950  

Materials ($200/meeting) - 
$600  

3 days of coaching per qtr. 
@ $800/day - $9,600  

Travel (airfare at $500, 
meals/incidentals at 
$50/day, ground 
transportation ($50), 
$100/night for 1 night in 
hotel) per speaker (3) & per 
coaching visit (4) - $4,900  

 
$21,550  

 

 

(5) 
Transition 
Age Youth 
Training 
Series 

 

Training 

3 Speakers ($1500/speaker) 
- $4,500  

Meeting Room ($650/room) 
for 3 meetings - $1,950  

Materials ($175/meeting) - 
$600  

Travel (airfare at $500, 
meals/incidentals at 
$50/day, ground 
transportation ($50), 
$100/night for 1 night in 
hotel) per speaker (3) & per 
coaching visit (4) - $4,900  

 $11,950  

(6) Linked 
Data 

Data Collection 
and Analysis 

Information technology 
contractor TBD ($75/hr for 
300 hours)  $22,500  

 

 

$22,500  
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Name Service Rate Other Cost 

(7) Social 
Marketing Marketing 

Social media sponsored 
ads/post campaign ($50/day 
for advertising plus 
advertising firm fees) - 
$25,000 

Social media content 
development (6 hours/ 
month x 12 months) - 
$15,000 

Social media posing content 
and monitoring engagement 
(5 hours/week x 52 weeks) - 
$15,000 

 

  

  

  
$55,000 
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Name Service Rate Other Cost 

(8) 
Evaluation Evaluation 

Senior Evaluator A- 5 days x 
$960/day -$4,800; Senior 
Evaluator B - 19 days x 
$920/day - $17,480; Senior 
Evaluator C  - 22.5 days x 
$720/day -$16,200; Senior 
Evaluator D - 7.5 days x 
$840/day - $6,300; Senior 
Evaluator E - 3 days x $960 
day $2,880; Administrative 
Support - 10 days x $160 
day - $1,600 Personnel 
Total: $49,260 
 
1 - 3 Days Planning 
Meetings with key 
stakeholders followed by 
Evaluation Team: Columbia, 
SC (3 days, 2 nights)  plus 
per diem 
Round Trip: 300 miles x .52 - 
$156; Hotel:  $100/night x 2 
nights - $200; Per Diem: 
daily rate $25 x 3 days- $75 
Subtotal: $431 
 
6 Site Visit Trips to S.C. : (2 
days, 1 nights x 6 trips) plus 
per diem   
Round Trip : 300 miles  x .52 
mile x 6 - $936 
Hotel:  $100/night x 6 nights 
- $600 
Per Diem: daily rate $25 x 
10 days - $250 
Subtotal: $1,786 
 
Travel Total: $2,217 
   
Overhead:  9.7% - includes 
rent, dues, subscriptions, 
equipment expense and 
rental, insurance, internet 
service, postage, 
professional fees, utilities, 
office repairs, telephone - 
$4,993 
   

Travel Daily Per Diem 
Rates: B@$6, L@$7, 
D@$12; I@$5, 
($25/Day); Mileage @ 
$0.52/mile 

$56,470 
  

 

   TOTAL $442,953 
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JUSTIFICATION:   

1) Building Bridges Initiative--As outlined in the Project Narrative, South Carolina has an 
extensive residential provider network seeking new business models as the use of 
residential care has declined in the state.  National experts will train residential providers in 
adopting and implementing evidence based practices and new types of services needed in a 
system of care.  Training will continue for Year 2 at slightly less expense due to reduced 
costs for initial planning.  

2) South Carolina Resources and Supports--is a consortium of four family service 
organizations in South Carolina: Family Connection of SC, Inc.; Federation of Families of 
SC, which also houses Youth M.O.V.E.SC; National Alliance on Mental Illness South 
Carolina; and PRO-Parents of SC..  Each organization will use its unique strengths to 
support the development of family run organization infrastructure needed for a system of 
care:    a) Training for youth, parents, educators, providers, and agency staff on mental 
illness, family driven care, and youth guided care b) Creating a peer to peer support 
specialist certification program for parents and youth, c) Creating IT infrastructure and hiring 
staff to support peer to peer matching and quality assurance, d)  Hiring regional youth 
coordinators to recruit and build an infrastructure of local youth networks, and e) Hiring an 
autism specialist to support parents with autistic children and youth with behavioral health 
challenges.  Several training activities have constant expenses in subsequent years, 
however, other activities require initial start-up costs and will have less expense in 
subsequent years.  For example, peer to peer certification programs for youth and families 
involve initial staff training for staff in Year 1, but only involve training parents in subsequent 
years.  To ensure sustainability of this family organization infrastructure, grantee plans 
include making peer to peer mentoring a Medicaid reimbursable expense and ensuring 
there is a plan to fundraise to make regional youth coordinators self-sustaining by the time 
the grant period ends. 

3) University Evidence-Based Training Institute— Historically South Carolina has adopted 
evidence-based practices, but has rarely been able to sustain those practices with a high 
degree of fidelity.  Partnering with a University (or Universities) to develop and Evidence-
Based Training Institute will aid in sustaining high-fidelity evidence-based practices.  The 
institute will initially begin in Year 1, but because it will take time for the Institute to become 
fully operational, the grantee will contract directly with speakers for training and coaching as 
outlined in the section below.  The Evidence-Based Training Institute will have one speaker 
and a single full time Project Coordinator in Year 1.  In Year 2 the Institute will increase 
speakers to six and will add a full time Research Associate and a part-time Graduate 
Assistant.  In Years 3 and 4 the number of speakers will increase to twelve. 

4) Initial Contracts for Evidence Based Training and Coaching—To help institutionalize 
evidence based practices, this grant request includes an initial start-up year to contract with 
evidence-based practices experts to provide training and ongoing coaching.  Evidence-
based practices will include those in the National Registry of Evidence-Based Programs and 
Practices (NREPP). The grantee will contract with three speakers for the first year of the 
grant.  Each speaker will have four three day long coaching visits.  The grantee plans for 
coaching to involve evidence-based fidelity tools and creating a plan to use those tools after 
the coaching period ends.  The ongoing staff of the Institute will help ensure that there is a 
plan for sustaining any selected evidence based practice. 

5) Transition Age Youth Training Series—Traditionally South Carolina has not adequately 
bridged the gap for older youth transitioning to adult services.  To help improve the 
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knowledge base of agency staff, providers, and practitioners, the grantee request funds to 
create a four year transition age youth series.  This ongoing training is designed to identify 
and implement cross system evidence-based practices for youth in transition. 

6) FREDLA—The Family Run Executive Director Leadership Association will provide two types 
of training.  First, to assist current family service organizations to build their organizations on 
their strengths, FREDLA consultants will provide a working session to assist the 
organizations in defining their respective roles.  FREDLA consultants will also provide 
training in developing the infrastructure needed for family organizations to become Medicaid 
providers to provide peer to peer support. 

7) Linked Data—South Carolina has an extensive data warehouse that contains several public 
agency’s data.  Unique identifiers can be assigned to individuals in order link data across 
systems.  This request is to pay for the cost of linking and analyzing that data. 

8) Social Marketing—A large part of building a system of care is developing a plan to include 
public education and outreach efforts to engage the stakeholder community about grantee 
activities, presentations at public meetings and community events, community civic 
organizations, churches, agencies, family groups and schools.  A Communications 
Workgroup has formed to identify messages and begin to develop a strategic 
communications plan.  This request is to provide funding for a paid social marketing 
campaign to communicate with stakeholders. 

9) Evaluation is provided by an experienced group of individuals (Ph.D. level) with expertise in 
behavioral health, research and evaluation and are knowledgeable about the population of 
focus and will report GPRA data as required by the grant. 
 

FEDERAL REQUEST –$442,953 

 

NON-FEDERAL MATCH  
 

Name Service Rate Other Cost 
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Name Service Rate Other Cost 

) University of 
Maryland Institute 
for Implementation 
and Innovation—
National 
Wraparound 
Implementation 
Center  

Wraparound 
Training 

Introduction to Wraparound 
2-3 day sessions 

Engagement in the 
Wraparound Process 2-
1day sessions 

Intermediate Wraparound 
Practice—Improving 
Wraparound Practice 2 – 2 
day sessions 

Advanced Wraparound 
Practice – Supervision and 
Managing to Quality 1 – 2 
day session for supervisors 
and administrators 

Ongoing TA support to LCs 
onsite and virtually (through 
the use of email, 
conference calls, video 
conferencing, the virtual 
coaching platform (VCP) 
and webinars) on advanced 
wraparound practice 

Onsite coaching 2-3 days 
per quarter for no more 
than 16 on site days in 
addition to core training of 
14 days. Two days of virtual 
coaching each month for no 
more than 12 virtual 
coaching days. 

Two regional 3 hr. 
Wraparound Overview 
trainings to a broad group 
of community stakeholders 

CQI using the Wraparound 
Fidelity Index and reports of 
local system support.  
Collection of Impact of 
Training and Technical 
Assistance surveys 

Total Personnel -
$88,197  
 
Travel (approx. 12 
on-site trips & 30 
hotel days) -
$28,310  
 
Training Materials 
and Supplies - 
$10,800  
 
Contractual - 
Univ. of 
Washington 
School of 
Medicine $39,671  
 
Contractual - 
Portland State 
Univ. School of 
Social Work - 
$21,620  
 
Rent  $2,565  
 
Indirect - % of 
base  $45,221 
 

$236,384 

 

JUSTIFICATION:  The Institute for Implementation and Innovation (The Institute), the 
implementation arm of the National Wraparound Implementation Center (NWIC) in the 
University of Maryland School of Social Work, serves as a training, technical assistance, 
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evaluation, policy, systems design, and finance center for multiple other states, localities, and 
private organizations.  The Institute brings with it nationally recognized expertise and leadership 
in the fields of children’s behavioral health, systems of care, evidence-based and promising 
practices, care management, finance, policy, systems design, juvenile justice, child welfare, and 
much more.  The NWIC will train Continuum of Care staff to become trainers in the Wraparound 
process over an 18 month time period.  The initial training was begun before the grant period. 
 

F. Contract--FEDERAL REQUEST – $442,953 

F- Contract-NON-FEDERAL MATCH -$236,384 

 
G. Construction--$0 

 

H. Other. 

FEDERAL REQUEST – (enter in Section B column 1 line 6h of form SF424A)   $0 

NON-FEDERAL MATCH - (enter in Section B column 2 line 6h of form SF424A) $0 

Note: In Years 2-4, Non-Federal Certified Public Expenditures by the South Carolina 
Department of Social Services will be used in Years 2 through 4, but are not needed in Year 1 
due to other personnel and contractual services provided as match. 

================================================================== 

TOTAL DIRECT CHARGES:  

FEDERAL REQUEST – $750,265 
NON-FEDERAL MATCH  $250,088 

INDIRECT CHARGES:  

FEDERAL REQUEST – $0 
NON-FEDERAL MATCH –$0 

TOTAL:  

FEDERAL REQUEST – $750,265 
NON-FEDERAL MATCH  $250,088 
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================================================================== 

Proposed Project Period 

a. Start Date: 10/1/2014   b. End Date: 09/30/2018 
 

 

BUDGET SUMMARY (should include future years and projected total) 

Category Federal 
Request   
Year 1 

Non-
Federal 
Match 
Year 1 

Year 2 
Federal 
Request * 

Year 2 
Non-
Federal 
Match * 

Year 3 
Federal 
Request * 

Year 3 
Non-
Federal 
Match * 

Year 4 
Federal 
Request * 

Year 4 
Non-
Federal 
Match * 

Personnel $0 $13,704 $0 $0 $0 $0 $0 $0 

Fringe $0 $0 $0 $0 $0 $0 $0 $0 

Travel $6,778 $0 $9,134 $0 $9,134 $0 $9,134 $0 

Equipment $0 $0 $0 $0 $0 $0 $0 $0 

Supplies $0 $0 $0 $0 $0 $0 $0 $0 

Contractual $737,937 $236,384 $707,644 $0 $683,978 $0 $668,628 $0 

Other $5,550 $0 $1,950 $239,576 $0 $231,038 $0 $677,762 

Total Direct 
Charges $750,265 $250,088 $718,728 $239,576 $693,112 $231,038 $677,762 $677,762 

Indirect 
Charges $0 $0 $0 $0 $0 $0 $0 $0 

Total  $750,265 $250,088 $718,728 $239,576 $693,112 $231,038 $677,762 $677,762 

 
Data collection, performance measurement, and performance assessment:.    

Data Collection & Performance 
Measurement 

Year 1 Year 2 Year 3 Year 4 Total 

Evaluation contract $56,470 $41,824 $41,824 $41,824 $181,942  

Link data across systems 
contract 

$22,500 $22,500 $22,500 $22,500 $90,000  

SC Resources & Support 
contract—family forums 

$3,000 $3,000 $3,000 $3,000 $12,000  

Sub-total $81,970  $67,324  $67,324  $67,324  $283,942  

Grant Total $750,265 $718,728 $693,112 $677,762 $181,942  

Percentage of Grant Total 10.93% 9.37% 9.71% 9.93% 10.00% 
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Data collection, performance measurement and performance assessment was approached in a 
comprehensive but cost effective way. While performance assessment will be contracted out to 
obtain a third party perspective, the project will employ the numerous resources available to the 
partner agencies for data collection, analysis and reporting. A notable feature of our 
comprehensive approach is the involvement of families and family advocacy organizations in 
accordance with system of care values and the family-driven, youth-guided principles. Finally, 
the National Wraparound Implementation Center will provide implementation support around 
Continuous Quality Improvement Processes that includes assessment of the fidelity of the 
wraparound model. Since this work is part of our match in the first year, the amount is not 
reflected above. 
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A. Personnel 

Sub-Total for Personnel

B. Fringe

Sub-Total for Fringe

C. Travel 

Required grantee meetings - expenses (airfare at $500, meals/incidentals 

at $32/day (4 days), ground transportation ($50 each way for $100 total), 

$150/night for 3 nights in hotel for 3 participants 3,534$            

Local travel for parents and youth to participate in workgroups (520 miles 

per month x .52/mile) 3,244$            

Sub-Total for Travel 6,778$            

D. Equipment

Sub-Total for Equipment

E. Supplies

Sub-Total for Supplies

F. Contracts

Building Bridges Initiative

Building Bridges Initative

-Initial 1st Year Planning (30 hours @$100/hr)

-Holding BBI Kick-off (1 day training) - $6,839

-Consultation on Residential Provider Business ($100/hour for 25 hours)

-Onsite Review for 2 residential programs - $7,104

- Training Programs to Support Residential Transformation - $6,533

Total Building Bridges Initiative 25,976$          

South Carolina Resources and Supports

Parents and Teachers as Allies Trainings - White Oak Conf. Ctr. Or regional 

trainings if appropriate (2 trainings)

   3 teams of 4 and 1 trainer and 1 trainer/staff member

           Participant lodging for 1 night at $77.00/night 2,156$            

          Trainer stipend 300$                

          Trainer roundtrip travel (288 miles at $.52/mile) 150$                
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          Printed manuals and training supplies 500$                

Ending the Silence Trainings - White Oak Conf. Ctr. or regional trainings if 

appropriate (2 trainings)

  4 teams of 2 (plus 1 alt.), 1 trainer and 1 trainer/staff member

          Participant lodging for 1 night at $77.00/night 2,156$            

          Trainer stipend 300$                

          Trainer roundtrip travel (288 miles at $.52/mile) 150$                

          Printed manuals and training supplies 500$                

NAMI Basics Trainings - White Oak Conf. Ctr. or regional trainings if 

appopriate (1 training)

  4 teams of 2 , 2 trainers and 1 staff member

          Participant lodging for 2 night at $77.00/night 1,694$            

          Trainer stipend 200$                

          Trainer roundtrip travel (481 miles at $.52/mile) 250$                

          Printed manuals and training supplies 250$                

Salaries and Fringe (Program Director - LOE 60%; recruitment, training, 

scheduling, and teaching) 40,000$          

Salaries and Fringe (Admin support & Exec. Director time - LOE 6.25%;

assist in the expansion of existing sites; set up new venues with school 

districts for Parents and Teachers as Allies)

10,000$          

Administrative Expense (Accounting, payroll, secretarial support) 530$                

Office Expense (phone & computer) 480$                

Travel Expense for Program Director/Mileage (3,846 miles at $.52/mile for 

all trainings) 2,000$            

Printing/Marketing/Supplies (Copies, supplies & postage) 800$                

Stipends $30 /youth participant for Ending the Silence & PTasA 2,400$            

Booklets for Parents and Teachers as Allies 1,500$            

Parent Peer Support Specialists Certification 

Consultation - National Federation Certification

10 Days on-site at $450/day - On site Cost 4,500$            

3 Trips ($250 per for travel) - Travel Expenses 750$                

10 Days Expenses ($150/day) 1,500$            

Salary ($40/hr for 80 hours) - Off site Advice (Phone consultation, 

etc) 3,200$            

Development of Certification Testing (Youth and Family) 9,800$            

Staff

FTE at 30% LOE for Youth Peer Support Training/Development of 

Certification 10,200$          

FTE at 10% LOE for Supervision/Support 5,500$            

Fringe (appx. 30%) 4,710$            

Materials and Supplies (manuals, application printing, etc) 1,500$            
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Office Expenses - telephone, rent, bookkeeping, general equipment, 

etc. 2,000$            

Marketing

Recruiting Parent Peer Support Providers through advertisement, 

PSA, print media 4,800$            

Youth Peer Support Specialists Training, Curriculum and Certification 

Expenses

Youth Peer Support Specialists Curriculum

Consulting & Training of Trainer 6,000$            

Certification

Consultation

10 Days on-site at $450/day 4,500$         

3 Trips ($250 per for travel) 750$             

10 Days Expenses ($150/day) 1,500$         

Salary ($40/hr for 80 hours) 3,200$         

Staff - Youth Peer Support Training, staff support, certification 

development

FTE at 30% LOE for Training/Development of Certification 9,750$         

FTE at 10% LOE for Supervision/Support 5,500$         

Fringe (appx. 30%) 4,575$            

Materials and Supplies (manuals, application printing, etc) 2,000$         

Office Expenses - telephone, rent, bookkeeping, general equipment, 

etc. 2,000$         

Marketing

Recruiting Peer Support Providers 4,800$         

Information technology expenses for Peer to Peer Match system

Database Development/Design

Initial Development 3,249$            

Hosting (6 users) 2,316$            

4 Youth Coordinators - will self sustain by providing Youth Peer Support 

and other trainings, as well as supervision, that will be offered to providers 

as a fee for service

Compensation

Salary - 4 FTEs  (24,348/year) 97,392$          

Fringe (appx 30%) 29,218$          

Staff & Supervision

FTE at 50% LOE 15,250$          

Fringe (appx 30%) 4,575$            

Materials and Supplies ($2000/coordinator) includes office set-up 8,000$            

Telephone & Internet ($1275/year per 4 coordinators) 5,100$            

Travel Reimburesement at $.52/mile for staff outreach and trainings 

(avearge 480 miles/month/coordinator) 12,000$          

Equipment & Maintenance
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Laptop, Warranty, Software ($700 per 4 coordinators) 2,800$            

Maintenance ($75/hr for appx 8 hours per year) 600$                

Liability Insurance 525$                

Data/Bookkeeping 3,500$            

Staff Training Expenses for 4 people for conferences (registration 

$500/person, $500/airfare/person , $450/hotel/person, $50/per 

diem/person) 6,000$            

Training for Agencies and Providers on Youth Guided Care

Develop, Market, and Provide Training

FTE @ 25% LOE 7,875$            

Fringe (appx 30%) 2,363$            

Materials and Supplies 1,200$            

Travel for Mileage reimbursement ($.52/mile) for in-state trainings for 

trainers for 3 trainings per month at 294 miles on average 5,500$            

Office Expenses Related to project staff, telephone, rent, general 

equipment ,etc 1,600$            

Family Driven-Care Training

Develop, Market, and Provide Training

FTE @ 20% LOE 6,800$            

Fringe (appx 30%) 2,040$            

Materials and Supplies 1,200$            

Travel for Mileage reimbursement ($.52/mile) for in-state trainings for 

trainers for 3 trainings per month at 294 miles on average 5,500$            

Office Expenses Related to project staff, telephone, rent, general 

equipment ,etc 1,600$            

Quarterly family-driven care webinars ($500/webinar) 2,000$            

Quarterly family-driven care workshop ($750/workshop) 3,000$            

Education on Family-Driven Care for providers - $500 for curriculumn 

development, 5 inservices at $500 ($2,500),  $100 travel per inservice 

($500) 3,500$            

Executive Director (leading workgroups, assisting with trainings, attend 

meetings to organize tasks; average of 25 hours a month at $26.66/hr) 8,000$            

Train Volunteer Peer Support - Provide 3 sessions of peer support training 

to parents who will then volunteer to support other families @ 1,500$            

Peer-to-Peer Matching ($18/hr for 4 hours/family for 200 families) 14,400$          

Facilitate Communication for Family Organizations - Consistent messaging 

to families, develop family-friendly content for messages, articles, etc.

7,000$            

Autism Peer Specialist ($19.50/hour for 15 hours for 52 weeks) 15,000$          

Coordination and hosting of family forums across state ($500/forum for 5 

forums) 3,000$            
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Total for SC Resources and Supports 442,953$        

University Evidence Based Training Institute

PI (Dean) at 2.50% LOE 5,775$            

Project Coordinator at 100% LOE 45,000$          

Fringe (appx 31%) 15,740$          

Supplies (2 Office Laptops at $1000/laptop) 2,000$            

Institute 

Speakers ($1000/speaker) 1,000$            

Meeting Space 600$                

Materials 500$                

Indirect Costs (20%) 14,123$          

Total forUniversity Evidence-Based Training Institute 84,738$          

FREDLA

2, 2-Days of Pre Work @$1000/day 4,000$            

Two Day Workshop

Four Full Days for Organizational Development Workshop(2 of travel, 2 

for workshop) at $1000/day 4,000$            

Expenses (airfare at $500, meals/incidentals at $50/day (3 days), 

ground transportation ($50 each way for $100 total), $150/night for 3 

nights in hotel 2,400$            

Medicaid Provider Model Workshop (4 days at $1000/day) 4,000$            

Expenses (airfare at $500, meals/incidentals at $50/day (3 days), 

ground transportation ($50 each way for $100 total), $150/night for 3 

nights in hotel) 2,400$            

Total for FREDLA 16,800$          

Contracts for EBP Training and Coaching

3 Speakers ($1500/speaker) 4,500$            

Meeting Room ($650/room) for 3 meetings 1,950$            

Materials ($200/meeting) 600$                

3 days of coaching per qtr. @ $800/day 9,600$            

Travel (airfare at $500, meals/incidentals at $50/day, ground 

transportation ($50), $100/night for 1 night in hotel) per speaker (3) & per 

coaching visit (4) 4,900$            

Total for EBP Training and Coaching 21,550$          

Transition Age Youth Training Series

3 Speakers ($1500/speaker) 4,500$            

Meeting Room ($650/room) for 3 meetings 1,950$            

Materials ($175/meeting) 600$                

Travel (airfare at $500, meals/incidentals at $50/day, ground 

transportation ($50), $100/night for 1 night in hotel) per speaker (3) & per 

coaching visit (4) 4,900$            
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Total for Transition Age Youth Training Series 11,950$          

Linked Data Across Systems

Information technology contractor TBD ($75/hr for 300 hours) 22,500$          

Total for Linked Data 22,500$          

Social Marketing Campaign

Social Media sponsored ads/post campaign - (minimum $50/day for ads)

25,000$          

Social Media Content Management - (6 hours/month and 5/week to 

post/monitor engagement) 30,000$          

Total Social Marketing Campaign 55,000$          

Evaluation 56,470$          

Total Evaluation 56,470$          

Sub-Total for Contracts 737,937$        

G. Construction

Sub-Total for Construction

H. Other

Meeting Space 

BBI for the 3 one-day trainings ($650/room) 1,950$            

FREDLA for 12 one-day trainings ($300/room) 3,600$            

Sub-Total Other 5,550$            

Year 1 Total 750,265$        
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A. Personnel 

Dir. CoC Shannon Robshaw; annual salary $72,100 @ 20% LOE 13,704$          

Sub-Total for Personnel 13,704$          

B. Fringe

Sub-Total for Fringe

C. Travel 

Sub-Total for Travel

D. Equipment

Sub-Total for Equipment

E. Supplies

Sub-Total for Supplies

F. Contracts

The Institute for Innovation and Implementation Univ. of Maryland 

School of Social Work

Total Personnel 88,197$          

Travel (approx. 12 on-site trips & 30 hotel days) 28,310$          

Training Materials and Supplies 10,800$          

Contractual - Univ. of Washington School of Medicine 39,671$          

Contractual - Portland State Univ. School of Social Work 21,620$          

Rent 2,565$            

Indirect - % of base 45,221$          

Sub-Total for Contracts 236,384$        

G. Construction

Sub-Total for Construction

H. Other

Sub-Total Other

Year 1 Match Total 250,088$        
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Year 2

A. Personnel 

Sub-Total for Personnel

B. Fringe

Sub-Total for Fringe

C. Travel 

Required grantee meetings - expenses (airfare at $500, meals/incidentals at 

$32/day (4 days), ground transportation ($50 each way for $100 total), 

$150/night for 3 nights in hotel for 5 participants 5,890$            

Local travel for parents and youth to participate in workgroups (520 miles 

per month x .52/mile) 3,244$            

Sub-Total for Travel 9,134$            

D. Equipment

Sub-Total for Equipment

E. Supplies

Sub-Total for Supplies

F. Contracts

Building Bridges Initative

-Ongoing Planning (15 hours @$100/hr)

-Holding BBI Post Kick-off (1 day training) - $6,839

-Onsite Review for 2 residential programs - $7,104

- Training Programs to Support Residential Transformation - $6,533 21,976$          

Total for Building Bridges Initiative 21,976$          

South Carolina Resources and Supports

Parents and Teachers as Allies Trainings - White Oak Conf. Ctr. Or regional 

trainings if appopritate (2 trainings)

   3 teams of 4 and 1 trainer and 1 trainer/staff member

          Participant lodging for 1 night at $77.00/night 2,156$            

          Trainer stipend 300$                

          Trainer roundtrip travel (288 miles at $.52/mile) 150$                

          Printed manuals and training supplies 500$                

Ending the Silence Trainings - White Oak Conf. Ctr. or regional trainings if 

appropriate (2 trainings)

56



  4 teams of 2 (plus 1 alt.), 1 trainer and 1 trainer/staff member

          Participant lodging for 1 night at $77.00/night 2,156$            

          Trainer stipend 300$                

          Trainer roundtrip travel (288 miles at $.52/mile) 150$                

          Printed manuals and training supplies 500$                

NAMI Basics Trainings - White Oak Conf. Ctr. or regional trainings if 

appopriate (1 training)

  4 teams of 2 , 2 trainers and 1 staff member

          Participant lodging for 2 night at $77.00/night 1,694$            

          Trainer stipend 200$                

          Trainer roundtrip travel (481 miles at $.52/mile) 250$                

          Printed manuals and training supplies 250$                

Salaries and Fringe (Program Director - LOE 60%; recruitment, training, 

scheduling, and teaching) 40,000$          

Salaries and Fringe (Admin support & Exec. Director time - LOE 6.25%;

assist in the expansion of existing sites; set up new venues with school 

districts for Parents and Teachers as Allies)

10,000$          

Administrative Expense (Accounting, payroll, secretarial support) 530$                

Office Expense (phone & computer) 480$                

Travel Expense for Program Director/Mileage 2,000$            

Printing/Marketing/Supplies (Copies, supplies & postage) 800$                

Stipends $30 /youth participant for Ending the Silence & PTasA 2,400$            

Booklets for Parents and Teachers as Allies 1,500$            

Parent Peer Support Specialists Certification 

Consultation - National Federation certification

Salary ($40/hr for 40 hours) - Off site Advice (Phone consulation, etc)

1,600$            

Staff

FTE at 30% LOE for Youth Peer Support Training/Development of 

Certification 10,200$          

FTE at 10% LOE for Supervision/Support 5,500$            

Fringe (appx. 30%) 4,710$            

Materials and Supplies (manuals, application printing, etc) 1,500$            

Office Expenses - telephone, rent, bookkeeping, general equipment, etc.

2,000$            

Marketing

Recruiting Parent Peer Support Providers through advertisment, PSA, 

print media 4,800$            

Youth Peer Support Specialists Training, Curriculum and Certification 

Expenses

Certification
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Consultation

Salary ($40/hr for 40 hours) - Off site Advice (Phone consulation, etc)

1,600$         

Staff - YPS Training, staff support, certification development

FTE at 30% LOE for Training/Development of Certification 9,750$         

FTE at 10% LOE for Supervision/Support 5,500$         

Fringe (appx. 30%) 4,575$            

Materials and Supplies (manuals, application printing, etc) 2,000$         

Office Expenses - telephone, rent, bookkeeping, general equipment, etc.

2,000$         

Marketing

Recruiting Peer Support Providers 4,800$         

Information technology expenses for Peer to Peer Match system

Database Development/Design

Maintenance & Updates 2,249$            

Hosting (6 users) 2,316$            

4 Youth Coordinators - will self sustain by providing Youth Peer Support and 

other trainings, as well as supervision, that will be offered to providers as a 

fee for service

Compensation

Salary - 4 FTEs  (24,348/year) 97,392$          

Fringe (appx. 30%) 29,218$          

Staff & Supervision

FTE at 50% LOE 15,250$          

Fringe (appx. 30%) 4,575$            

Materials and Supplies ($1000/coordinator) 4,000$            

Telephone & Internet ($1275/year per 4 coordinators) 5,100$            

Travel Reimburesement at $.52/mile for staff outreach and trainings 

(avearge 480 miles/month/coordinator) 15,000$          

Equipment & Maintenance

Maintenance ($75/hr for appx 8 hours per year) 600$                

Liability Insurance 525$                

Data/Bookkeeping 3,500$            

Staff Training Expenses for 4 people for conferences (registration 

$800/person, $300/airfare , $350/hotel, $50/per diem) 6,000$            

Training for Agencies and Providers on Youth Guided Care

Develop, Market, and Provide Training

FTE @ 25% LOE 7,875$            

Fringe (appx. 30%) 2,363$            

Materials and Supplies 1,200$            

Travel for Mileage reimbursement ($.52/mile) for in-state trainings for 

trainers for 3 trainings per month at 294 miles on average 5,500$            
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Office Expenses Related to project staff, telephone, rent, general 

equipment ,etc 1,600$            

Family Driven-Care Training

Develop, Market, and Provide Training

FTE @ 20% LOE 6,800$            

Fringe (appx. 30%) 2,040$            

Materials and Supplies 1,200$            

Travel for Mileage reimbursement ($.52/mile) for in-state trainings for 

trainers for 3 trainings per month at 294 miles on average 5,500$            

Office Expenses Related to project staff, telephone, rent, general 

equipment, etc. 1,600$            

Quarterly family-driven care webinars ($500/webinar) 2,000$            

Quarterly family-driven care workshop ($750/workshop) 3,000$            

Education on Family-Driven Care for providers - $500 for curriculumn 

development, 5 inservices at $500 ($2,500),  $100 travel per inservice 

($500) 3,500$            

Executive Director (leading workgroups, assisting with trainings, attend 

meetings to organize tasks; average of 25 hours a month at $26.66/hr) 8,000$            

Train Volunteer Peer Support - Provide 3 sessions of peer support training 

to parents who will then volunteer to support other families @ 

$500/session

1,500$            

Peer-to-Peer Matching ($18/hr for 4 hours/family for 250 families) 18,000$          

Faciliate Communication for Family Organizations - Consistent messaging to 

families, develop family-friendly content for messages, articles, etc.

7,000$            

Autism Peer Specialist ($19.50/hour for 15 hours for 52 weeks) 15,000$          

Coordination and hosting of family forums across state ($500/forum for 5 

forums) 3,000$            

Total for SC Resources and Supports 409,253$        

University Evidence-Based Training Institute

PI (Dean) at 2.50% LOE 5,775$            

Project Coordinator at 100% LOE 45,000$          

Resarch Assistant at 100% LOE 40,000$          

Graduate Assistant at 100% LOE 2,400$            

Fringe (appx 30%) 28,884$          

Supplies (2 Office Laptops at $1000/laptop) 2,000$            

Institute

Speakers ($1000/speaker, 6 speakers) 6,000$            
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Meeting Space ($600/days for 6 days) 3,600$            

Materials 500$                

Indirect Costs (20%) 26,832$          

Total University Evidence-Based Training Institute 160,991$        

FREDLA

Ongoing Technical Assistance And Consultation

5 Hours Per Month for 9 Months ($125/hr) 5,625$            

2 day site visits at $1500/visit plus expenses (airfare at $500, 

meals/incidentals at $50/day , ground transportation-$50 each way 

($100 total), $150/night for hotel) per trip for 2 people 6,400$            

Total for FREDLA 12,025$          

Social Marketing Campaign

Social Media Content Management - (6 hours/month and 5/week to 

post/monitor engagement) 30,000$          

Total Social Marketing Campaign 30,000$          

Transition Age Youth Training Series

3 Speakers ($1500/speaker) 4,500$            

Meeting Room ($650/room) for 3 meetings 1,950$            

Materials ($175/meeting) 525$                

Travel (airfare at $500, meals/incidentals at $50/day, ground transportation 

($50), $100/night for 1 night in hotel) per speaker (3) 2,100$            

Total for Transition Age Youth Training Series 9,075$            

Linked Data Across Systems

Information technology contractor TBD ($75/hr for 300 hours) 22,500$          

Total for Linked Data 22,500$          

Evaluation 41,824$          

Total Evaluation 41,824$          

Sub-Total for Contracts 707,644$        

G. Construction

Sub-Total for Construction

H. Other

Meeting Space (Estimated $650/day)


BBI for the 3 one-day trainings 1,950$            

Sub-Total Other 1,950$            
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Year 2 Total 731,570$        
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Year 2 Match

A. Personnel 

Sub-Total for Personnel

B. Fringe

Sub-Total for Fringe

C. Travel 

Sub-Total for Travel

D. Equipment

Sub-Total for Equipment

E. Supplies

Sub-Total for Supplies

F. Contracts

Sub-Total for Contracts

G. Construction

Sub-Total for Construction

H. Other

Department of Social Services Certified Non-Federal Public Expenditures $239,576

Sub-Total Other $239,576

Year 2 Match Total $239,576
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Year 3

A. Personnel 

Sub-Total for Personnel

B. Fringe

Sub-Total for Fringe

C. Travel 

Required grantee meetings - expenses (airfare at $500, meals/incidentals at 

$32/day (4 days), ground transportation ($50 each way for $100 total), 

$150/night for 3 nights in hotel for 5 participants 5,890$            

Local travel for parents and youth to participate in workgroups (520 miles 

per month x .52/mile) 3,244$            

Sub-Total for Travel 9,134$            

D. Equipment

Sub-Total for Equipment

E. Supplies

Sub-Total for Supplies

F. Contracts

South Carolina Resources and Supports

Parents and Teachers as Allies Trainings - White Oak Conf. Ctr. Or regional 

trainings if appopritate (1 training)

   3 teams of 4 and 1 trainer and 1 trainer/staff member

          Participant lodging for 1 night at $77.00/night 1,078$            

          Trainer stipend 150$                

          Trainer roundtrip travel (337 miles) 75$                  

          Printed manuals and training supplies 250$                

Ending the Silence Trainings - White Oak Conf. Ctr. or regional trainings if 

appropriate (1 training)

  4 teams of 2 (plus 1 alt.), 1 trainer and 1 trainer/staff member

          Participant lodging for 1 night at $45.00/night 1,078$            

          Trainer stipend 150$                

          Trainer roundtrip travel (144 miles) 75$                  

          Printed manuals and training supplies 250$                
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NAMI Basics Trainings - White Oak Conf. Ctr. or regional trainings if 

appopriate (1 training)

  4 teams of 2 , 2 trainers and 1 staff member

          Participant lodging for 2 night at $45.00/night 990$                

          Trainer stipend 200$                

          Trainer roundtrip travel (481 miles) 250$                

          Printed manuals and training supplies 250$                

Salaries and Fringe (Program Director - LOE 60%; recruitment, training, 

scheduling, and teaching) 30,000$          

Salaries and Fringe (Admin support & Exec. Director time - LOE 6.25%;

assist in the expansion of existing sites; set up new venues with school 

districts for Parents and Teachers as Allies)

7,500$            

Administrative Expense (Accounting, payroll, secretarial support) 530$                

Office Expense (phone & computer) 480$                

Travel Expense for Program Director/Mileage 1,600$            

Printing/Marketing/Supplies (Copies, supplies & postage) 600$                

Stipends $30 /youth participant for Ending the Silence & PTasA 2,400$            

Booklets for Parents and Teachers as Allies 1,000$            

Parent Peer Support Specialists Certification 

Consultation - National Federation certification

Salary ($40/hr for 40 hours) - Off site Advice (Phone consulation, etc)

1,600$            

Staff

FTE at 30% LOE for Youth Peer Support Training/Development of 

Certification 10,200$          

FTE at 10% LOE for Supervision/Support 5,500$            

Fringe (appx. 30%) 4,710$            

Materials and Supplies for manuals and application printing 1,500$            

Office Materials - telephone, rent, manuals bookkeeping, general 

equipment, etc. 2,000$            

Marketing

Recruiting Parent Peer Support Providers through advertisment, PSA, 

print media 4,800$            

Youth Peer Support Specialists Training, Curriculum and Certification 

Expenses

Certification

Consultation

Salary ($40/hr for 40 hours) - Off site Advice (Phone consulation, etc)

1,600$         

Staff - YPS Training, staff support, certification development

FTE at 30% LOE for Training/Development of Certification 9,750$         

FTE at 10% LOE for Supervision/Support 5,500$         
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Fringe (appx. 30%) 4,575$            

Materials and Supplies for manuals and application printing 2,000$         

Office Materials - telephone, rent, manuals bookkeeping, general 

equipment, etc. 2,000$         

Marketing

Recruiting Parent Peer Support Providers 4,800$         

Information technology expenses for Peer to Peer Match system

Database Development/Design

Maintenance & Updates 2,249$            

Hosting (6 users) 2,316$            

4 Youth Coordinators - will self sustain by providing Youth Peer Support and 

other trainings, as well as supervision, that will be offered to providers as a 

fee for service

Compensation

Salary - 4 FTEs  (24,348/year) 97,392$          

Fringe (appx. 30%) 29,218$          

Staff & Supervision

FTE at 50% LOE 15,250$          

Fringe (appx. 30%) 4,575$            

Materials and Supplies ($1000/coordinator) 4,000$            

Telephone & Internet ($1275/year per 4 coordinators) 5,100$            

Travel Reimburesement at $.52/mile for staff outreach and trainings 

(avearge 480 miles/month/coordinator) 15,000$          

Equipment & Maintenance

Maintenance 600$                

Liability Insurance 525$                

Data/Bookkeeping 3,500$            

Staff Training Expenses for 4 people for conferences (registration 

$800/person, $300/airfare , $350/hotel, $50/per diem) 6,000$            

Training for Agencies and Providers on Youth Guided Care

Develop, Market, and Provide Training

FTE @ 25% LOE 7,875$            

Fringe (appx. 30%) 2,363$            

Materials and Supplies 1,200$            

Travel for Mileage reimbursement ($.52/mile) for in-state trainings for 

trainers for 3 trainings per month at 294 miles on average 5,500$            

Office Expenses Related to project staff, telephone, rent, general 

equipment ,etc 1,600$            

Family Driven-Care Training

Develop, Market, and Provide Training

FTE @ 20% LOE 6,800$            
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Fringe (appx. 30%) 2,040$            

Materials and Supplies 1,200$            

Travel for Mileage reimbursement ($.52/mile) for in-state trainings for 

trainers for 3 trainings per month at 294 miles on average 5,500$            

Office Expenses Related to project staff, telephone, rent, general 

equipment ,etc 1,600$            

Quarterly family-driven care webinars ($500/webinar) 2,000$            

Quarterly family-driven care workshop ($750/workshop) 3,000$            

Education on Family-Driven Care for providers - $500 for curriculumn 

development, 5 inservices at $500 ($2,500),  $100 travel per inservice 

($500) 3,500$            

Executive Director (leading workgroups, assisting with trainings, attend 

meetings to organize tasks; average of 25 hours a month at $26.66/hr) 8,000$            

Train Volunteer Peer Support - Provide 3 sessions of peer support training 

to parents who will then volunteer to support other families @ 1,500$            

Peer-to-Peer Matching ($18/hr for 4 hours/family for 300 families) 21,600$          

Faciliate Communication for Family Organizations - Consistent messaging to 

families, develop family-friendly content for messages, articles, etc.

7,000$            

Autism Peer Specialist ($19.50/hour for 15 hours for 52 weeks) 15,000$          

Coordination and hosting of family forums across state ($500/forum for 5 

forums) 3,000$            

Total for SC Resources and Supports 395,443$        

University Evidence Based Training Institute

PI (Dean) at 2.50% LOE 5,775$            

Project Coordinator at 100% LOE 45,000$          

Resarch Assistant at 100% LOE 40,000$          

Graduate Assistant at 100% LOE 2,400$            

Fringe (appx 31%) 28,884$          

Institute 

Speakers ($1000/speaker) 12,000$          

Meeting Space ($600/day for 12 days) 7,200$            

Materials 3,000$            

Indirect Costs (20%) 28,852$          

Total for University Evidence-Based Training Institute 173,111$        

FREDLA

Ongoing Technical Assistance And Consultation

5 Hours Per Month for 9 Months ($125/hr) 5,625$            
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2 day site visits at $1500/visit plus expenses (airfare at $500, 

meals/incidentals at $50/day , ground transportation-$50 each way 

($100 total), $150/night for hotel) per trip for 2 people 6,400$            

Total for FREDLA 12,025$          

Social Marketing Campaign

Social Media Content Management - (6 hours/month and 5/week to 

post/monitor engagement) 30,000$          

Total SMC 30,000$          

Transition Age Youth Training Series

3 Speakers ($1500/speaker) 4,500$            

Meeting Room ($650/room) for 3 meetings 1,950$            

Materials ($175/meeting) 525$                

Travel (airfare at $500, meals/incidentals at $50/day, ground transportation 

($50), $100/night for 1 night in hotel) per speaker (3) 2,100$            

Total for Transition Age Youth Training Series 9,075$            

Linked Data Across Systems

Information technology contractor TBD ($75/hr for 300 hours) 22,500$          

Total for Linked Data 22,500$          

Evaluation 41,824$          

Total Evaluation 41,824$          

Sub-Total for Contracts 683,978$        

G. Construction

Sub-Total for Construction

H. Other

Sub-Total for Other

Year 3 Total 693,112$        
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Year 3 Match

A. Personnel 

Sub-Total for Personnel

B. Fringe

Sub-Total for Fringe

C. Travel 

Sub-Total for Travel

D. Equipment

Sub-Total for Equipment

E. Supplies

Sub-Total for Supplies

F. Contracts

Sub-Total for Contracts

G. Construction

Sub-Total for Construction

H. Other

Department of Social Services Certified Non-Federal Public Expenditures $231,038

Sub-Total Other $231,038

Year 3 Match Total $231,038
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Year 4

A. Personnel 

Sub-Total for Personnel

B. Fringe

Sub-Total for Fringe

C. Travel 

Local travel for parents and youth to participate in workgroups (520 miles 

per month x .52/mile) 3,244$            

Required grantee meetings - expenses (airfare at $500, meals/incidentals at 

$32/day (4 days), ground transportation ($50 each way for $100 total), 

$150/night for 3 nights in hotel for 5 participants 5,890$            

Sub-Total for Travel 9,134$            

D. Equipment

Sub-Total for Equipment

E. Supplies

Sub-Total for Supplies

F. Contracts

South Carolina Resources and Supports

Parents and Teachers as Allies Trainings - White Oak Conf. Ctr. Or regional 

trainings if appopritate (1 training)

   3 teams of 4 and 1 trainer and 1 trainer/staff member

          Participant lodging for 1 night at $77.00/night 1,078$            

          Trainer stipend 150$                

          Trainer roundtrip travel (337 miles) 75$                  

          Printed manuals and training supplies 250$                

Ending the Silence Trainings - White Oak Conf. Ctr. or regional trainings if 

appropriate (1 training)

  4 teams of 2 (plus 1 alt.), 1 trainer and 1 trainer/staff member

          Participant lodging for 1 night at $45.00/night 1,078$            

          Trainer stipend 150$                

          Trainer roundtrip travel (144 miles) 75$                  

          Printed manuals and training supplies 250$                
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Salaries and Fringe (Program Director - LOE 60%; recruitment, training, 

scheduling, and teaching) 20,000$          

Salaries and Fringe (Admin support & Exec. Director time - LOE 6.25%;

assist in the expansion of existing sites; set up new venues with school 

districts for Parents and Teachers as Allies)

5,000$            

Administrative Expense (Accounting, payroll, secretarial support) 300$                

Office Expense (phone & computer) 200$                

Travel Expense for Program Director/Mileage 1,000$            

Printing/Marketing/Supplies (Copies, supplies & postage) 250$                

Stipends $30 /youth participant for Ending the Silence & PTasA 1,200$            

Booklets for Parents and Teachers as Allies 500$                

Parent Peer Support Specialists Certification 

Staff

FTE at 30% LOE for Youth Peer Support Training/Development of 

Certification 10,200$          

FTE at 10% LOE for Supervision/Support 5,500$            

Fringe (appx. 30%) 4,710$            

Materials and Supplies for manuals and application printing 1,500$            

Office Materials - telephone, rent, manuals bookkeeping, general 

equipment, etc. 2,000$            

Marketing

Recruiting Parent Peer Support Providers through advertisment, PSA, 

print media 4,800$            

Youth Peer Support Specialists Training, Curriculum and Certification 

Expenses

Certification

Consultation

Salary ($40/hr for 40 hours) - Off site Advice (Phone consulation, etc)

1,600$         

Staff - YPS Training, staff support, certification development

FTE at 30% LOE for Training/Development of Certification 9,750$         

FTE at 10% LOE for Supervision/Support 5,500$         

Fringe (appx. 30%) 4,575$            

Materials and Supplies for manuals and application printing 2,000$         

Office Materials - telephone, rent, manuals bookkeeping, general 

equipment, etc. 2,000$         

Marketing

Recruiting Parent Peer Support Providers 4,800$         

Information technology expenses for Peer to Peer Match system

Database Development/Design

Maintenance & Updates 2,249$            

Hosting (6 users) 2,316$            
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4 Youth Coordinators - will self sustain by providing Youth Peer Support and 

other trainings, as well as supervision, that will be offered to providers as a 

fee for service

Compensation

Salary - 4 FTEs  (24,348/year) 97,392$          

Fringe (appx. 30%) 29,218$          

Staff & Supervision

FTE at 50% LOE 15,250$          

Fringe (appx. 30%) 4,575$            

Materials and Supplies ($1000/coordinator) 4,000$            

Telephone & Internet ($1275/year per 4 coordinators) 5,100$            

Travel Reimburesement at $.52/mile for staff outreach and trainings 

(avearge 480 miles/month/coordinator) 15,000$          

Equipment & Maintenance

Maintenance 600$                

Liability Insurance 525$                

Data/Bookkeeping 3,500$            

Staff Training Expenses for 4 people for conferences (registration 

$800/person, $300/airfare , $350/hotel, $50/per diem) 6,000$            

Training for Agencies and Providers on Youth Guided Care

Develop, Market, and Provide Training

FTE @ 25% LOE 7,875$            

Fringe (appx. 30%) 2,363$            

Materials and Supplies 1,200$            

Travel for Mileage reimbursement ($.52/mile) for in-state trainings for 

trainers for 3 trainings per month at 294 miles on average 5,500$            

Office Expenses Related to project staff, telephone, rent, general 

equipment ,etc 1,600$            

Family Driven-Care Training

Develop, Market, and Provide Training

FTE @ 20% LOE 6,800$            

Fringe (appx. 30%) 2,040$            

Materials and Supplies 1,200$            

Travel for Mileage reimbursement ($.52/mile) for in-state trainings for 

trainers for 3 trainings per month at 294 miles on average 5,500$            

Office Expenses Related to project staff, telephone, rent, general 

equipment ,etc 1,600$            

Quarterly family-driven care webinars ($500/webinar) 2,000$            

Quarterly family-driven care workshop ($750/workshop) 3,000$            

71



Education on Family-Driven Care for providers - $500 for curriculumn 

development, 5 inservices at $500 ($2,500),  $100 travel per inservice 

($500) 3,500$            

Executive Director (leading workgroups, assisting with trainings, attend 

meetings to organize tasks; average of 25 hours a month at $26.66/hr) 8,000$            

Train Volunteer Peer Support - Provide 3 sessions of peer support training 

to parents who will then volunteer to support other families @ 

$500/session
1,500$            

Peer-to-Peer Matching ($18/hr for 4 hours/family for 350 families) 25,200$          

Faciliate Communication for Family Organizations - Consistent messaging to 

families, develop family-friendly content for messages, articles, etc.

7,000$            

Autism Peer Specialist ($19.50/hour for 15 hours for 52 weeks) 15,000$          

Coordination and hosting of family forums across state ($500/forum for 5 

forums) 3,000$            

Total for SC Resources and Supports 380,093$        

University Evidence-Based Training Institute

PI (Dean) at 2.50% LOE 5,775$            

Project Coordinator at 100% LOE 45,000$          

Resarch Assistant at 100% LOE 40,000$          

Graduate Assistant at 100% LOE 2,400$            

Fringe (appx 31%) 28,884$          

Institute 

Speakers ($1000/speaker) 12,000$          

Meeting Space ($600/day for 12 days) 7,200$            

Materials 3,000$            

Indirect Costs (20%) 28,852$          

Total for Evidence-Based Training Institute 173,111$        

FREDLA

Ongoing Technical Assistance And Consultation

5 Hours Per Month for 9 Months ($125/hr) 5,625$            

2 day site visits at $1500/visit plus expenses (airfare at $500, 

meals/incidentals at $50/day , ground transportation-$50 each way 

($100 total), $150/night for hotel) per trip for 2 people 6,400$            

Total for FREDLA 12,025$          

Social Marketing Campaign

Social Media Content Management - (6 hours/month and 5/week to 

post/monitor engagement) 30,000$          

Total SMC 30,000$          
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Transition Age Youth Training Series

3 Speakers ($1500/speaker) 4,500$            

Meeting Room ($650/room) for 3 meetings 1,950$            

Materials ($175/meeting) 525$                

Travel (airfare at $500, meals/incidentals at $50/day, ground transportation 

($50), $100/night for 1 night in hotel) per speaker (3) 2,100$            

Total for Transition Age Youth Training Series 9,075$            

Linked Data Across Systems

Information technology contractor TBD ($75/hr for 300 hours) 22,500$          

Total for Linked Data 22,500$          

Evaluation 41,824$          

Sub-Total 41,824$          

Sub-Total for Contracts 668,628$        

G. Construction

Sub-Total for Construction

H. Other

Sub-Total Other

Year 4 Total 677,762$        
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Year 4 Match

 

A. Personnel 

Sub-Total for Personnel

B. Fringe

Sub-Total for Fringe

C. Travel 

Sub-Total for Travel

D. Equipment

Sub-Total for Equipment

E. Supplies

Sub-Total for Supplies

F. Contracts

Sub-Total for Contracts

G. Construction

Sub-Total for Construction

H. Other

Department of Social Services Certified Non-Federal Public Expenditures $677,762

Sub-Total Other $677,762

Year 4 Match Total 677,762$   

74



Section E:  Literature Citations 

The Annie E. Casey Foundation,  2013 Kids Count Profile, 2013 

Annual Report of the Joint Citizens Committee on Children, South Carolina, February, 2012  

Berwick, Donald, Triple Aims of Health Care, Institute for Healthcare Improvement, 2010.   

Farmer, E., and W. Sturgess, and T. O’Neill, The Reunification of Looked After Children with 
 Their Parents: Patterns Interventions and Outcomes. 
 Report to the Department for Children, Schools and Families, School for  Policy 
 Studies, University of Bristol, 2008.   
 
Interagency System for Caring for Emotionally Disturbed Children, Section 20-7-5710, SC Code, 
 General and Permanent Laws, 1994   
 
Lopez – De Fede, Ana and Medlha Iyer, Behavioral Health Care Needs: High Cost and High 
 Medicaid Profiles, Institute for Families and Society, University of South Carolina,  January 2, 
 2013.   
 
Pires, Shelia A., Building Systems of Care, A Primer, 2nd edition, National Technical Assistance  Center 
 for Children’s Mental Health, Georgetown Center for Child and Human  Development, Spring 
 2010. 
 
Ryan, C. Supportive families, healthy children: Helping families with lesbian,  
 gay, bisexual & transgender children. San Francisco, CA: Marian Wright Edelman 
 Institute, San Francisco State University, 2009. 
 
Substance Abuse and Mental Health Services Administration. Behavioral Health Barometer: 
 South Carolina, 2013. HHS Publication No. SMA-13-4796SC. Rockville, MD: 
 Substance Abuse and Mental Health Services Administration, 2013. (Consulted, not 
 cited) 

Stroul, Beth, System of Care Expansion Implementation Guide, Revised; May 10, 2013. 

U. S Department of Commerce, 2010 Census. 

Walter, Uta and Christopher G. Petr, Family centered residential treatment: Knowledge, 
 research, and values converge. Residential Treatment for Children and Youth 25, 2008 
 
 

 

75



Section G:  Biographical Sketches and Job Descriptions 1 

76



 
Biosketch 

Shannon Robshaw 
Executive Director, Continuum of Care, South Carolina Governor’s Office 

 
Education 
Masters of Social Work, 1992   Bachelors of Arts – Biology, 1985 
Louisiana State University     Trinity University,  
Baton Rouge, Louisiana     San Antonio, Texas 
  
Expertise 
Over twenty years of experience in state government and non-profit executive leadership positions 
focusing on system reform and cross-agency collaboration to improve mental health and health service 
delivery systems. Currently serving as Executive Director of the Continuum of Care (COC) in the South 
Carolina Governor’s Office, whose mission is to provide wraparound services for the state’s children 
and youth with the most serious and complex behavioral health disorders.  Also providing consultation 
to other states and communities in the development of systems of care as a member of the SAMHSA 
funded Technical Assistance Network for Children’s Behavioral Health consultant pool. Served as the 
Director of the Louisiana Coordinated System of Care and led planning and start-up efforts for the 
Governor’s cross-departmental initiative to build a new service delivery system for children and youth at 
risk of out of home placements. Managed a broad-based planning process which resulted in the 
development of the system design, service array and operational structure for the Louisiana CSoC, as 
well as financing strategies including Medicaid waivers and state plan amendments necessary to 
leverage funds in support of CSoC implementation. Past service as the Executive Director of the 
Louisiana Health Care Quality Forum, an Executive Management Officer in the Office of the Secretary 
of the Louisiana Department of Health and Hospitals and as the Executive Director of the Mental Health 
Association in Louisiana. Subject matter expertise includes: 

• Expertise in child, youth and family mental health through a long term commitment to public 
mental health children’s system reform developed through interning with LA CASSP in graduate 
school, establishing MHAL as a leader in children’s mental health and juvenile justice system 
reform and leading the development of Louisiana’s CSoC. 

• Experience with contract management, logistical and administrative support services in state 
government through the CSoC development and executive positions within the Louisiana 
Department of Health and Hospitals, as well as in the private non-profit sector in Executive 
Director positions with the Mental Health Association in LA (MHAL) and the LA Health Care 
Quality Forum.  

• Expertise in the provision of technical assistance as demonstrated by recent consulting services 
including providing strategic guidance on state and local level system of care efforts SOC 
grantees and other state level initiatives. Areas of consultation include developing strategies for a 
statewide assessment process as well as planning structures and resource needs to support state 
level reform. 

 
Professional Positions 

• October 21013- Current  Executive Director, Continuum of Care, SC Governor’s Office 
• July 2011- Current                     Consultant 

Beginning December 2013     Technical Assistance Network for Children’s Behavioral Health 
• April 2011 – January 212               Interim Executive Director 

Statewide Governance Board, Louisiana Coordinated System of Care 
• November 2009-April 2011  Project Director, Louisiana Coordinated System of Care  
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• January 2008-October 2009  Executive Director, Louisiana Health Care Quality Forum 
• March 2005-January 2008         Executive Management Officer       

Office of the Secretary, Louisiana Department of Health and Hospitals 
• April 2004- March 2005  Director, Strategic Management and Fund Development 

  Office of Mental Health (OMH), Louisiana Department of Health and Hospitals 
• May 2003-April 2004       Director, Grants Division 

          Office of Mental Health (OMH), Louisiana Department of Health and Hospitals 
• 1993- 2001        Executive Director, Mental Health Association in Louisiana 
• 1991-1992              Intern, Louisiana House of Representatives 
• 1990-1991 Intern; Conference Organizer, Louisiana Office of Mental Health, CASSP Project 

Selected Honors 
• 2009, 2008- Quality Alliance Steering Committee, member, National-Regional Implementation 

Workgroup co-chair,  
• 2003- Substance Abuse and Mental Health Services Administration Co-Occurring Policy 

Academy, Louisiana Team Leader,  
• 2002- National Mental Health Association, Affiliate Consultant Group, member 
• 2000-02- Disability Services and Supports System Consumer Task Force member 
• 1999-2002- LA Public Mental Health Review Commission, Children’s Committee, chair,  
• 1997-2001- LA Mental Health Planning Council, Advocacy Committee, Chair 2001; Council 

Restructuring Committee, Chair 1999-2000; Council Secretary 1998; Child/Youth Plan  2001 
Committee, Chair 1997 

• 1999- Children's Mental Health Policy Academy, Georgetown University National Technical 
Assistance Center for Children's Mental Health, Review Team member 

• 1999- National Mental Health Association, Public Policy Committee, member 
Selected Awards 

• “Lifetime Advocate” presented by the Mental Health Association in Louisiana, 2005  
• “Distinguished Service” accepted on behalf of the Louisiana Mental Health Reform Coalition 

presented by the American Psychiatric Association, 2005   
• “Leadership in Advocacy” presented by National Mental Health Association, 1998  
• “Whatever It Takes” presented by Louisiana Federation of Families for Children’s Mental 

Health, 1997 
Selected Presentations, Training & Teaching: 

• Louisiana’s Coordinated System of Care- Innovative Collaborations: Working Together to 
Improve Systems of Care For Juvenile Justice-Involved Youth, Pre-conference Session, 23rd 
Annual State Health Policy Conference National Academy for State Health Policy; October 
2010, New Orleans, LA 

• Louisiana’s Coordinated System of Care- City, Family, and Juvenile Judges Conference, 
January, 2010, New Orleans, LA  

• The Louisiana Health Care Quality Forum: A Collaborative Approach- CEO Summit, Mexico 
sponsored by Johnson & Johnson Latin America, April 2009, Mexico City, Mexico. 

• Building Communities of Quality: Multi-stakeholder Coalition Building- two day training 
presentation to Johnson & Johnson Latin American and various global corporate franchise 
representatives, October, 2008, Baton Rouge La 22, 2008 

• Rebuilding and Redesigning Louisiana’s Health Care system- 2007 World Congress on Public 
Health Congress, Washington DC, July, 2007  

Other sources of support: Continuum of Care, South Carolina Governor’s Office
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LOUISE K. JOHNSON 

Bio sketch 
18 Cedar Edge Court  

Columbia, South Carolina 29203 
803.898.8346 (work)                                                                                      

 
Education 
Masters of Science, Counseling 1978   Bachelors of Science, 1977 
Indiana University     Benedict College 
Bloomington, Indiana     Columbia, S.C. 29203 
 
Expertise 
Currently serves as the Director of the Division of Children, Adolescents and Their Families. 
SCDMH has been instrumental in developing the vision of a coordinated system of care since as 
early as 1991. Ms. Johnson has over thirty years of experience in children’s mental health and 
has been involved in the movement since the days of the Child and Adolescent Service System 
Program, (CASSP). Ms. Johnson has held many leadership roles to include Project Director and 
Principle Investigator, to three of the four former SAMHSA initiatives. Ms. Johnson, in 
partnership with DAODAS was instrumental in the formation of the Joint Council on Children 
and Adolescents. Ms. Johnson provides staff support to the Joint Council, is the founder and 
serves as the co-chair of the Cultural and Linguistic Competence Committee for children, 
adolescents and their families, focused mainly addressing disparities, Co-chair of the Building 
Bridges Cultural and Linguistic Competence Committee and is the current chair of the 
Children’s Division of the National Association of State Mental Health Directors. Ms. Johnson 
also provides consultation as a member of the Mental Health & Juvenile Justice Collaborative for 
Change Steering Committee.  
 
Director, Division of Children, Adolescent and Their Families, South Carolina Department of 
Mental Health, Columbia, South Carolina, September 2002 – Present.  Responsibilities include: 

1. The development of departmental policy regarding child and adolescent services. 
2. Interfaces with other child serving organizations in the development of various initiatives 

to address the treatment needs of children, adolescents and their families. 
3. Serves as a liaison with state agencies and other child serving groups in a number of 

legislated forums and those concerned with children’s mental health issues. 
4. Program planning for allocation of state and federal funds designated for child and 

adolescent services. 
5. Supervisory responsibilities to all personnel within the division of children, adolescent 

and their families. 
6. To integrate child and mental health services with other systems, including DJJ, 

Education, and DSS. 
7. Works to secure alternative funding sources (e.g., Medicaid, SSI, Grants) to maintain the 

expansion of community based alternatives. 
8. Partners to plan and implement the State’s System of Care Initiatives. 
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9. Participates on the Department Management Team. 
Acting Director, Division of Children, Adolescents and Their Families, South Carolina 
Department of Mental Health, Columbia, South Carolina, March 2000 –September 2002.  
Responsibilities are best summarized as follows: 
1. The development of departmental policy regarding child and adolescent services. 
2. Program planning for allocation of state and federal funds designated for child and 

adolescent services. 
3. Supervisory responsibilities to all personnel within the division of children, adolescent 

and their families. 
4. Liaison with state agencies, federal agencies and other groups involved with child and 

adolescent mental health issues. 
5. Integration of inpatient, outpatient, emergency and residential services. 
6. Plan and implement the state’s Child & Adolescent Service System Program (CASSP) 

Initiatives. 
7. Department Senior Management Team. 
8. Department Management Team. 
9. Interagency coordination and public relations regarding children and adolescents. 

 
Assistant Director, Division of Children, Adolescents and Their Families, South Carolina 
Department of Mental Health, Columbia, South Carolina.  August, 1989 – March 2000.    
 
Adjunct Professor, Benedict College, Columbia, South Carolina, February, 1986 - Present.  
Responsibilities are best summarized as follows: 

1. Instructs college students relating to the field of Health Education.  Classes include, 
Counseling Services, Working with Special Population  Groups and Volunteer Services.  
2. Participates in the Clinical Supervision of Internships. 

 
Director, Young Adult Program, Earle E. Morris, Jr. Alcohol and Drug Addiction Treatment 
Center, South Carolina Department of Mental Health, Columbia, South Carolina.  January, 1987 
- August, 1989.  Responsibilities are best summarized as follows: 

1. Under limited supervision, planned, developed, coordinated, and managed an inpatient 
program for adolescent substance abusers. 

2. Responsible for overall design of the treatment unit with special attention to 
administrative needs of the Young Adult Program and its staff. 

3. Coordinated with other discipline chiefs, recruited, trained, and supervised all staff 
assigned to that unit. 

4. Participated in developing interagency cooperation as it related to the treatment of 
youthful substance abusers. 

 
Reviewer: SAMHSA - Cooperative Agreements/Grants- Trauma Initiatives 
 
Other sources of support: Department of Mental Health 
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Gwynne B. Goodlett 
2414 Wheat Street 

Columbia, South Carolina  29205 
(803)381-2929 

gbgoodlett@gmail.com 
 

Education 
University of South Carolina    University of South Carolina 
Juris Doctor      Masters of Public Administration 
GPA 3.41, Top 15%     GPA 3.9, Sam Carter Fellow 
May 1998      May 1998 
 
First place in class in the Moot Court Bar first year competition, argued before the South 
Carolina Supreme Court, and captained the National Moot Court team.  Articles editor, ABA 
Real Property, Probate and Trust Journal, Order of the Wig and Robe for academics, Order of the 
Barristers for appellate advocacy, and Moot Court Bar.  CALI (formerly American Jurisprudence 
Award) in Legal Research.  Served as a volunteer Guardian ad litem. 
  
Converse College     B.A. Chemistry and Political Science 
May 1990      Student Body President 
 

Employment 
 
Project Director     Palmetto Coordinated System of Care 
February 2014 to Present    Columbia, South Carolina 
Coordinating and planning efforts of eight child-serving agencies to create a coordinated 
statewide System of Care.  Organizing collaborative workgroups, planning meetings, and 
executing plans of Palmetto Coordinated System of Care Leadership Team.  Developing budgets, 
drafting contracts, and managing deliverables supporting the work of multiple agencies and 
family support organizations.  Preparing budgets and contracts to implement a System of Care. 
 
Senior Policy and Research Analyst  USC Children’s Law Center 
September 2010 to Present    Columbia, South Carolina 
Researched children’s issues and presented policy solutions to the Joint Citizens and Legislative 
Committee on Children comprised of agency directors, legislators, and gubernatorial appointees.  
Drafted legislation, reports, and analyzed data.  Collaborated with multiple child-serving non-
profit entities and agencies to pass and implement policy changes.  Supervised four direct reports 
on data and policy team.  Negotiated and drafted contracts for deliverables supporting multiple 
clients.  Prepared budgets and managed complex children’s data and research projects. 
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Attorney      Gwynne B. Goodlett, LLC 
April 2007 to September 2010   Toccoa, Georgia 
Developed thriving family practice advocating for families and children in custody, abuse and 
neglect, and temporary protective order cases.  Negotiated, prepared, and tried various civil 
matters in circuit and juvenile court.  Hired, trained, and supervised staff, oversaw all human 
resource, budgeting, and financial aspects of solo private practice.   
 
Attorney      Sanders & Smith, P.C. 
January 2004 to April 2007    Toccoa, Georgia 
Wrote appellate briefs, researched legal issues, drafted motions, pleadings, and discovery for 
complex litigation in general civil firm.  Advised clients on estate planning, complex probate, 
and litigation issues.  Hired, trained, and supervised law clerk. 
 
Legal Writing Instructor    USC School of Law 
August 1999 to December 2002   Columbia, South Carolina 
Began as a legal writing teaching assistant in third year of law school and was later hired as an 
adjunct instructor.  Organized, planned, and taught legal writing and appellate advocacy course 
for first year law students. 
 
Attorney Regional Director    Protection & Advocacy 
August 1999 to February 2001   Columbia, South Carolina 
Advocated for rights and access to community services for disabled persons in school systems, 
institutions, and communities.  Managed a staff of lay advocates for Midlands region and 
assisted in creation of an information and referral program. 
 
Law Clerk      South Carolina Judicial Dept. 
August 1998 to August 1999    Columbia, South Carolina 
Served as law clerk to The Honorable Costa M. Pleicones, assisting in court preparation and 
scheduling matters as requested.   
 
 

Memberships, Associations, and Volunteer Experience 
 
Member, South Carolina and Georgia Bar Associations 
Attorney Coach, South Carolina Bar Middle School Mock Trial Team 
Board Member, Heathwood Hall Episcopal School Parent Student Association 
Committee Member, United Way of the Midlands Advocacy Committee 
Past Board Member, Trinity Episcopal Cathedral Youth Advisory Committee 
Past Board Member, Toccoa-Stephens Literacy Council 
Past Board Member, The Little School 
 
 
Other sources of support: South Carolina Department of Health and Human Services
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PETER D. LIGGETT, Ph.D.                                                                                           VITA 
319 King Street 
Columbia, South Carolina  29205 
803.622.2163 
PDLiggett@yahoo.com 
 
Summary of Qualifications 
• Licensed Clinical Psychologist  
• Over 20 years of experience in the provision of psychological services 
• Comprehensive experience with demonstrated effectiveness as a leader, manager, and 

strategic planner administering and providing behavioral health services in a range of 
settings 

• Outstanding communication, presentation & teaching skills 
• Experience managing large organizations and budgets at the executive level 
• University counseling center and student affairs experience 
• Excellent work habits with outstanding performance evaluations 
• Proven record of collaboration and team participation 
• Subject matter expertise in behavioral health law, behavioral intervention and students of 

concern in higher education 
• 16 years experience clinically supervising psychology interns and counseling trainees  
• Substantial grant writing and behavioral health accreditation experience 
• Thorough knowledge of agency and higher education operational systems, policies, and 

legal issues 
• Recipient of the “2011 Outstanding Service to Students Award” and a Finalist Honoree for 

the “2011 Outstanding Freshman Advocate Award” 
• Recipient of University Housing’s Outstanding Campus Partner Award (2007) 

 
Education 
Doctor of Philosophy, Clinical Psychology, California School of Professional Psychology 
(Accredited by the American Psychological Association and the Western Association of Schools 
& Colleges). Dissertation, "Death Anxiety in Young Adults in Relation to the Perceived Threat of 
Nuclear War." Final defense:  June 1, 1993. Merle Canfield, Ph.D., CSPP, Chairperson, Fresno, 
California. June, 1993 

Master of Arts, Clinical Psychology, California School of Psychology Fresno, California. May, 
1991 

Bachelor of Arts, Liberal Studies – Communication and Behavior. Humboldt State University, 
Arcata, California. May, 1989 

Licensing 
Licensed Psychologist, South Carolina License #676. Clinical Supervisor, Felicity Costin-
Myers, Ph.D. 
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Professional Experience 
Deputy Director, Long Term Care and Behavioral Health, South Carolina Dept. of Health 
and Human Services – South Carolina’s Medicaid agency.  Appointed by and report directly to 
the State Director – a member of the Governor’s Cabinet. 
• Oversee budget for Long Term Care and Behavioral Health Medicaid and State funded 

programs totaling $1.64 Billion 
• Manage staff in five program areas totaling nearly 200 employees 
• Develop, scope, execute and monitor contracts 

 
Director of Behavioral Health, South Carolina Dept. of Health and Human Services – South 
Carolina’s Medicaid agency. 

Assistant Director of Training Services & Chief Psychologist, Counseling and Human 
Development Center, Student Health Services, University of South Carolina, Columbia, South 
Carolina.  Responsibilities include provision of advanced psychotherapeutic services and 
oversight and management of an APA-Accredited psychology doctoral internship program.  
August 1, 2011 to August 16, 2012.  Other responsibilities included: 
• Maintenance of accreditation status for APA-Accredited psychology doctoral internship 

program. 
• Project management and ownership for completing reaccreditation materials and completion 

of site visit – achieved full 7-year reaccreditation in 2012. 
• Oversight of all training programs including psychology, counseling and social work 
• Management of doctoral interns, clinical supervisors, and training program coordinators 
• Supervision of postdoctoral psychology fellow 
• Outreach and consultation to campus partners and groups 

 
Associate Director & Psychologist, Counseling and Human Development Center, Student 
Health Services, University of South Carolina, Columbia, South Carolina.  Responsibilities 
include provision of advanced psychotherapeutic services, management of day-to-day 
operations, supervision of clinical staff, interns and trainees, outreach and consultation to general 
campus community, and liaison to various campus offices and partners.  August 1, 2006 to 
present.   Additional duties include: 
• Oversee clinical services and monitor clinician workflow 
• Create and monitor budget 
• Ensure compliance with accreditation standards (IACS and AAAHC) 
• Serve as member of Behavior Intervention Team – since its inception 
• Member of Student Health Services committees including Executive Committee, 

Administrative Council, and Health and Wellness Committee 
• Provide advanced psychotherapeutic services through the provision of assessment and 

psychotherapy  
• Service to USC committees – Carolina Community Coalition, Veterans Affairs, Parking 

Services, Student Affairs Professional Development Team, Hispanic Advisory Council 
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Other sources of support: South Carolina Department of Health and Hospitals 
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SECTION H:  CONFIDENTIALITY AND PARTICIPANT PROTECTION 
 

Confidentiality and Participant Protection:   

 

1. Protect Clients and Staff from Potential Risks 

 

Foreseeable Risk or Adverse Effects. The Project Director under the guidance of South 

Carolina’s Joint Council on Adolescents (Joint Council) will oversee the protection of subjects 

and staff from potential risks. Participation in this project involves limited physical, medical, 

psychological, social, legal, or other risks to service recipients. The primary risk is that of the 

psychological and social stigmas from identifying youth with behavior disorders.  

 

The following policies and procedures are in place to safeguard clients and staff from potential 

risks:  (a) voluntary participation, (b) all staff sign a common confidentiality agreement, and (c) 

common standard for informed consent. We will protect staff by limiting home visits to those 

deemed appropriate and secure and providing all counselors with mobile phones to access 

support if needed. Clinical sessions will generally be held at clinic settings where privacy and 

confidentiality are strictly protected.  

 

While there are no foreseeable physical or medical risks or adverse effects due either to 

participation in the project itself or the evaluation activities, there is the possibility of some legal 

risk in circumstances in which it is determined that a client poses a danger to self or others, as 

well as in the case of suspected child abuse or neglect. In either case, reports to the authorities 

would have to be made by program or evaluation staff and the potential for legal repercussions 

exist. In response to such a circumstance, every effort will be made to provide supportive and 

therapeutic services and other relevant assistance.  

 

Confidentiality. All staff in treatment program and agencies participating in this project adhere to 

all confidentiality and privacy requirements mandated by the Health Insurance Portability and 

Accountability Act (HIPAA) of 1996 and 42 CFR as applicable. All staff understand that the 

clients’ confidentiality is of utmost importance. Violation of confidentiality is grounds for 

immediate suspension or termination. Clients of all programs are informed of the agency’s 

responsibility to guard their privacy, verbally and in writing, during the consent to treatment 

process. In addition policies and procedures specifically define the manner of safeguarding client 

information, including limitations to computer access and security requirements for storage files. 

On-going training deals with privacy issues and information is provided to the client and family 

on how to bring concerns about privacy to the attention of those specifically tasked to investigate 

any privacy complaints. Clients are also informed that there is a potential risk that personal 

information about them may be inadvertently released. Though this release of information is not 

intentional, the fact that personal information about them is being kept on file and in rare 

instances these events occur. Clients are advised, by means of Informed Consent, that project 

staff will follow all Federal and State laws regarding confidentiality, but are mandated to report 

cases of child abuse. Confidentiality may also be broken if there is threat or harm to any staff or 

agency property or in cases of medical necessity/emergency.  

 

86



Actions in Case of Adverse Effects. The program is intended to help and assist the participants 

and their families to improve outcomes; therefore no foreseeable adverse physical effects are 

expected.  Medications may be prescribed as a result of consultation with a contracted 

psychiatrist who will discuss the risks and benefits with the adolescent and their caregiver. All 

participants who are on medications will be actively monitored by a psychiatrist and other 

medical staff, when necessary. As a result, no adverse medical or psychological effects are 

expected. Psychological stress may occur among some participants when questioned about topics 

that relate to family issues such as sexual and other physical abuse and victimizations, or 

questions about rejection by others, access to guns and weapons and questions about parental 

criminal activity; however, these questions represent only a small part of the material to be 

covered in interviews/sessions that involve the participants.  In addition, for those participants 

who show any signs of distress or unwillingness to answer questions on these matters, their 

privacy will be respected and the counselor/interviewer will immediately move to another topic 

and obtain the assistance of a trained therapist if needed for follow-up. 

 

Because the project serves children and youth with serious behavioral health challenges, some 

participants may deteriorate during the program to the point where they need referral to inpatient 

care or other intervention. In some cases, a referral may be made to a higher level of treatment. If 

a participant becomes suicidal or is a danger to others, a more aggressive referral is made. 

Explanation of these procedures are included as part of a client orientation session. Each client is 

given contact information so they can call the program in an emergency. Should damage to 

clients occur as a result of participation, the necessary professional intervention will be provided 

through project resources to eliminate or minimize any adverse consequences of participation. 

 

Alternative Treatments And Procedure. Any alternative treatments or procedures that may be 

developed during the course of the project that result in increased success rates will be employed. 

Furthermore, if it is determined that an alternative treatment will be more beneficial to the 

participant than the treatment being received in the original case plan, every effort will be made 

to transfer the client to the more appropriate level of treatment or to enroll the client in the 

needed service (e.g., residential substance abuse treatment). 

 

2. Fair Selection of Participants 

 

Population of Focus: The population of focus is children and youth, age birth-21, who have 

serious behavioral health challenges and who are in or at most risk for out of home placements. 

Children and youth who are assessed to be in need of services, but who do not meet the criteria 

for this project will be referred to the appropriate resources and encouraged to pursue other 

sources of treatment. Those served could potentially include homeless youth, foster children, 

children of substance abusers, or pregnant women 21 years of age or younger, but only if the 

child or youth has serious behavioral health challenges and is at risk of out of home placement; 

these groups are not the focus of the program. 
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Reasons for Inclusion or Exclusion. Participants will not be excluded for reasons of gender, 

race/ethnicity, or social demographics. However, potential participants may be excluded for 

services if they meet one of the following criteria (exclusionary criteria): 

 Do not reside in South Carolina 

 Over 21 years of age 

 

Recruiting and Selecting Participants. Youth will be referred by the participating agencies, which 

include DJJ, DMH, DSS, DAODAS, and the COC, in addition to school districts, the SC 

National Guard, Reserve Units in South Carolina, and families. 

 

Clinicians will secure consent from the parents to conduct screening with the child. Based upon 

the screening and other information gathered about the client, a comprehensive assessment will 

be conducted.  All youth meeting the program criteria and availability will be enrolled into 

services.  Clinicians will ensure that children and youth who may need inpatient treatment or 

other services are referred to appropriate resources. Once enrolled in services, individualized 

treatment plans will be developed. 

 

3. Absence of Coercion 

 

Voluntary or Required Participation. Participant screening and assessments will be voluntary.  

 

Compensation and Incentives. Participants are not offered remuneration to enter the program; 

however, they may be awarded incentives in the form of gift certificates for completion of 

required follow-up for GPRA reporting purposes. Gift certificates will not exceed $30.00. 

 

Services without Participation in Data Collection. As part of written informed consent 

procedures, volunteer participants will be told that participation in the project and participation in 

the evaluation activities are independent decisions, with refusal to participate in the data 

collection component of the project not affecting their ability to receive project services. 

However, as data elements for the evaluation will be derived from instruments completed as part 

of clinical treatment planning, data collection procedures will not be overly intrusive and refusal 

to participate in the evaluation is expected to be minimal. It is explained to participants during 

the Informed Consent process that even though their participation is voluntary, the program is 

asking that they participant in the data collection component of the program.  

 

4. Data Collection 

 

Data Collection Procedures. Data will be collected from participants, their parents or legal 

guardians, and other community agencies. Data collection procedures will include structured 

interviews (including TRAC client level measures), standardized agency forms, standardized 

assessments of functioning or satisfaction with services reported by participants, focus groups 

conducted with selected participants, therapist ratings, service log data, results from intake, 

discharge, and 6 month post baseline follow-up GPRA interviews, and progress notes from 

clinical charts. The data will be gathered in the clinical setting, or in other settings convenient to 

the client and family, such as the school or another agency/location (e.g., health care) where they 

have an appointment. When in a setting other than the clinical office of either treatment center, it 
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will be at the client’s request. If a counseling session or sessions are to be audio taped for 

supervision of treatment quality, the client and any other individual participating in the 

counseling session must sign a separate Consent form. This authorization is voluntary and may 

be revoked at any time. Granting or revoking permission to tape should never affect the 

provision and /or quality of counseling sessions or other services.  If a client becomes 

uncomfortable with the taping of a session at any time, taping will be stopped. In all cases strict 

standards of confidentiality and professional ethics will be maintained. When tapes are no longer 

professionally useful, they will be completely erases/or destroyed.  

 

No specimens (e.g., urine, blood) will be collected. 

 

Data Collection Instruments and Consent Forms. Most of the data collection instruments 

proposed for use in this project are standardized and therefore are not included as attachments. 

These instruments include the TRAC Child Services Tool and the Wraparound Fidelity tools 

associated with the National Wraparound Implementation Center, including the Wraparound 

Fidelity Index, Community Supports for Wraparound Implementation, and the Impact of 

Training and Technical Assistance surveys. Additional standardized instruments under 

consideration are the Rating Tool for Implementation of the System of Care Approach developed 

by the Georgetown University National Technical Assistance Center for Children’s Mental 

Health, the Community Readiness Assessment Scale (Behar and Hydaker, 2009), the California 

Healthy Kids Survey, and the Family Empowerment Scale (Koren and Friesen 1992).  

Project-developed instruments include the Family Friendly Checklist and the Continuum of Care 

Family Survey. These instruments are presented in Attachment 2.  

The sample Consent Form is included in Attachment 3.   

 

5. Privacy and Confidentiality: 

 

Ensuring Privacy and Confidentiality.  All participating agencies, including community-based 

family advocacy organizations, have strict policies and procedures concerning confidentiality 

and all staff are required to sign confidentiality agreements. A client’s admission to community 

treatment centers and all client-related documents including applications, session notes, records 

and reports are confidential. This includes information obtained or maintained in the course of 

providing services to voluntary, involuntary, and/ or former clients or on behalf of an individual 

whose involuntary confinement has been sought. If applicable, service providers will maintain 

the confidentiality of alcohol and drug abuse client records according to the provisions of Title 

42 of the Code of Federal Regulations, Part II. 

 

All confidential activities shall be conducted in private. Specifically, all interviews as well as 

intake and assessments will be conducted in private and confidential sessions. In addition, the 

agencies adhere to all privacy as mandated by the Health Insurance Portability and 

Accountability Act (HIPAA) of 1996. Regular training is provided to staff and all clients are 

given information on HIPAA standards and regulations.  
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The primary counselor will also explain that the following are exceptions to the confidentiality 

laws:  internal communications, medical emergency, court order, execution of a crime against 

property or staff, research or audit, child abuse, and threat of harm to self or others. Every client 

will receive a written summary of the federal law and regulations protecting client rights to 

confidentiality. 

 

Evaluation staff will have no access to identifying client information. 

 

Use of Data Collection Instruments. Data will be collected by the project staff as well as the 

evaluation staff. Data will be collected in the form of written assessments, self-reports by the 

participants, therapist ratings and service log data. Data from the data collection instruments will 

be aggregated for the project to determine project effectiveness and fidelity. No client’s 

individual data will be reported. Data collection will primarily be the responsibility of the 

project’s clinical personnel. Evaluation staff will have limited contact with clients, e.g. in focus 

group discussions with selected clients who give specific permission for this activity. 

 

Privacy and confidentiality procedures for data collections have been established and include: a) 

requiring staff to sign confidentiality agreements, b) transmitting files directly or via secured 

links, c) password protected access to all electronic files, d) removal of all personal identifiers 

(except study ID) from any analytic files, e) use of IDs (vs. names) in e-mail correspondences or 

reports back to the sites, and f) obtaining specific releases from the participant before talking 

about the individual with others, even for the purpose of follow-up.  

 

Data Storage. All research or evaluation records will be kept separate from regular treatment 

records. No names or personal identifying information will be associated with any evaluation 

records. Client evaluation data will be coded for confidentiality (ID numbers, no names) and 

stored in a secure database. For any paper records, the coded data collection instruments will be 

stored in evaluation files, which will be maintained in a secure room in the secured office of the 

project evaluator.  

 

Access to Information. Only specified project staff will have access to the information that 

contains client identifying information. This will be determined on a need to know basis. 

Evaluation personnel will see only ID numbers. 

 

Privacy of Client Identity. Only specified supervisory and treatment staff, on a need to know 

basis, will have access to names of participants. Other personnel will see only ID numbers. 

 

6. Adequate Consent Procedures: 

 

Information to Be Given to Clients. All participants in the project receive extensive explanations 

and directions regarding participation in the project, the nature and purpose of their participation 

and their voluntary nature and right to withdraw. All participants receive Informed Consent 

forms that detail participant’s rights, what data will be collected and how the data will be used.  

The Consent form is written on a 7
th

 grade literacy level, read aloud by the staff and it is covered 

paragraph by paragraph with the participant. In accordance with Federal law and prior to entry 

into treatment services, consent to participate in the program will be obtained according to the 
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age of the client. For those under age 16, consent will be obtained from both the intended client 

and the parent/ guardian. Youth 16 and older will not need a parental signature. Each participant 

will be provided a copy of the signed consent form. The informed consent will carry the 

signatures of both the participant and their parent/legal guardian as well as a staff member’s 

signature. For parents who are not able to understand the English language, consent forms and all 

project information will be provided in their native language. For the purposes of this project, the 

elderly are not eligible for this program.  A sample Informed Consent is included in Attachment 

3.  

 

The participant will be informed that their participation will include involvement in the treatment 

program and follow-up interviews and evaluation. They will also be informed that data will be 

collected from their parents or guardians and will include self-reports by the participants, 

therapist ratings, service log data, results from assessments, results from their GPRA intake and 

3-, 6- and discharge/follow-up interviews, progress notes from their clinical charts, intervention 

assessment data, and information supplied by other social service agencies. All potential 

participants and the families will be informed that the purpose of their participation is to 

determine the effectiveness of the treatment and support programs.  

 

The participants will be informed that the data will be used in aggregate form (no individual 

information will be reported) and that it will be used to determine if the treatment program was 

effective. Periodically during the project, results of the project compiled in aggregate form will 

be presented to the participants to inform them of the progress of the project and its effect. The 

participant will be informed of the measures taken by the evaluation team to keep the 

information private that will include safeguards in the research department to keep all files 

confidential, mandated requirements included in 42 CFR and protection under the use of federal 

Certificates of Confidentiality and Federal Wide Assurances. 

 

Voluntary Participation. Client participation is voluntary and this is presented to the participants 

at the time of obtaining the Informed Consent and recording affirmation by signing the consent 

form. 

 

Right to Leave at Any Time. The participant has the right to discontinue services at any time 

without problems and this is presented to the participants at the time the consent form is 

obtained.   

 

Possible Risks from Participation. Possible risks from participation in the project are presented to 

the participants when consent is obtained. These risks are clearly communicated and are detailed 

in section 1.  

 

Plans to protect clients from these risks. Plans to protect clients from these risks are presented to 

the participants at the time the consent form is completed.  The potential risks included are 

detailed in section 1. 

 

Contents of Consent Form. The Sample Consent Form is included in Attachment 3. Separate 

consent forms for different stages or parts of the project will not be obtained. The Consent form 

used in the project will encompass all stages and aspects of the project and this will be explained 
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to each participant. In addition to key collaborative partners outlined in the proposal, no other 

consent to release information to others or gather information from other sources than those 

identified in the informed consent will be used. Participants are informed of their rights under 

HIPAA and 42CFR. Should there come a time when additional information would be needed 

from an outside source, another informed consent would be drafted, presented to the Joint 

Council and the Project Officer for approval before this data collection would begin.  In such an 

instance, if the participant refused to consent to this additional data collection process, they 

would still be allowed to participate in the project. As always, their participation in the project 

and the data collection process is voluntary. 

 

7. Risk/Benefit Discussion: 

 

Risks.  This project provides little, if any, risk to the participant, due to the fact that it consists 

primarily of evidence-based assessment, treatment and support interventions. No medications are 

prescribed for the program. The benefits received by the participant receiving evidence-based 

treatment far outweigh the risks of not receiving treatment or the potential risk of their 

confidentially being breached. Additionally, the knowledge obtained from the project provides a 

contribution of knowledge to the behavioral health field that would further the effect of treatment 

for other individuals in the population of focus. 

 

The benefits to clients will include:  

 Improved clinical and functional outcomes 

 Improved resiliency for children and youth 

 Improved resiliency for parents/caregivers 

 

Protection of Human Subjects Regulations 

 

It is our understanding that we are not required to comply with the Protection of Human Subjects 

Regulations (45 CFR 46) which requires Institutional Review Board (IRB) approval. 
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Attachment 1. 
 
(a) List of experienced, licensed mental health treatment provider organizations. The SC 
Department of Mental Health operates Community Mental Health Centers that are state-licensed 
and accredited by CARF International. They are listed at Enclosure A.  
 
(b) List of all direct service provider organizations.  In addition to the Department of Mental 
Health CMHCs, the Governor’s Office, Continuum of Care, regional offices will also provide 
direct services in accordance with the Project Narrative. They are listed at Enclosure B.  
 
(c) Letters of Commitment follow Enclosure B.  
 
(d) Statement of Assurance follows Letters of Commitment. 
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Enclosure A to Attachment 1 
 

South Carolina Department of Mental Health 
2414 Bull Street, Columbia, SC 29201 

 
John H. Magill, State Director 

(803-898-8319) 
 

Geoffrey J. Mason, Deputy Director 
Community Mental Health Services 

(803-898-8348) 
 

Community Mental Health Services by Region, Center and Clinic 
 
 

Region A: 
 

AIKEN-BARNWELL MENTAL HEALTH CENTER 
1135 Gregg Highway, Aiken, SC 29801 
Phone & After Hrs:  803-641-7700, Fax:  803-641-7709 or  803-641-7713 (Medical Records) 
Richard L. Acton, ACSW, Interim Executive Director 
Cell: 803-667-2627 
Counties Served:  Aiken, Barnwell 
 
COLUMBIA AREA MENTAL HEALTH CENTER) 
2715 Colonial Drive, Columbia, SC 29203 
Phone: 803-898-4802, Fax: 803-898-4007 
Robert L. Bank, M.D., Executive Director 
Beeper: 803-654-1863 
Counties Served: Fairfield, Richland 
 
LEXINGTON COUNTY COMMUNITY MENTAL HEALTH CENTER                                                              
301 Palmetto Park Boulevard, Lexington, SC 29072 
Phone: 803-996-1500   Fax: 803-996-1510 
Ex. Director Fax: 803-996-1511, Personnel Fax: 803-996-1512 
Richard L. Acton, ACSW, Executive Director 
Cell: 803-667-2627 
County Served:  Lexington 
 
ORANGEBURG AREA MENTAL HEALTH CENTER 
2319 St. Matthews Road, Orangeburg, SC  29118 
Phone: 803-536-1571, Director’s Fax:        803-531-7798           
Adm. Fax: 803-536-1463 
Willie L. Priester, M.Ed., LMSW,  Executive Director 
Counties Served:  Bamberg, Calhoun, Orangeburg 
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Region B: 
 
ANDERSON-OCONEE-PICKENS MENTAL HEALTH CENTER  
200 McGee Road, Anderson, SC 29625 
Administration & Clinical: 
Phone & After Hrs: 864-260-2220, Fax:864-260-2248 
Kevin W. Hoyle, MA, Executive Director 
Cell: 864-650-3000 
Counties Served:  Anderson, Oconee, Pickens 
 
ECKMAN CENTER FOR MENTAL HEALTH SERVICES 
1547 Parkway, Greenwood, SC 29646 
Phone:             864-229-7120 Fax: 864-229-5526 
After Hours:    Call the clinic phone number in your county    
Melanie Gambrell, LPC, Executive Director 
Counties Served: Abbeville, Edgefield, Greenwood, Laurens, McCormick, Newberry, Saluda 
 
GREENVILLE MENTAL HEALTH CENTER   
124 Mallard Street, Greenville, SC  29601 
Phone & After Hrs.:864-241-1040, Fax 864-241-1049 
C. Edwards, M.D., Executive Director 
County Served:  North Greenville County 
 
PIEDMONT CENTER FOR MENTAL HEALTH SERVICES 
20 Powderhorn Road, Simpsonville, SC   29681 
Phone: 864-963-3421, Fax: 864-967-8617 
After Hours: 864-271-8888, TTY: 864-967-8835 
Joe E. James, ACSW, Executive Director 
Cell:  864-884-7567 
County Served:  South Greenville County 
 
SPARTANBURG AREA MENTAL HEALTH CENTER    
250 Dewey Avenue, Spartanburg, SC   29303 
Phone & After Hrs.    864-585-0366, 800-277-1366, TTY: 864-585-7458 
Fax: 864-585-9208, Medical Records Fax: 864-583-3136 
William S. Powell, M.D., Executive Director/Medical Director 
Beeper: 864-579-6643 
Counties Served:  Cherokee, Spartanburg, Union 
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Region C: 
 
CATAWBA COMMUNITY MENTAL HEALTH CENTER   
Northlake II Building, 448 Lakeshore Parkway, Suite 205, Rock Hill, SC   29730 
Phone: 803-328-9600  Fax:  803-329-7141 
Paul J. Cornely, Ph.D., MPH, Executive Director 
Cell: 803-415-1004 
Counties Served: Chester, Lancaster, York 
 
PEE DEE MENTAL HEALTH CENTER  
Executive Office: 125 East Cheves St, Florence, SC   29506 
Stuart  J. Shields, MSW, MHA, Executive Director 
Phone:  843-317-4089 ext. 337, Director’s Fax: 843-317-4097 
www.state.sc.us/dmh/peedee 
Counties Served:  Darlington, Florence, Marion 
 
SANTEE-WATEREE COMMUNITY MENTAL HEALTH CENTER  
215 North Magnolia Street, Sumter, SC   29151 
Phone: 803-775-9364, Fax: 803-773-6615 
Richard B. Guess, M.Ed, Executive Director 
Cell: 803-968-5262  
Counties Served:  Clarendon, Kershaw, Lee, Sumter 
 
TRI-COUNTY COMMUNITY MENTAL HEALTH CENTER  
1035 Cheraw Street, Bennettsville,  SC   29512 
Phone: 843-454-0841, Fax: 843-454-0635 
Emergency After Hours:    800-334-9847, TDD: 843-454-0825 
Michael F. Rooney,  MA, LPC 
Executive Director 
Counties Served:  Chesterfield, Dillon, Marlboro 
 

 
Region D: 

 
BERKELEY COMMUNITY MENTAL HEALTH  CENTER 
403 Stoney Landing Road, Moncks Corner, SC 29461 
Phone & After Hrs: 843-761-8282, 888-202-1381 (Outside Moncks Corner),  
Fax:  843-761-7308 
Debbie T. Calcote, MA, Executive Director 
Beeper: 800-249-1044 
County Served: Berkeley County 

 
CHARLESTON/DORCHESTER COMMUNITY MENTAL HEALTH CENTER 
2100 Charlie Hall Blvd. 
Charleston, SC 29414 
Phone: 843-852-4100, Fax: 843-852-3640, After Hours:   843-414-2350 
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Deborah Blalock, LPCS, Executive Director 
Counties Served: Charleston, Dorchester 
 
COASTAL EMPIRE COMMUNITY MENTAL HEALTH CENTER  
1050 Ribaut Road, Beaufort, SC   29902 
Administration: 843-524-8899, Fax:  843-524-8179 
Ramon D. Norris, MS, Executive Director 
Cell: 843-521-3565 
Counties Served: Allendale, Beaufort, Colleton, Hampton, Jasper 
 
WACCAMAW CENTER FOR MENTAL HEALTH   
164 Waccamaw Medical Park Drive,  Conway, SC   29526 
Phone:  843-347-5060, Fax: 843-347-3959 
Ethel Bellamy, MA, LPC/S, Executive Director 
Counties Served:   Georgetown, Horry, Williamsburg 
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Enclosure B to Attachment 1 
 

GOVERNOR’S OFFICE, CONTINUUM OF CARE  
State Office 

1205 Pendleton Street, Suite 372  
Columbia, South Carolina 29201 

Phone: 803.734.4500 
Fax: 803.734.4538 

 
Shannon Robshaw, Director: 

803.734.4531 
 

Region A 
(Aiken, Barnwell, Chester, Fairfield, Lancaster, Lexington, Richland, and York Counties) 
 
1205 Pendleton Street, Suite 341 C, Columbia, South Carolina 29201 
Phone: 803.737.1601, Fax: 803.737.1610 
 
Michael Bomar, Regional Program Director 
Bennett Brown, Selection Coordinator 
 
Aiken Office 
1135 Gregg Highway, PO Box 3051, Aiken, South Carolina 29801 
Phone: 803.643.0631, Fax: 803.642.4031 
 
Rock Hill Office 
125 Hampton Street, Suite 102, Rock Hill, South Carolina 29730 
Phone: 803.329-0062, Fax: 803.642.0074 
 
Region B  
(Abbeville, Anderson, Cherokee, Edgefield, Greenville, Greenwood, Laurens, McCormick, 
Newberry, Oconee, Pickens, Saluda, Spartanburg and Union) 
 
Piedmont Center, East Building, 37 Villa Road, Suite 300, Greenville, South Carolina 29615 
Phone: 864.271.4321, Toll-Free: 1.888.286.2080, Fax: 864.271.4473 
 
Bena Peek, Regional Program Director 
Brenda Guy and Denise Roof, Selection Coordinators 
 
Cherokee Office 
Cherokee DJJ 
312 E. Frederick Street, PO Box 1386, Gaffney, South Carolina 29341 
Phone: 864.488.2892, Fax: 864.488.2870 
 
Greenwood Office 
1547 Parkway, Room 310, Greenwood, South Carolina 29646 
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Phone: 864.223.7700, Fax: 864.223.7609 
 
Seneca Office 
115 Carter Park Drive, Room 178, Seneca, South Carolina 29678 
Phone: 864.882.7843, Fax: 864.866.1241 
 
Spartanburg Office 
250 Dewey Avenue, Room 209, Spartanburg, South Carolina 29303 
Phone: 864.591.5678, Fax: 864.591.8918 
 
Region C  
(Chesterfield, Clarendon, Darlington, Dillon, Florence, Georgetown, Horry, Kershaw, Lee, 
Marion, Marlboro, Sumter, and Williamsburg) 
 
2120 Jody Road, Suite E, Florence, South Carolina 29501 
Phone: 843.317.4021, Toll-Free: 1.888.286.2334, Fax: 843.317.4018 
 
Blanchie James, Regional Program Director 
Latonya Johnson and Kate Nelson, Selection Coordinators 
 
 
Aynor Office 
255 9th Avenue Ext, Aynor, South Carolina 29511 
Phone: 843.358.5510, 2nd Line: 843.358.5511, Fax: 843.358.5512 
 
Region D 
7410 Northside Drive, Suite 201, North Charleston, South Carolina 29420 
Phone: 843.569.3079, Toll-Free: 1.888.782.1381, Fax: 843.569.2403 
 
Kimberly Perkins, Regional Program Director  
Torsha Salley, Selection Coordinator  
 
Beaufort Office 
2201 Boundary Street, Suite 308, Beaufort, South Carolina 29902 
 
Orangeburg Office 
Orangeburg Mental Health Center 
2319 St. Matthews Road, PO Box 364, Orangeburg, South Carolina 29118 
Phone: 803.536.9887, Fax: 803.531.3724 
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Mr. Tony Keck                         March 14, 2014 

Director 

S.C. Department of Health and Human Services 

1801 Main Street 

Columbia, SC - 29201 

 

Dear Mr. Keck: 

 

I am writing this letter of commitment for the DHHS request for funding from SAMHSA to expand the 

implementation of the Palmetto Coordinated System of Care. The Continuum of Care (COC) is currently 

serving 264 children and youth with some of the most complex and challenging behavioral health needs. 

On a daily basis we witness the impact of the lack of an organized system of care and the inadequacies of 

the state’s service array. We, as an agency, are challenged as we work with families to support them and 

maintain the child in the home and community.  

 

The COC has been an enthusiastic partner with DHHS and the other child serving agencies over the past 

year in organizing the development of the PSCS, including serving as a member of the Leadership Team. 

At the direction of the Leadership Team, COC has accessed technical assistance available through 

September 2014 and begun formalized training and coaching activities provided by the University of 

Maryland Institute for Innovation and Implementation to achieve certification in provision of wraparound.  

Beginning October 2014, COC will directly contract and fund the Institute for Innovation and 

Implementation to complete the training and coaching process over the course of the following year. 

 

I have been directly involved writing and overseeing development of this grant application. I will serve as 

Co-Principle Investigator (PI) when the grant is funded. I also am committing resources to serve as in 

kind matching funds. In year one, I commit $236,000 that will be used to contract with the Institute for 

Innovation and Implementation as in kind match. For years 1-4, I also commit the 20% of my time and 

matching fringe that will be spent as PI on this grant, $14,832. 

 

I look forward to our continued work together to fully implement the Palmetto Coordinated System of 

Care. 

 

Sincerely, 

 
Director 

Continuum of Care 
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South Carolina Department of Alcohol and Other Drug Abuse Services 

NIKKI R. HALEY                                       BOB TOOMEY 
          Governor                                   Director 

mailing: Post Office Box 8268 • Columbia, South Carolina  29202 
location: 2414 Bull Street • Columbia, South Carolina  29201 

telephone: 803-896-5555 • fax: 803-896-5557 • www.daodas.state.sc.us 

 
March 7, 2014 
 
 
 
Mr. Anthony Keck  
Director 
S.C. Department of Health and Human Services 
Post Office Box 8206 
Columbia, South Carolina  29202 
 
Dear Mr. Keck: 
 
On behalf of the Department of Alcohol and Other Drug Abuse Services (DAODAS), I 
offer this letter of commitment in response to the DHHS request for funding from the 
Substance Abuse and Mental Health Services Administration to expand the 
implementation of a system of care for children and adolescents in South Carolina. 
 
This initiative – the Palmetto Coordinated System of Care (PCSC) – will blend perfectly 
with the DAODAS goal of improving the health status of South Carolina individuals, 
communities, and families by ensuring the availability and quality of substance abuse 
treatment and recovery services.  For a number of years, DAODAS has identified 
children and adolescents as one of its primary audiences, and the PCSC will provide an 
opportunity to reinforce that commitment. 
 
I look forward to working with the PCSC leadership team as an extension of my 
involvement with the state’s Joint Council on Children and Adolescents.  DAODAS will 
also provide general oversight of the initiative’s Workforce Development Collaborative 
and help provide online courses through the Learning Management System that was 
developed as part of the Joint Council’s “Collaboration for Success” project, another 
effort to enhance adolescent treatment in South Carolina. 
 
Thank you for the opportunity to be involved with the PCSC, and I look forward to 
expanding our collaborative efforts to assist children, adolescents, and their families as 
they strive to overcome the problems and challenges associated with substance use 
disorders. 
 
Sincerely, 
 
 
 
Bob Toomey 
Director 
 
BT/jmm 
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Beverly A. H. Buscemi, Ph.D. 
State Director 

David A. Goodell 
Associate State Director 

Operations 

Susan Kreh Beck 
Associate State Director 

Policy 

Thomas P. Waring 
Associate State Director 

Administration 

March 13, 2014 

Mr. Anthony Keck 
Director 

SOUTH CAROLINA 

Department 
OF 

Disabilities 
liND 

Special Needs 

3440 Harden Street Ext (29 203) 
PO Box 4706, Columbia, South Carolina 29240 

803/898-9600 
Toll Free: 888/DSN-INFO 

We bsite : ·ww w.ddsn.sc.g ov 

South Carolina Department of Health and Human Services 
1801 Main Street 
Columbia, SC 29201 

Dear Mr. Keck: 

COMMISSION 
Fred Lynn 

Chairman 

Christine Sharp 
Vice Chairman 

Harvey E. Sh iver 
Secretary 

Katherine W. Davis 
Ka ther ine Llamas Fin ley 
Debora h C. McPherso n 

Eva R. Ravenel 

I am writing in support of the South Carolina Department of Health and Human 
Services' request for grant funding from the United States Department of Health and 
Human Services/Substance Abuse and Mental Health Services Administration to assist 
South Carolina in the implementation of a coordinated system of care for children and 
adolescents. It is my opinion that the successful implementation of such a system of 
care will immeasurably enhance the quality of life for children/adolescents with 
behavioral health challenges and their families in South Carolina . 

As the Director for the state agency charged with serving South Carolinians with 
intellectual/ related disabilities and those with head/spinal cord injuries, I am regularly 
faced with barriers in effectively addressing the needs of children and adolescents who 
have dual developmental and psychiatric disabilities. I believe the implementation of a 
coordinated system of care in South Carolina will dramatically improve the efficacy and 
cost effectiveness of our efforts to support these children/adolescents and their 
families. More specifically, I believe the proposed system of care will facilitate a more 
proactive intervention to support these individuals and their families and prevent the 
need for an out of home placement of the child/adolescent. 

P.O. !lox 239 
Clinton, SC 29325-5328 
Phone: (864) 938- 3497 

DISTRICT I 

Midlands Center - Phone: 803 / 935-7500 
Whitten Center - Phone: 864/ 8 33-2733 

9995 Miles Jamison Road 
Summerville, SC 29485 
Phonc:843/832-5576 

DISTRICT II 

Coastal Center - Phone: 843/873-5750 
Pee Dec Center - Phone: 843/664-2600 
Saleeby Center - Phone: 843/332-4104 
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PCSC Grant Support Letter 
March 13, 2014 
Page two 

The proposed system of care embraces an emphasis on family leadership in system 
design and implementation. The involvement of three family members in the executive 
leadership team overseeing the Palmetto Coordinated System of Care exemplifies the 
level of commitment of key state leadership in empowering families to be active 
members in assuring the proposed system of care achieves meaningful outcomes. In 
my experience, family involvement in strategic decision-making better assures services 
will resolve the highest priority needs of these families. 

I am personally committed to the success of the proposed system of care. Toward that 
end, I have already assigned several of my top staff to actively participate in the 
extensive efforts that will be required to design and implement this system. As 
implementation proceeds I will assure that additional agency staff as well as our 
provider network is actively involved. 

I have heard enumerable stories from parents of children with dual developmental and 
psychiatric disabilities cataloguing gaps in services and conflicts between different 
agency service practices. These system flaws have often exacerbated the challenges 
faced by their family. The promise of breaking down the "silos" that have previously 
impeded South Carolina's child serving agencies from offering a seamless service 
experience for children/adolescents with behavioral health challenges and their families 
is a particularly compelling aspect of the proposed system of care. 

I look forward to our continued collaborations to improve the well-being for South 
Carolinians whose life has been touched by behavioral health challenges. 

Sincerely, 

~~~i,~P/JD 
State Director 
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March 11, 2014 

Mr. Tony Keck, Director 

Federation of Families 
of South Carolina 

S.C. Department of Health and Human Services 
1801 Main St. 
Columbia, SC 29201 

Dear Mr. Keck: 
With this letter of commitment the Federation of Families of SC (FFSC) board of directors and staff offers 
it's full support of this request for funding to expand the implementation of a System of Care (SOC) for 
children, adolescents and their families in South Carolina. 

FFSC has been involved with prior SOC grants in SC providing training and technical assistance to the 
family organizations developed within those SOC communities. The FFSC is a statewide family run 
organization identified as the state chapter of the National Federation of Families for Children's Mental 
Health (FFCMH). The youth organization, within the FFSC, is the state chapter of Youth M.O.V.E. 
National. FFSC has worked with two SOC sites in SC, has been an integral partner in the development 
and services provided through the PRTF Waiver, is the SAMHSA funded Statewide Family Network and is 
one of the original members of the Joint Council on Children and Adolescents in SC. 

The experience gained from these projects as well as staff development, through the National FFCMH 
and SOC conferences, over the last 15 years has provided staff with a vast amount of knowledge and 
experience to lead the charge of family-driven, youth-guided care in SC. This experience has, and will 
continue, to help FFSC develop community organizations that will strengthen family and youth advocacy 
as well as educate communities in the statewide development of a SOC throughout our state. 

As a member of the umbrella family run organization, SC Resources and Supports developed during the 
SOC planning grant, I am excited that the family run organizations will have the opportunity, through 
the implementation grant, to continue to work together in the development of a system to provide 
youth with behavioral health challenges and their families the much needed services in SC. 

The staff and I look forward to the continued collaboration and partnership development of the 
Palmetto Coordinated System of Care, to improve the lives of families navigating the behavioral health 
syst ms in our state. 

rely, n !J 
~~i!aduttdL 

D ne R. Flashnick 
Executive Director 

810 Dutch Square Blvd Suite 205 • Columbia, SC 29210 • (803) 772-5210 • Toll Free (866) 779-0402 • Fax (803) 772-5212 
www.fedfamsc.org • e-mail: info@fedfamsc.org 
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NAMI 
South Carolina 

March 7, 2014 

Mr. Tony Keck 
Director 
SC Department of Health and Human Services 
1801 Main Street 
Columbia, SC 29201 

Dear Mr. Keck: 

NAMI SC (the National Alliance on Mental Illness South Carolina) overwhelmingly endorses the SC 
Dept. of Health and Human Services request for funding from SAMSHA to expand the implementation of 
a System of Care for children and adolescents in South Carolina under the Palmetto Coordinated System 
of Care Grant. N A M I SC is perfectly suited to partner is this collaborative since we represent the largest 
grass roots non-profit in the country dedicated to the improvement of the lives of those with mental illness 
and their families and we do this primarily through education, support, and advocacy. We have sixteen 
local affiliates throughout the state of South Carolina, who are eager to join in this ambitious effort. 

N A M I SC has always been a youth and family organization founded nationally by parents who were 
trying to get better treatment for their children with serious mental illness. Our signature program, Family 
to Family, is a best practice, and the basis for three other programs that directly help youth and families 
facing mental illness. These programs are as follows. First, Parents and Teachers as Allies is an in-
service mental health presentation for current and future school personnel. It familiarizes school personnel 
with the early warning signs of mental illness in children and adolescents. School teachers, counselors, 
nurses, administrators, counselors, and support staff learn how to support students experiencing mental 
health challenges and how to effectively partner with families to connect these students with services 
early. Second, N A M I Ending the Silence is a prevention and early intervention program that engages 
students in a discussion about mental health. This in-school presentation is designed for middle and high 
school students. Third, N A M I Basics helps parents and other family caregivers of children understand the 
illnesses that are causing behavioral difficulties, and the critical role families play in the treatment of 
those illnesses. The program is taught by trained teachers who are also the parents or caregivers of 
individuals who experienced emotional or behavioral difficulties prior to age 13. These are all excellent 
programs and are poised to be readily expanded under this collaborative effort. 

I am the Executive Director of N A M I SC, as well as, a member of the Joint Council on Children and 
Adolescents. I was previously the Director of Education Programs for N A M I SC and I have first hand 
knowledge the training, development, implementation, and evaluation of N A M I Programs. I bring this 
experience and leadership to the oversight of our programs. My Director of Education Programs, Betsey 

brien, is in charge of training, recruitment, development, implementation, and evaluation of our 

NAMI South Carolina 

EO. Box 1267 • Columbia, South Carolina 29202 
HelpUne: (800) 788-5131 OR (803) 733-9591 • PH: (803) 733-9592 
FX: (803) 733-9593 * E-Mail: namisc@namisc.org * www.namisc.org 115



excellent programs. She is without a doubt one of the best i f not the best N A M I Program Director in the 
country and she wil l have hands on responsibility with my guidance of seeing these youth programs to 
fruition. She previously directed the Family Organization for NAMI SC in the six year, SAMSHA 
YouthNet Grant with outstanding results. 

This project affords us the prospect of making a huge difference and significant impact on the outcomes 
of youth and families experiencing difficulty in getting services, treatments, and stability in their current 
circumstances. My Program Director and I will be able to assist and coordinate training in the schools and 
obtaining evaluations in those venues. 

N A M I SC is incredibly excited about the prospect of ending much of the fragmentation involved in 
getting services that impact youth and their families. We cannot wait to get started on this wonderful 
project with trainings that will make knowledge, understanding, and treatment so much better for at risk 
youth and their families. We wholeheartedly support this endeavor. 

Bil l Lindsey 

Bill Lindsey 
Executive Director 
National Alliance on Mental Illness South Carolina (NAMI SC) 
5000 Thurmond Mall, Suite 200 
Columbia, SC 29201 
O (803) 733-9592 
F (803) 733-9593 
C (803) 917-1297 
Bill.Lindsev(5)namisc.org 
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Continuum of Care Family SurveyContinuum of Care Family SurveyContinuum of Care Family SurveyContinuum of Care Family Survey

1. Does your or has your child had emotional, behavioral or mental health issues?

2. Has/does your child receive mental health services?

3. Has your child received/receives services from the Continuum of Care? 

4. What is the approximate age of the child receiving services?

5. What services for the family are included, if any?

6. How easy is it to find a provider(licensed professionals who diagnose mental health 

conditions and provide treatment) in your area who offers mental health services?

  

Yes
  

 No
  



Yes
  

 No
  



Yes
  

 No
  



Birth-5
  



Age  6-10
  



Age  11-13
  



Age  14-17
  



Age  18-21
  



No  family  supports
  



Family  therapy
  



Parent  training
  



Respite
  



Other  (please  specify)  

Extremely  easy
  



Very  easy
  



Moderately  easy
  



Slightly  easy
  



Not  at  all  easy
  



Not  applicable
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Continuum of Care Family SurveyContinuum of Care Family SurveyContinuum of Care Family SurveyContinuum of Care Family Survey
7. If you have had difficulty accessing the support/services your child needed, what was 

the problem?

8. Where does your child currently receive mental health services? Chose all that apply.

9. Are you satisfied with the service(s) you receive(d) for your child's mental health?

Insurance  Insurance
  



Ability  to  pay
  



Lack  of  services
  



Transportation
  



Qualified  providers
  



Language  barriers
  



Not  applicable
  



Other  (please  specify)  

Public  school
  



Provider  covered  by  Medicaid
  



Provider  covered  with  private  Insurance
  



State/County  mental  health  programs
  



Faith  community
  



Other  (please  specify)  

Extremely  satisfied
  



Moderately  satisfied
  



Slightly  satisfied
  



Neither  satisfied  nor  dissatisfied
  



Slightly  dissatisfied
  



Moderately  dissatisfied
  



Extremely  dissatisfied
  



Not  applicable
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Continuum of Care Family SurveyContinuum of Care Family SurveyContinuum of Care Family SurveyContinuum of Care Family Survey
10. If you are not extremely or moderately satisfied about the services you are receiving or 

have received, what services do you think are lacking or needing to be improved? Please 

share ideas on how services could be improved.

  

11. In which county or counties have you received services for your child?

12. Have you ever contacted one of the following support organizations?





Abbeville
  



Aiken
  



Allendale
  



Anderson
  



Bamberg
  



Barnwell
  



Beaufort
  



Berkeley
  



Calhoun
  



Charleston
  



Cherokee
  



Chester
  



Chesterfield
  



Clarendon
  



Colleton
  



Darlington
  



Dillon
  



Dorchester
  



Edgefield
  



Fairfield
  



Florence
  



Georgetown
  



Greenville
  



Greenwood
  



Hampton
  



Horry
  



Jasper
  



Kershaw
  



Lancaster
  



Laurens
  



Lee
  



Lexington
  



Marion
  



Marlboro
  



McCormick
  



Newberry
  



Oconee
  



Orangeburg
  



Pickens
  



Richland
  



Saluda
  



Spartanburg
  



Sumter
  



Union
  



Williamsburg
  



Federation  of  Families
  



NAMI  (National  Alliance  on  Mental  Health)
  



Mental  Health  America
  



Family  Connection  of  South  Carolina
  



None  of  the  above
  



Other  (please  specify)  
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Continuum of Care Family SurveyContinuum of Care Family SurveyContinuum of Care Family SurveyContinuum of Care Family Survey
13. If you have not contacted any of these support organizations, why?

14. Were they able to offer you support and/or information?

15. What type of other services are you and/or your child receiving? Please mark all that 

apply.

16. Does your child have a physical disability and/or special healthcare need? If so, what is 

the disability or healthcare need?

  

17. Has your child ever required an out of home placement (residential treatment facility) or 

change of residence (therapeutic foster care)?

18. If yes, what was the length of stay?

  









Did  not  know  about  them
  



Did  not  think  they  could  help
  



Other  (please  specify)  

Yes
  

 No
  



Comment:  

Care  Coordination  (someone  helping  manage  my  child's  medical/health  care)
  



Resource  information  and  referral
  



Individual  support
  



Family  support
  



None
  



Other  (please  specify)  

Yes
  

 No
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Continuum of Care Family SurveyContinuum of Care Family SurveyContinuum of Care Family SurveyContinuum of Care Family Survey
19. Rate your satisfaction with the out of home placement or change of residence service 

for your child and family.

20. Were the child’s behaviors improved based on this service?

21. Would you be interested in being part of a group to continue discussing the need for 

mental health services?

22. How do you prefer to participate?

Extremely  satisfied
  



Moderately  satisfied
  



Neither  satisfied  nor  dissatisfied
  



Moderately  dissatisfied
  



Extremely  dissatisfied
  



Much  improved
  



Moderately  improved
  



No  change
  



Moderately  more  difficult
  



Much  more  difficult
  



Yes
  

 No
  



By  email
  



In  group  meetings
  



Other  (please  specify)  
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Family Friendly Survey Yes No Don’t 
Know 

Agency Administration    
Are families on the agency’s Board of Directors?    
Do the agency’s rules on how they do their work make things 
better for families? 

   

Do you or other families help write or OK the rules when 
they are made or changed? 

   

Does the agency tell the staff people that it is important to 
listen families? 

   

Do you or other families help train the new staff people?    
Do you or other family members work at the agency?    
Welcoming Environment    
Do you feel welcome at the agency?    
Can you go to the agency whenever you want to?    
Do you feel safe talking to the agency staff people about 
what you think? 

   

Is there a person at the agency you can call to talk about 
problems or complain to? 

   

Information Sharing    
Is it easy for you to read and understand papers and notes 
(information) from the agency? 

   

Does the agency make sure that families get information the 
way they need it (for example:  large print or on tape for 
people who don’t see well)? 

   

Does the agency give you information often?    
Does the agency give you information when you ask for it?    
Does the agency talk with you in a way you understand (for 
example: use sign language, Spanish, Somali, or a language 
you are most comfortable)? 

   

Is the agency‘s website helpful to you?    
Is it easy to find things you need on the agency’s website?    
Family Involvement    
Does the agency do things to help you so you can be part of 
what it does (for example:  does the agency invite you to be 
part of its activities like open houses or fundraisers? Do they 
give you choices of how to be part of things?) 

   

Does the agency do things that help you and your family get 
to know the staff people or other families? 

   

Does the agency do things to include families of  all    
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Family Friendly Survey Yes No Don’t 
Know 

backgrounds in what it does (for example: does the agency 
try to make sure that people of color are at activities? Does 
the agency send out notes in English and Spanish too)? 
Does the agency let you help plan services for your child?    
Does the agency ask you if the services are working for your 
child? 

   

Decision Making    
Do you think you help decide things at the agency?    
Do the agency staff tell you what you need to know so you 
can decide what is right for your family? 

   

Do you feel that the agency staff listen to what you say?    
Do you feel that the agency staff believe that what you say is 
important? 

   

Meeting Inclusion    
Do you or other families go to all of the agency’s meetings?    
Does the agency give you notes from what happens at the 
meetings? (called the meeting minutes and agenda) 

   

Are the agency meetings at times that are good for you?    
Does the agency help you so you can go to meetings (for 
example: give you money to pay for gas or cab fare to get to 
the meeting, or for child care)? 

   

Does the agency cancel meetings if there are no families at 
the meeting? 

   

Accessibility    
Is it possible to get around the whole agency, even if the 
person uses a wheelchair, or the person is blind (for example:  
is there a flat surface from the parking lot into the building, is 
the restroom larger, are the hallways wider, does the elevator 
have buttons in Braille)? 

   

If a person needs something extra because of their disability, 
does the agency make sure they get it  (for example: if 
someone asks for special software so they can use a 
computer like others, does the agency make sure the person 
gets it)? 

   

If a family member with a special need asks, does the agency 
make sure they get what they need, so they can be part of 
anything having to do with their child’s services, or what 
goes on at the agency? 
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Family Friendly Survey Yes No Don’t 
Know 

Does the agency ask you what it can do to make sure families 
can get and use its services? 

   

Service Evaluation    
Does the agency ask you what you need and want?    
Does the agency ask you to tell them how the agency is 
doing its job? 

   

Does the agency ask you if you like the services you get?    
Have you seen the form (paper) the agency gives people for 
them to write what they think about the agency’s services? 
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Youth Checklist Yes No Don’t 
Know 

How The Agency is Run    
Are youth on the agency’s Board of Directors?    
Do the agency’s rules on how they do their work make things better 
for youth? 

   

Do you or other youth help write or approve the rules when they are 
made or changed? 

   

Does the agency tell the staff people that it is important to listen to 
youth? 

   

Do you or other youth help train the new staff people?    
Do you or other youth members work at the agency?    
Welcoming Environment    
Do you feel welcome at the agency?    
Can you go to the agency whenever you want to?    
Do you feel safe talking to the agency staff people about what you 
think? 

   

Is there a person at the agency you can call to talk about problems or 
complain to? 

   

Getting and Understanding Information    
Is it easy for you to read and understand papers and notes 
(information) from the agency? 

   

Does the agency make sure that youth get information?    
Does the agency give you information often?    
Does the agency give you information when you ask for it?    
Does the agency talk with you in a way you understand? (for example: 
use sign language, Spanish, Somali, or a language you are most 
comfortable) 

   

Is the agency‘s website helpful to you?    
Is it easy to find things you need on the agency’s website?    
How Youth are Involved    
Does the agency do things to help you so you can be part of what it 
does? 

   

Does the agency do things that help you and your family get to know 
the staff people or other youth? 

   

Does the agency do things to include youth of all backgrounds in what 
it does? 

   

Does the Agency let you help plan services for yourself?    
Does the agency give you surveys to ask you if the services are    
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Youth Checklist Yes No Don’t 
Know 

working for you? 
Making Decisions    
Do you think you help decide things at the agency?    
Does the agency staff tell you what you need to know so you can 
decide what is right for you? 

   

Do you feel that the agency staff listen to what you say?    
Do you feel that the agency staff believe that what you say is 
important? 

   

Participating in Meetings    
Do you or other youth go to all of the agency’s meetings?    
Does the agency give you notes from what happens at the meetings?    
Are the agency meetings at times that are good for you?    
Does the agency help you so you can go to meetings (e.g., money for 
gas, cab fare, child care)? 

   

Does the agency cancel meetings if there are no youth at the meeting?    
Evaluating Services    
Do the agency staff ask you what you need and want?    
Do staff ask you to tell them how the agency is doing its job?    
Do the agency staff ask you if you like the services you get?    
Do you know if the agency has comment cards or surveys so people 
can say what they think about the Agency’s services? 

   

Do the agency staff  ask you what they can do to make sure youth can 
get and use its services? 
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CONSENT TO EXAMINATIONS AND TREATMENT 

Consent and authority is hereby given to this mental health facility and its professional staff to perform or have 
performed examinations and / or psychotherapy and / or related mental health treatments and to administer 
medications when deemed necessary or advisable by appropriate members of the professional staff in consultation 
with me. This statement has been fully explained to me and I understand it. 

   

Witness  Signature of Patient 

 

  

Date  Signature of Parent or Legal Guardian 

I have been provided a copy of the SCDMH Notice of Privacy Practices and an opportunity to review it and 
ask questions: 

 (If not signed, staff to state reason on line and initial) 
   Signature                                                      Date                

 
SIGNIFICANT OTHER PARTICIPANTS INVOLVED 

 IN THE IDENTIFIED PATIENT’S SERVICES 

I agree to participate in therapy focused on the patient signing above. I understand that any information that I give 
may be included in the patient’s record and disclosed as allowed by law. I also understand that if I want to receive 
therapy or other treatment services, a separate consent to examination and treatment is required. 

  

 

  

Participant / Relationship  Date  Staff Initials 

  

 

  

Participant / Relationship  Date  Staff Initials 

  

 

  

Participant / Relationship  Date  Staff Initials 

  

 

  

Participant / Relationship  Date  Staff Initials 

  

 

  

Participant / Relationship  Date  Staff Initials 

The staff who obtain the other participant signature above enter initials and signature here. 

       
Staff Initials  Staff Signature  Staff Initials  Staff Signature 

SCDMH FORM 
NOV. 78 (REV. MAR.  03)    C-107 
MH-FCC-2 

K:\SCDMH_Forms_26\entities\Agency Wide Forms\C-Forms\2003-08-14\C-107.Doc 
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SOC Expansion Evaluation 
Parental Consent 

 
To ensure that the goals of the SOC Expansion are met and that children and youth are receiving 
effective services, project evaluators will collect information about participants receiving 
behavioral health services through the SOC Expansion Grant. The evaluation will provide 
information about the project’s effectiveness and what improvements may be needed. It is not an 
experimental study, and no individual data will be reported.  

The evaluators will collect information that service providers normally keep as part of the services 
they provide for each child, such as demographic descriptors, type and quantity of services 
received, and functioning scores, as well as information about client satisfaction with services. All 
information compiled for the evaluation will be kept confidential and secure. Data collection will 
occur from March 2015 to September 2019. 
While participating in the evaluation, you have no responsibilities, other than to sign the attached 
Consent Form. Neither you nor your child will be paid for participating in this evaluation. You 
do not have to pay for participation in the evaluation. 

Your decision to take part in this evaluation is completely voluntary. In addition, you and your 
child may withdraw from the evaluation at any time by sending a letter to your service provider 
that says you wish to withdraw your consent. However, the more clients who participate, the 
more likely the information will help the agencies gain a better understanding about projects that 
address behavioral health. Your decision as to whether or not to participate in this evaluation will 
not affect any benefits to which you or your child are entitled. Your child can still receive the 
services, even if you or your child does not participate in the evaluation. 

PARENT/LEGAL GUARDIAN STATEMENT OF CONSENT 
 

• I have been given sufficient opportunity to consider whether my child should participate in 
this evaluation. 

• I have been told that the evaluation will provide information about the project’s effectiveness 
and what improvements may be needed. I also have been told that this is not an experimental 
study. 

• I have been told that taking part in this evaluation is voluntary. I may decide not to take part 
or to withdraw my child from the evaluation at any time without penalty or loss of benefits or 
treatment to which my child is entitled. 

• I have had the opportunity to ask questions about this evaluation. 
• I have been told how long my child may be in the evaluation. 
• I have been told the different kinds of information that will be collected during the 

evaluation. 
• I have been told that the information collected will be kept confidential and secure. 
• I have been told what the possible risks and benefits are from taking part in this evaluation. 
• I do not give up my legal rights by signing this form. 
• I have been told that I will receive a signed and dated copy of this parental permission form. 
 
My child has my permission to participate in this evaluation. 
 
    
Signature of Parent/Legal Guardian  Date 
 
  
Printed Name of Parent/Legal Guardian 
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Office of the Governor 
Continuum of Care for Emotionally Disturbed Children 

Parental/Guardian Consent 
 
 
I,       , understand the content of this application, cover letter  
 (Parent/Legal Guardian) 

and Parental/Guardian Expectations and I give my permission for this application to be submitted 

on behalf of       ,  / /  to the Office of the  
 (Child) (Date of Birth) 

Governor, Continuum of Care for Emotionally Disturbed Children. I give my permission for the Continuum of 

Care to use and/or disclose my child’s protected health information for the purposes of processing this 

application and if my child is selected, it will be used to plan and carry out case management and treatment 

services. I also give my permission for the Continuum of Care to initiate or participate in any pre-selection 

activities regarding this child to include, but not be limited to, providing names of possible resources, contact 

people and/or telephone numbers and attending interagency meetings for consultation. 

                                                                              _____________________________________________ 
                                                                                           Signature (Parent/Legal Guardian) 
                                                                              _____________________________________________ 
                                                                                            Relationship to Child 
 
                                                                      _____________________________________________ 
                                                                                            Date 

 
Withdrawal of Consent for Application  

 
I withdraw my consent for application for my child, _________________________. 
                                                                                          _______________________________________ 
                                                                                Signature(Parent/Legal Guardian) 
                                                                                      ____________________________________ 
Relationship to Child 
                                                   ____________________________________ 
Date 
 
 

 
CONTINUUM OF CARE  

AUTHORIZATION FOR USE AND/OR DISCLOSURE OF INFORMATION 

 
I, ______________________________ (parent/guardian) give permission to the Continuum of Care to use and or disclose the 
following protected health information from/with _________________________________________ (State or Federal 
agency/school/service provider)  regarding _____________________ (child’s name) born on _____________ (date of birth). 
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_____ School records  _____  Teacher/counselor observations/ reports 
_____ Educational evaluations  _____  Psychological evaluations 
_____ Raw test data (psychological) _____  Treatment records 
_____ Case records  _____  Medical records/reports 
_____ Discharge summaries   
_____ Other: 

(specify):______________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
 

This protected health information will be used to plan and carry out case management and treatment services. I understand 
that information used or disclosed pursuant to this authorization may not be protected from re-disclosure by the recipient. 
 
This authorization shall be in force and effect until _______________ at which time this authorization expires.  
 
I have read and understand that I have the right to revoke this authorization at any time by sending a written notification to 
the Privacy Officer at the Continuum of Care, 1205 Pendleton Street, Room 372, Columbia, SC, 29201. 
 
The Continuum of Care will not condition my treatment, payment, or enrollment in a health plan or eligibility for benefits 
(if applicable) on whether I provide authorization for the requested use or disclosure. 
 
I understand that I have the right to: 

• Inspect or copy the protected health information to be used or disclosed as permitted under federal law (or state 
law to the extent state law provides greater access rights.) 

• Refuse to sign this authorization. 
 
 
 
 

 
________________________________________ 

Signature (parent/guardian) 

 
_______________________________________ 

Witness 
 

________________________________________ 
Relationship to Child 

 
_______________________________________ 

Date 
 

WITHDRAWAL OF PERMISSION FOR USE AND/OR DISCLOSURE OF INFORMATION 

 I withdraw my authorization to release information about my child,    , to the Continuum of Care for 
Emotionally Disturbed Children. 

 
________________________________________ 

Signature (parent/guardian) 

 
_______________________________________ 

Witness 
 

________________________________________ 
Relationship to Child 

 
_______________________________________ 

Date 
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To be completed at time of COC application:  
The Global Appraisal of Individual Need Short Screener (GAIN- SS) will allow the Continuum of Care to assess your child for possible substance 
and mental health needs. Based on information obtained in the assessment, we will determine if an immediate referral is needed for treatment.   This 
authorization will be needed for youth 12- 18 prior to us administering/completing a GAIN-SS.  In addition, this authorization will allow Continuum 
of Care to share information obtained during a GAIN-SS to include making referrals for services if deemed clinically appropriate. For children 12- 
15, this form must be signed by the parent; for youth 16 and over, the youth must sign.  It is your choice to grant consent for this screening.  Your 
Continuum application will not be impacted if you choose not to consent.   
 
Your signature here notes that you are consenting to the GAIN-SS _______________________________________________________ 
 
Your signature here notes that you do not consent to the GAIN-SS_________________________________________________________ 
 
Please send this form in with your application. The bottom portion of this form will be completed at the time of the assessment.  
To be completed at time of GAIN-SS screening if consent was granted above: 

AUTHORIZATION TO USE/DISCLOSE OF MY INFORMATION 
 

____________________________________________________________________________________________________ 
Client Name                                               DOB                        SS #                                                Medical Record  # 
 
___________________________________________________________________________________________ 
 
Client Address   Phone    
By initialing the following blank(s), I authorize the named agencies (including their local community counterpart 
providers) where I receive (d) treatment or care to use and disclose my information:  
 

________ Continuum of Care 
________ Department of Mental Health 
________ Alcohol and Drug Commission Agency 
________ Department of Juvenile Justice 

________ Department of Social Services 
________ School District ___________________ 
________ Other __________________________ 

 
The information to be shared includes my name and other personal identifying information, clinical health 
information and other information pertaining to my treatment. This information will be used to coordinate and 
evaluate my treatment and improve service delivery. 
 
The purpose of sharing information with the agencies is to evaluate my treatment needs and to provide for the 
delivery of these services. This information may also be used in reports to improve the operations of the treatment 
programs, to evaluate changes in policy and to assist in the provision of services for people having similar 
problems, to identify any needs not being met, and to help staff with the administration of the program. Reports are 
confidential and no information identifying me will be released. Only authorized staff will have access to this 
information.  Furthermore, names and/or identities will never appear in any report for public distribution. 
 
I understand that my information is protected by federal law 42 CFR Part 2 (alcohol and drug treatment) and 45 
CFR Part 160 et. seq. (HIPAA) and cannot be disclosed without my written authorization unless otherwise allowed 
by law. I understand that I can revoke this consent at any time, except to the extent that action already has been 
taken. I also understand that I may revoke this authorization at any time, either verbally or in writing. This 
authorization expires when I am no longer participating in the treatment programs provided by the above listed 
agencies, or one year from this date, whichever comes first. I have been given a copy of this completed 
authorization. 
__________________________________________________________________________________________ 
Client Signature (or if applicable, parent/guardian or other personal representative)                     Date 
 
If signed by a parent/guardian or other personal representative, describe that person’s authority to act for the Client 

Revocation of Authorization 
 

I hereby revoke (cancel) my authorization 
______________________________________________________________________________________ 

Client’s Signature                                  Date  
132



Attachment 5: Letters certifying Non-Federal Match Funds 

133



134



135



136



137



 

 

Mr. Tony Keck                         March 14, 2014 

Director 

S.C. Department of Health and Human Services 

1801 Main Street 

Columbia, SC - 29201 

 

Dear Mr. Keck: 

 

I am writing this letter of commitment for the DHHS request for funding from SAMHSA to expand the 

implementation of the Palmetto Coordinated System of Care. The Continuum of Care (COC) is currently 

serving 264 children and youth with some of the most complex and challenging behavioral health needs. 

On a daily basis we witness the impact of the lack of an organized system of care and the inadequacies of 

the state’s service array. We, as an agency, are challenged as we work with families to support them and 

maintain the child in the home and community.  

 

The COC has been an enthusiastic partner with DHHS and the other child serving agencies over the past 

year in organizing the development of the PSCS, including serving as a member of the Leadership Team. 

At the direction of the Leadership Team, COC has accessed technical assistance available through 

September 2014 and begun formalized training and coaching activities provided by the University of 

Maryland Institute for Innovation and Implementation to achieve certification in provision of wraparound.  

Beginning October 2014, COC will directly contract and fund the Institute for Innovation and 

Implementation to complete the training and coaching process over the course of the following year. 

 

I have been directly involved writing and overseeing development of this grant application. I will serve as 

Co-Principle Investigator (PI) when the grant is funded. I also am committing resources to serve as in 

kind matching funds. In year one, I commit $236,000 that will be used to contract with the Institute for 

Innovation and Implementation as in kind match. For years 1-4, I also commit the 20% of my time and 

matching fringe that will be spent as PI on this grant, $14,832. 

 

I look forward to our continued work together to fully implement the Palmetto Coordinated System of 

Care. 

 

Sincerely, 

 
Director 

Continuum of Care 
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SAMHSA System of Care Implementation Grant Overview

Residential Provider Transformation 

Infrastructure Necessary for a System of Care

Family Organization Capacity Evidence Based Practices

Federal Fiscal Year 2015 through 2018

Year Amount Required Match Source
One $750,265 $250,088 Continuum
Two $718,718 $239,572 Continuum
Three $693,112 $231,037 Community Crisis (DMH)
Four $677,762 $677,762 Community Crisis (DMH)

Total Match Needed for Years Three and Four 
Minimum of $908,799

Revised 3/10/16
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